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{F 000} | INITIAL GOMMENTS {F 000}
On 06/24/11, ah onslte revisit to the Abbreviated
Sutvey (08/06/11) was oonduoted which
determinad Immediate Jeopardy (IJ} had been
| removed al F«328, Fe454, F-490, F-518, and : .
K;iszo ﬁm 05{:’% 8 ﬁs alla’g(;eg 2’;’;"}3 ﬁfaeﬁtaﬁla R o
egatlon of Campllange (AOG), o the | was "~
| removed at F-323, F-484, F-480, 518 and _ D [E @ %”: EVE ¥
F-5620, continuad non-compliance remalned a9 A
follows: F-823, F-464, F-490, F-518, andF-520 v JUL 212000 &)
at a Béope and Severlly {8/8) of an "E", The
facliity had not completed staff education on new
allcles and procedures, developad and -
mptementad an acceptable Plan of Gorrestion
{POC), or completed ongelng monitoring of the
haw avacuation system through the monthly
Quallly Assurance meelings whioh Includes the .
Medlical Dlreotor. - ) .
The non-M defiolencles, F-281, F-887 and F-441 F 281
cited during the Abhreviated Survoy (08/06/11) -
were not reviewed for compllance as the facliily 1. Howwillthe .
had hot submitted an acceptabls POC. correctlve action ba
. | Tharafors, the deficlencles detailed on this accomplished for |
* 1 Statement of Deltclencles for the vevisl on those resldents
08/24/11 include the F-281, F-382 and F-441 d
deficlencles [dentifled on the Abbreviated Sutvey found to have been
daled 06/06/11. affected by the
{F 261} | 483.20(k){(3){l) SERVICES PROVIDED MEET {F 281} deficlent practice?
88=0 | PROFESSIONAL STANDARDS
The setvices provided or arranged by the faclily -Resident #10%s !clllnlcal
must meet professlonal standards of quallly. recard, all physicians
. - : orders, and
: . comprehensive ¢are
ghis REQUIREMENT s not met as evidenced : .
Ve o
Bagad o \
ased on observation, Interview, and record (% R T ( o
MR R HGDME

L ABORAYORY DIREGTORG OR FROVIGERIGUPPLIER REPRESRNTATIVE'S SIGNATURE

Any dsflalenoy slalamont éndlng with an asterisk (*) denoles a deflelency whish tho Inatiilion may bo axcused From corsoling providing it s detennined thut
other stdeguarda provide sulilolent proteation to tha pattents. {Ses lnstriollons,) Fxoeept for nuraing homes, the Hidings stalad abova ara disclosahle 90 days
following fhe date of survey whethar o7 not a plan of corréailon Ie providsl, For nuiging humes, the above fladings and plans of coreotion are doclosabls 14
days folloMS? ru;e‘ ;;lnte hose doouments ara made avallable to the faclilly. I dellotahclon arp olted, an approvad plan of sorreotion [s requisite to confinued
program partiefpation,
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' (F281}| Continued From page 1 . {F 281) plan were reviewed.
review, It was delermined the faclilty falled to . Further the appropriate
onsuire Physlclan's Ofders were followad for one safety alarm device was
‘1 {1} of twalve (12) sampled resldents (Resident applied to wheelchair
#8). Realdent #5 had a Physlolen's Order fora - n
sensor alarm to the wheelohalr tor safely; 06/06/11 by the unit
however, ohservation on 06/06/11 revealed the - coordinator, The
rosldant was altting In & whaslchalr in the dining rasident in referance

roem cuing lunch withoui a sansor alarm In
place, -

The 1indings incluge:

Heview of Resident #10's medloal record
reveniad diagnoses whish Included Anxlely,
Deprassion, and Prostate Cancer. "Review of the
Admission Minimum Data S8st (MDS) ~ -
Agsessment dated 05/27/11 revealed the facillly
ussagsad the resldent as being arlented, as
raquilring linlted asslatance with transfers and
ambulallon, and as sustaining afall piorio
admission.

- Revlew of the Physiclan's Orders dated 06/11
tevealed an order for a sensor alarmto the
wheelchalt for satety.. '

Observatlon of Rasldent #10 on 087061 at 12:30
PM revaaled the resident was siiting In a
whaeelchalr I the dining room. Asehsor alafn
cord was hanglng on the back of the wheslchalr;
hhqweveg, tharo was no sensor alarmi aitached to
the cord,

Intarview with Licensed Practical Nurse (LPN) on
06/08/11 at {240 PM revealad the alatm box was
miasing from the alarm cord. She stated she
checked 1o enaure the alatms were In plage &8
ordered onoe a shifl, and slgned the. Treatment

was discharged on June
8, 2011,

2.How wiil the facllity
identify other
residents having the
potentlal to e
affected by the same
deflclant practice?

Physicians’ orders on all
residents have the

. potential to be affected -

by the alleged deflcient
practice. A.compléte
review of all actlve
resldents’ physiclan
orders was completed
by the unit coordinators
and divector of nursing
on 6/30/11, Safety
device audits by the
unit charge nurse/CNA
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{F 281) | Conlirued From page 2 {F 281} team leader were

Admintstration Record {TAR) 1o Indicate the alarm
was In place, Furher interview revealed the
aame alatm box was ugsed for the bed and the

- |-ohalr; and staft was to disoonneot the alarm hox

from the had sensor pad and connect It to tie
whealchalr sensot pad when ths resldent was
transferred from bedto chalr. She staled she
had obsetved the alarm on the wheslchalr earlier
in the day.

interview on 06/66/11 st 2:30 PM with Cerlifisd
Nurglng Assistant(GNA) #15, who was asslgnod
1o Hesldont #10, rovesaiad he was new to the
facliily and had his group of residents lor the first
tine by himself, He stated he reviewed the Nurse
Alde Care Plan at the nurge's statlon the tirst
thing that morning and also referred to the Nurse
Alde Care Plane Which wete Inslde the oloset
doors duting the day for referande on providing.
care, including safely dovices sugh as alarms for
the residents, He further statéd Resident #10
was agsisled out of the bed by the night shift staff
at change of shift and the resldent did not waniio
be assislad to bed afterwards, Contintied
Intervlew rovealad ihe résident had been tolleted

hy the nurse at 9:00 AM and had been tolleled by |

thetapy later In the morning, Further interview -
revealad ha had ohsetved the resident to have -
the sensor alarm on the wheslchalr sarfier In the
shift, and he was tnsure why the alarm was not in
place durlng lunch becauss he had never seen
the resident remove the alarm himsslffhersalf,

Interview with the Unit Coordinator on 06/06/11 at
3:30 PM revealed the nurge was 1o algh the TAR
to Indloate the hed and ohair alatms wera in
place. However, It was the CNA's responsibility
to make surs the alarm was in place.

completed on 06/10/11
with a comparison to
the physician orders,
safety device list, CNA
care plan, and actual
devices In place,
_Immediate correctlons
wera made on any
discrepancies.

3.What systemlic changes
will be made to
ensura that the
deficlent practice will
not recur?

All nursing assoclates
had mandatory
reeducation beginning
on 6/17/11 and were
completed by June 30,
conducted by the Staff
Development Nurse
which included but was
not [imited to following
physician’s orders with
an emphasis on safety
device monitoring, and
CNA care plan '
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procedures., Education
will be conducted by
the staff davelopment
coordinator semi-
annually, and ptaced on
the community annual
reeducation calendar.
All nursing staff new
hires will be In-serviced
by the staff
development
coordinator on the
resldent physiclan
orders during the Initial
orlentation,

Charges nurse make
daily rounds, including
weekends, And observe
all residents to assure
that the safety devices
are applied correctly
and being used as
ordered, Physician’s
orders are reviawed
daily and documented
during the 24 hour
chart checks conducted
by 11pm-7am charge
mnrses,




The Director of Nursing
and/or Unit
Coordinators raview all
new phystctan orders
during daily scheduled
stand up meetings,
Monday through.
Friday, and update the
comprehensive
caraplan accordingly,
The central supply clerk
is assigned to update
the CNA care plan dally,
wMonday through
Friday, to communicate
physician order
changes.

In addition, a master
safety device list
conslsting of physiclan
orders for aquipment is
_ maintalned dally,
Monday through
Friday, by the central
supplies clerk. This
master safety device fist
is used by the central
suppltes clerk to track




and monltor safety
device utilization two
{2} days a week, These
master safety device
rounds will Include
visualization of safety
device utifization and
‘application for each
resident as it pertains
to physiclan orders, The
completed master
safety device fist review
is discussed at the
weekly Quality of Care
meeting on Wednesday
and monthly at the
Quallty Assurance
meeting. Immediate
action Is taken to
address any congens
poted on the rounds.

4. How will thea facility
monitor its
performance to make
sure that solutlons
are sustained?

New physiclan orders
arg and will continue to
be reviewed daily, 7




days a week, and
documented durlng the
24 hour chart checks
conducted by the
1ipm-7am charge
nurses. The facllity
evening nurse
supervisor monltors for
charge nurse
-compliance with
physician orders by
reviewing medication
records, treatmment
records and 24 chart
checks one (1} time a

week, Monday through

Eriday, for elght (8}
waeks, every ather
week for four {4) weeks
and then once {1)
-monthly thereafter to
raview for compliance,
The results of this
monltoring are
provided to the director
of nursing and
dlscussed at the weekly
Cuality of Care meeting
on Wednesday.
Changes to this




monitorlng process will
be reviewed by the .
Quality Assurance
commiitee and
approved,

In addition, al!
physicians’ orders are
reviewed during the
end of the month order
reconciliation process
completed by unit
coordinators and/or
director of
nursing/dasignes.

In order to monitor
ongolng compllance a
master safaty device list
consisting of physician
ordered davice wil be
updated daily, Monday
through Friday, by the
central supplles cletk,
The central supplies
clerk e-mall updates of
this master safety
device list daily,
Monday through
Friday, to members of




the quality assurance
commlttee,
Environimental QA
rounds conducted by
the quality assurance
committee members
utiifzes this master
safety device list to
compare the CNA care
plan to physician
orders. On June 1%, an
in-service with
members of the quality
assurance.committes
was conducted by the
administrator and social
services diractor on the
use of the Environment
QA Form. These
environmental roungds
-include visualization of
safety device utilization
and application for
each resident as it
pertalns to physician
ordars, These
environmental rounds
are conducted one {1}
time throughout each .
week, Monday through




Friday, and
documented evidence
~ of the younds turned
into the Admissions
coordinator each
Woednesday, The
completed
Environmental QA
rounds utilizing the
master safely device list
is discussed at the
weeldy Quallty of Care
meetings on
Wednesday, If
problems are found,
immediate corrections
are made and noted on
" the Environmeantal QA
Form. Follow-up rounds
are made by '
Wednasday of each
waek and to verlfy the
corrective actlon has
been sustained, it will
be noted on the form.
These environmental
QA rounds are
corpleted one {1} time
aweek, Monday
through Friday, for




elght (8) weeks, bi-
weekly for four (4)
weeks and then once
{1) monthly thereafter
to review for '

" compllance, The results
of this monitoring are
provided 1o the
administrator and
discussed at the weekly
Quallty of Care mesting
on Wednesday, Any
changes to this review
procass deemed
necessary by the
Quality Assurance
committee will be
reviewad and approved
by the executive
diractor of Richimond
Place.

viembers of the Quality
Assurance committee
met daily to develop
changes and revisions
and competencies of
tlata collected from all
systemic changes,

" Beglnning 6/28/11, the




Administrator, Director
of Nursing and at least
three members of
management met and
will continue to meet
with the Medical
Director waekly or
more often If deemed
necessaty 1o roview and
. evaluate the
effectiveness of the
actlon plans as
described abovein
arder {0 ensure
corrective action (s
sustained, Adjustments
to these schedules can
be made with the
approval of the medical
director, corporate
clinical nurse consultant
and executive director,

5.The date that the:
corrective action will
be completed;
All processes as
stated above provide
evidence to show all
correctlve action was




completed for F281
by 7/3/11.
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The faclity must snsurs that the resldent
anvironment remeiing &s free of acoident hazards
a8 la possible; and each rasident recalves
adeguale supsrvision and agsistance devices to
prevent acoldents. :

This FiEQUiH"EMENT i notl meot as evidenosd

Based on Interview, record review, and réview ot
the acvepiable Alfsgation of Compliance (AOCHIt

. | was determned Immediate Jaopardy (M)

Identified during the Abbreviated Survey
{06/06/11) had been removed relaled to -
supervision 1o prevent avoldents; however,
hon-compliance continued to extet, as the faollily
had not compleled staff education, nor developed
and Implemented a Platy of Corettlon {POC)
retated to aceldents and supsrvision. -In addhfon,

the faolily aontihued to monitor the nowly

developed evasuation plan through the Guality
Assurance (QA) programn to engura the
effsoliveness of iha plan and hew ayslems ‘
implemented to prevent reourrence ahd malntla
complianoa. .

The findings Include:

Review of the aceeptable Allegation of
Compllance (AOC) recelved on 06/2011 revealsd
the tacliity sealad the emergancy oxits leading to
the conslruotion sita from the oulside, After
completion of a walkway, ohe exlt was reopenad
a9 &n evacuialion route. In addition, a'tehos was

F 323 Supervision to Prevent
Accldents

The resident envitonment at
the facility Is as free of accldent
hazards as possible; and each
resident recelves adequate
supervision and assistance
devices fo prevent accldents.
The facllity has updated
gvacuation plans to reflect
necessary changes to flre exits
related to construction. The
facillty's accessible exits have a
safe path to a public way. The

+ facllity has also trained

associates ah which fire exits
ate appropriate for evacuation
during construction and on
required monitoring to prevent
accldents. |

1. How will the corrective
" action be accomplished
for those residents
found to have been.
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{F 823} | Gontinved From page 4 {F 829} . affected by the
buill to enolose the construction site, preventing ' - deficlent practice?
publio access to the area. The evacuation Elan :
was roviset and new slgns were posted to direct
ataff énd residents to a safe areaIn the eventof | - on "'“mf’ 1, during the )
fira or other emergancy. Phyaleal monitorlng of abbreviated standard partial
the exlt around the clock was Infilated. * extended survey (factiity
Further roviow of tho AOC revesaled dally rounds reported incidént), the Life
for identification of potential hazards were Safety Code Officar from the

gonducted, ullifzing the hewly-developed

Envirenment Quality Assurance (QA) Form. The . Office of the Inspector General

Maintenance Direolor was vonduoting four {4) - requested that first, the facility
gafely rounds dally. Staff re-oduoation of hew

policles and procadures refated to the evacualion seal the two emergency e_’dts
plan had baen conducted. Faclilty administration : that lead to the construction
wag conduoting random gompstency chacks on site and secondly, initlate an

the new procedures six (8) tines dally. Fire,

Evacuation, Elopement and Hazerd Drills had immediate fire watch,
bel?n \',ionduotgacli O? alt three (3) 3hi[ts. All data Immediately following this

| coltaction from dally rounds, randsim .
aompetencles, and analyals of drill regponses request on lune 1,2011, the
ware repotted at dally QA meetings and wiit he exits ware sealed and the fire
1aken to the next monihly QA meeling, . watch was inltiated.

The above (ntormalion was vetiftad through staif

Interviaws and record roviews, However, recard American Constructors, inc.

rev,[e\\{ and inlewle}'}' gll{? the ?dmlnisirator - _ sealed two exits, one Jocated
revealad not all stall had received the training and . .
assessment of compelencles, speoifically thoss next to the therap}r department
ataff on lanve or stafl who were FAN (as _ and the second exit next to
noaded). o : rooms 231 and 232, These exits
Interviow with the Administrator ori 06/24/11-at - - were sealed from the outside to
8:00 PM revealad faollity stafl currently on leave eliminate the possibility of exl{

or who work on a PRN (as neecdad) basis had . :
bean malled tralning Malerlals which Included Into-an unsafe area, The facility
acknowledgermant forms. The Administrator ' administrater placed additional
stated all forms had not been recelved baok by : )

FORM GMS-2567(07-06) Pravlous Voretons Osolato ' Event ID:AOWUAR Fagllity 10: $60572A ¥ continualion sheel Page Bel 17 .




prominent signage oh the
interior of two (2) exit doots
indlcating that they were not an
exit, Additionally on June 1,
Fayette Electric Compahy
removed the illuminated exit
signs from above the sealed
axits,

On June 1, 2011 immedlately
following seallng the exits and
removal of iliuminated exit
signage, the facllity’s
ameargency evacuation route
plan was revised as a result of
the previous mentioned exits
helng sealed, by the social
services director, with direction
and approval provided by the
administrator, to exclude the
sealed emergency exits, AQA
meeting was held on june 1,
2014 with director of nursing,
staff development coordinator,
north unit coordinator, social
services director, administrator
and malntenance director to




formulate plans to reeducate
assoclates on accessible exlis
and emergency procedures,
The tralning included, but was
not limited to: specifics on the
axlts that were sealed and plans
1o bulld a safe walkway from
the exlt at rooms 231 and 232
to a public way, evacuation
route educatlon and attentlon
1o the Importance of
monltoring exits during any
disablement of the doors, safe
avacuation procedures, and
emergency response ncluding
the acronym {R.A.C.E.} Rescue,
Alarm, Confine, Fxtinguish/
Evacuate and fire extinguisher
procedures acronym (P.A.S.S.)
Pull the pin, Aim at the base of
the fire, Stjueeze the handle,
Sweep from side to side.
Training for all assoclates on
duty was conducted by the
director of nursing, staff
development coordinator,
notth unit coordinator and




social service director on Juhe
1, 2011. All associates who
were not on duty were tralhed
on the above-mentloned toplcé
prior to June 30, 2011 by the
staff development coardingtor,
social services director, RN
weekend supetvisor,
administrator, or diractor of
nursing,

On June 1, 2011 at 6pm, the

_ horth unit coordinator and the
staff development coordinator,
both who are licensed practical
nursas Initlated a 24-hr {ire
watch. All assoclates Ihvolved In
the fire watch underwent '
tralning In flire watch policy
procedures prior to belhg
assigned to fire watch duties,
Trainlhg included, but was not
fimited to: process of
monltoring for signs of fire or
smoke, Instructlon to
immadiately Investigate any
door alarm that sounds,




monitoring and procedures for
unforeseen protection system’
disablement, directing Inquiries
concerning fire watch
procedures to the
administrator, All training and
related schedullng of assoclates
was conducted by the staff
development coordinator.
Associates acknowledged their
receipt of the fire watch policy
and training in the fire watch
policy by providing signatures
on the fire watch policy for fire
watch dutles.

The assoclates ass.igned o fire
watch duties documented the
flre watch rounds every 15
minutes during thelr assigned
perlods. During each fire watch
round the deslgnated assoclate
monitored far any signs of fire
or smoke and listened for the
annunclatlon of alarms that
would indicate that an exteiior
door had been opened,




Assodlates were Instructed to
follow the procedures outlined
th the fire safety policy and
training they had recelvedto -
maintain resident safety,

Inlttation of menitoring for
immediate accldent and fire
hazards was discussed at a QA
team meeting attended by the
administrator, the director of
nursing, staff development
cootdinator, two MDS
coordinato%s, supplies
coordinator, soclal services
director, admissions
eoordinatoer, healthcare llafson,
north unit coordinator, south
unit coordinator, lifestyles
coordinator, medical records
coordinator, business office
manager, dietary manager, and
housekeeping team leader on
June 1, 2011, The QA team
members present at the
meeting onJdune 1, 2011
developed a monitoring sysiem




designed to identify accidents
and hazards in resident rooms

~ to provide a safe physical
environmant within the facility.
The monitoring systemn uses a
tool called the quality
assurance review form for
environmental rounds
{hereinafter referred to as
Environment QA Form), On
June 1%, an In-service with
members of the quality

. assurance committee was
conducted by the administrator
and soclal services director on
the use of the Environment QA
Form. Using this Environment
QA Form, all resldent rooms
wete searched onJune 1, 2011
by members of the Anget round
manager assignment. Any ftams
that were deeined potentially
hazardous werea removed from
the environment Immediately
by the angel round managers.
Removed ltems welre then
discussed at the QA meeting on




June 2, 2011 and approprlate
interventlions for iteins ware
discussed. ltems determined by
the team as potentially
hazardous ware removed from
the building by family

members, '

On June S, the Medical
Director, Director of Nursing
and the facility managers
approved the Environmental
QA form fer evaluation of the
residents environment to
remaln as free of accldent
hazards as possible by
increasing supervision and
asslstance to pravent accidents,

On June 9 the Environment
QA Form was revised to include
checking nursing stations for
proper storage of chemical or
drugs, checking for locking of
chemical cabinets and checking
residents for safely devices as
indicated on care plans.




On June 28, a QA meeting was
held by the Administrator with
the Medlcal Director, Director
of Nursing and at least three
other members of
management, to discuss the
Environmental QA form weekly
summatles for monitoring of
the effectivaness of the new
systems Implemented,

" Fall investigations have been
reviewed by the
interdisciplinary care plan team
at gach stand up meeting,
Monday through Friday, to
determine If acceptahle
interventions were jnitiated at
the time of the Incident and for
follow through documentation,

2. How will the facllity
identlfy other residents
having the potential to
be affected by the
same deficlent
practice?’




Based on the finding of two
emergency exits which were
allegedly not safe and the
incident of a flre In a resldent’s
room on May 29, 2041, alt
associates and residents have
the potentlal to be affected.

3, What systemic changes

- will be made to ensure
that the deflcient

practice wil not recur?

On june &, 2011, Amerlcan
Constructors, Inc, hullt a safe

walkway from the exit nextto

rooms 231 and 232 directly to
the public way, The walkway
includes a fence-lfike hand raif
that acts as a barrier to access
to the construction area. The
Life Safety Code Officer from
the Cabinet for Health Services
observed the walkway and
indicated verbally ta the
construction supetintendant
and the administrator, on June
1, 2011 and agaln at the exit.




interview on June 3, 2011, that
this walkway was an acceptable
safe path to a public way to end
the alleged immediate
jeopardy. The facllity relled on
the ¢learance by the Life Safety
Code Officer to proceed with
reopening the exit, The exit at
rooms 231 and 232 was
reopened after approprlate
education of ali on-duty RPRHC
assoclates and the evacuation
route plans were updated by
the soclal services director on
June 1, 2011 to reflect
accessible exlts, fire
extinguisher focations and pull
statlon locations. All associates
who were not onh duty were
trained on the above-
meantioned toplcs priof to
returhing to work,

As part of the evacuatlon route
education, the new and current
evacuation plan was posted on

June 2, 2011 by the social




service director and the
weekend supervisot on each
hall indicating the appropriate
emergency exit to use for each
* resident hall. This was
accomplished to provide for
safe egress in the event of an
emergency evacuation,

A reeducation with all on-duty
associates on June 2, 2014,
conducted by the staff
development coardinator,
north unit coordinator, social

services divectorand
adminisirator, educated all
RPRHC assoctates wha were on
duty on the revised evacuation
royte signage, fire extingulsher
locations and pull station
locatlons, including updated
exits. All assoclates who were
not on duty were trained on the
above-mentioned topics prior
to June 30,

To address the aliegation of
~ immediate jeopardy related to




~ supervision of residents for
prevention of incidents and
accidents, a four (4) feet high
cattle fence secured by steel
post with gates was érectad by
Amerlcan Constructors, InG, on
June 10, 2011 to close off public
access to areas of construction
including the retentioh pond.

During a QA meeting on Juned,
2011, managers wers assigned

. to areas of the facility to
monltor for potentlally
hazardous items, Tralning and
instruction of this monitoring
wias provided by the
administrator for the asslgned -
mahagers conslsting of the
quality assurance committee
and the individual assistants to
each department. The assighed
managers and assistants
complete Environmental QA
raunds throughout the week,
Monday through Friday starting

~ Jume 1, 2011, if problems were




found, immediate corrections
were made and noted on the
Envirenment QA Form, Follow-
up round were made by
Wadnesday of each week and
noted to verify the corrective
actlon has been sustalned,
Completed Envirenment QA
Forms were be submitted to
the admissions conrdinakor
every Wednesday to verify all
resident rooms have been
maonitored. This manitoring
system Is reviewed through the
Quallty Assurance process and
adjusted as necessary according
to the results of the findings of
the Environment QA Form and
any changes are approved by
the Exacutive Director of
Richmond Place,

The community enhanced our

" emergenty evacuation drilis
and test procedures, beginning
Juhe 4, to monitor competency
in all education. This enhanced .




education asslist In evaluating
the associate’s competency In
response to door alarms related
to resident safety and assistive
‘davices to prevent accidents.
The diills Included clopement
drills conducted, by the soclal
services diractor, 1o test
assoclate’s competency refated
to potential élopement.
Assoclates also recelved fire
drills, which addressed exit
doors and emergency system
disablement of the magnet lock
system. All hazard drills were
also conducted by the
malritenance and staff
development coordinator to
cover a range of possible
hazatdous sttuations.

The facility's maintanance
director received re-education
on June 9, 2011 from the
administrator on door check
procedures and on checking the
sealed door by the therapy

s e s 1a e




department each day to verify
that It remalned sealed. The firé
watch rounds were re-
evaluated by QA team
memhers (administrator,
malntenance director, staff
development coordinator,
north unit coordinator} and
~ modified onJuna 9, 2011 from
every 15 minutes to monltorlng
done by the malntenance
director four times each day.
Moritoring by the maintenance
director four times dally
includes a check of the sealed
doors from the exterlor of the
building to verlfy that the exits
remain seaied and monitoring -
for means of egress to be
malntained free of obstructions
or Impecliments, allowing
access in the case of flre or
amergency.

On June 17, the facility, per the
Administrator's approval
implemented twenty four {24}




hour coverape, seven (7) days a
week monitoring in the hallway
_ Infront of the exit that is
closest 1o the constriction area
next to rooms 231 and 232, An
assoclate {door sentry) is
asslgned, by the staif
development coordinator, to
remain at the door to prevent
any attempts to exit the door
excapt in an emergency. Upoh
first shift of door sentry duties
assoclates are trained by staff
development coordinator and '
sign an acknowledgement form
in regard to the door sentry’s
responstbllity of supervision of
constructlon site access.
Assoclates also sign door sentry
roster to ensure compliance for
door access monltoring oceurs
for each scheduled door sentry
shift,

" 4. How will the faclllty
monltor its
performance to make




sure that selutlons are
sustained?

Physical monitoring in the

- hallway in front of the exit that
s closest to the construction
area next to rooms 231 and 282
~ will continue untif the
construction areals cleared or
an alternative means of '
monitoring resident safety is
approved, The QA committee
has reviewed_results of the
hallway monttoring daity and is
confidant that the systems are
adeguate. The current
schedules can be modifled and
approved by the QA committee,
the Executive Director of
Richimond Place and the
reglonal clinlcal nurse
consultant as deemed
approptiate or hocessary

The completed Environmental
QA rounds are discussed at the
weekly Quality of Care
meetings on Wednesday, If
problems are found, Immediate
correctlons are made and noted
on the Enviranment QA Form.




Follow-up rounds are made by
Wednesday of each week and
noted to verify the corrective
action has been sustalned.
These environmental QA
rounds are completed one (1)
time a week, Monday through
Friday, for eight (8) weeks, bi-
weekly for four (4) weeks and
then once (1) monthly
thereafter to review for
compllance. The results of this’
monitoring are provided to the
administrator and discussed at
the weeldy Quality of Care
meeting on Wednesday. Any
changes to deemnecessary by
the Quality Assurance
committes are reviewed and
approved by the executlve
director of Richmond Place.

Falls are tracked and trended
for frequency; sevarlty and
effectiveness of Interventions
by the director of nursing dally.
The results are reported at the
onthly QA meeting to
Implement actlon plans for
Identified issues.




The facllity medical directot,
corporate clinlcal nurse.
consultant and executive |
directar have receive one (1)
time a week updates ahd
notification provided by the
Admintstrator utllizing the
community Quality Assessment
and Assurance form for plan of
correctlon and follow up
record, Any changes or
revisions of the facility's current
policies made by the
administrator or Executive
Director to enhance safety,
amergency response, and
avacuation training was and will
continue to be reviewed weekly
by the Vice-President of Clinlcal
Services telephonlcally by the
Regional Directoy of Clinical
Services, The facllity’s progress
‘to enhance safety, emergency
response and preparadness,
and evacuation training was
and will continue o be
reviewed everytwo weeks and
more often if deemed
necessary by the Divisional
Vice-Presldent of Operatlons.
The Director of Development




for Brookdale Senlor Living has
and will continue to provide
onsite review of construction
project every week until the
construction Is completed.

Meémbers of the Quallty
Assurance committee met dally
1o review the resident
environment at the facillty Is as
free of accldent hazards as
possible;-and each resident
recelves adaguate supervision
and assistance devices to
prevent accidents. Members of -
the Quatity Assurance
commitiee met ddlly to develop

- changes and revisions and
competencies of data collected
from all systemic changes.
Beglnning 6/28/11, the
Administrator, Director of
Nursing and at least three
members of management met
and will continue to meet with
the Medical Director weekly or
more often if deemed
necessary to review and
evaluate the effectiveness of
the actlon plans as described
above in order to ehsure




correctlve action [s sustained.
Adjustments io these schedules
© can be made with the approval
of the' medical director,
corporate clinical nurse

- consultant and exectitive
director.

5. The date that the
corrective action was
complated;

Al processes as stated above
provide avidende to show all
corrective actlon was
completed for F 323 by 7/1/11.
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| assigned shifi. Conllhued Interview revealed the
Environment Qualily Assurance forns, data

| wautd be attended by the Medical Director.

Ahivtean (18) sampled restilents {Residents #5

‘| medieal reqord ravealed the Physlelan hed last

Continued From pagse 5

the facliity and franing would not be comploted
il those slalf members reported for thelr next

oolleotad frorn dally rounds, and competencles
wauld be reviewad at the néxt monthly QA
masting which was schaduled for 07/18/41 and

483.40(c)(1)-(2) FREQUENCY & TIMELINESS
OF PHYSICIAN . VISIT

The reeldem miist ho seen by a physiclan at jeast
oheo evely 80 days for the first 80 days after .
admisslon, and at least onoe evary 60 days
thereafler.

Aphysisian visll ls considered Umely If It ocours
not later than 10 days aftor the date the vislt was
requirad.

This REQUIREMENT ls not mel as evidenced

Y .
Basod on interview and record review R was
delormined the factiity falled to ensure twa (2) of

ahd 48) wera geon by a Physlolan at lsast onoe
avery sixly (80) days, Review of Realdenit #6's

documenied a visit on 03/07/11. Review of
Hesident #6's madicat racord revesled the
Physictan had last dooumomnted & visl on
03!14/11

The findings helude:

1. Racord review revealed the faallily admilled
Resldent #6 on 12H7/09 with dlaghoses which

{F 323}

{F 387}

Fag7

1, How will the corrective .
actlon he gccomplished
for those residents
found to have been

affected by the
deficient practice?

Residents #5 and #6
were seen by the
attendIng physiciah by
6/8/11.
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2, How will the facility
identify other residents
having the potential to
be affected by the
same deficlent
practice?

All residents who are
under the care of 2
physiclan have the
potential to be affected
by the alieged deflciant
pra¢tica. An audit of ail
active medicai records
was completed by the
medical records clerk
oh 6/9/11, Any
residents |dentified as
-heeding physlclan visits
were sean by the
‘attending physician and
all records updated on
6/9/11.

8. What systemic changes
wili be made to ensure -




that the deficient
practice will not recur?

The medical records
‘clerk was in-serviced
and re-educated by the
administrator on
6/8/11 pertaining to
physiclan visits being
made in & timely
maniner and
docurnentation of such
being placed In the
medical racord, The
medical records clerk
witl audit charts
monthily for physician
vislts and report
findings to the
Administrator. The -
_Adrinistrator/Health
Informatieh
Manager/Medical
Records Clerk will
contact atiending




physician or APRN for
visits to be made timely
via telephone or e-mall
prior to the due date,

How will the facility

- monltor its
performance to make
sure that solutions are
sustalned?

Adrinistrator/Health
Inforrmation Manager/
Director of Nursing will
-monitor five {5}
resident charts to varify

timelinass of physician
visits for specific
resident two (2} times
weekly for four {4)
weeks, weekly times

" four (4) weeks, and
monthly thereafter,
Administrator/Health
Information

- Manager/Dlrestor of
Nursing will report to
the QA committee to




maintain compliance
tlines three {3) months.
QA commitiee will
raview for compliance
monthly to assist with

* compliance of this -
standard,

Members of the Quallty
Assurance committee
_met dally to develop
changes and revisions
and competencles of
data collected from all
systemic changes,
Beginning 6/28/11, the
Administrator, Director
of Nursing and at least
three members of
management met and
will continue to meet
with the Madical
Director weekly ot
mote often if deamed
nacessaty to review and
evaluate the
effectiveness of the
action plans as
described above in




order to ehsure
corrective actlon is
‘sustalned. Adjustments
to these schedules can
be made with the
approval of the medical
director, corporate
clinical nurse consultant
and executive director,

5, Thedate that the

corrective action will
he completad;

All processes as
stated above provide
evidence to show
corrective action for F
387 was completed
by 77411,




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

PRINTED: 077112011
FORMAPPROVED

OMB NO, 0938-0391

STATEMENT OF DEFIGIENGIES
AND PLAN QF QORRECTION

(1) PROVIDER/SUPPLIERICLIA
: IDENTIFIGATION NUMBER: -

186483

(€) MULTIPLE CONSTAUOTION
A BUILDING

8, WiNG

- |enay pare survey
GOMPLETED -

RC-
(6/24/2011

NAME OF PROVIDER QR SUPRLIER
RICHMOND PLACE REHABILITATION AND HEALTH CENTER

BTAEET ADDRESS, CITY, STATE, 2P CODE
2770 PALUMEO DRIVE
LEXINGTON, KY 40600

é)(-t) 2]
REFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
(EACH DERIOIENOY MUST BE PRECEDED BY FULL
REQULATORY OR 1.8C IDENTIFYING INFORMATION)

Tha

PROVIDER'S PLAN OF CORREQTION
{EAGH CORRECTVE AGTION SHOLILD PE
CROBS-AEFERENCED TO THE APPROPRIATE
DEFICIENGY)

1
PREFIX

{6
-§ -COMPLETION
- PATE

{F 387}

{F 441}
88=

| Hoview of Resident #6's medical record revealed

Hinterview with the Director of Nursing on 06/06[11

Continued From page 6
Inofuded Senlle. ementia with behaviors, Musole
Waaknoss, Fracture of the Humerus, Alzhsimer's
Disense and Psychasls,

Reviow of Resident #5's medioal redord-on
06/06/11 revealed the last dosumented |
Physlolan's visit was 03/14/71.

2. Reeord rayiew revesled the facilty adilited
Resident #6 on 12/03/09 with diagrioses which
oludsd recurrant Urinaty Traot Infestions,
Alzheimer's Disaase, Parnlclous Anemia,
Dopressive Disorder, Dementla and Psychotic
Disorder,

tho last documenidd Physlolan's visil was
03!07[11

lmerv!ew with-the Adminlatrator on 08/G6/11 at
2:40 PM revealod the facllily follows the
regulation and there should hiave besn a
Physlolan's visit dooumented evary slxly (60)
days,

at 3118 PM ravealed there was no Physlclan's
vislt In May-for Recldent #5 and-Resldent #6 and
the Phystalan Was the sarme Physlolan for bath
tesidents.. She further stated the Physiclan's
offics did not have a copy of anhy documentation
to reveal there was a Physlclan's visit In May.
She Indicated thera should be a documenied
Physlolan visit every alxty (60) days per the
facillly's polioy,

483,85 INFECTION CONTROL,, PREVENT
SPHEAD, LINENS ‘

' (F 441)

{F387)

FOAM CMB-2507(02:98) Pravious Vatelons Obsolate

Event ID:ASWUI2

Fagllity 103: 1006724
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{F 441} { Continued From page 7 ) | {Fadqy|  are not maintained. However
The facllily must establish andmalntaln en other residents were not
Infeciion Conlrol Program deslgned to provide a | deterimined to be affected by
gafo, sanftary and comfortable environment and this alleged deficlent practice.

to help provent the development and lransm[ss(on

of disease and Inteotlon, Tralning and instruction for

. proper perineal care, hand
(a) Infetlion Gomrol Program washing and infectlon control
-t The fa(}m{y must sstablish an Infection COﬂit‘Ol . ' and preventlon of cross -

"t Program urider which it - -
1) Invesll]qates, controls, and prevents Infaclions contamination began as a

Inthe facillly, ) mandatory reeducation given
(2) Decldes what prosedures, such as lsolailon, - by the staff developiment nurse
should be applled to an Individuat resident; and . oh 06/06/11 for all nursing staff
(8} Maintains a récord of Inoldents and corrective | : : .
aotions related to Infections, ) . :;r:;drr:,genti g%’: _2?30‘;?;
() Preventing Spread of Infection - " Training for harid washing and
Q){When the |m90ﬂ0?d00ntmi g'rc;gr?rg infection control and
slermines ihat & restdent needs isolation to ;
pravent the spread of lnfection, the facllity must preve.n ting cross contai]mmat]i?n '
sclate the resldent, was given to hon nursing sta
{2) The facilily must prehiblt employses with a hegihning 6/6/11 and
comtnunioable disvase or Infeoted skin feslong . completed by 6/30/11 by the
from direot contaot wiih resitants or thelr food, If staff development nurse, -

direct contitct will transmit the disease.
(3} The faclily must reguire staff to wash thelr

hands aftar each direct resident eontact for which 3. What systemic changes will

hand washing is indloated by accepted : ' be made 1o ensure that the
| professlonal practlce, deficlent practice will not

(¢} LInens - v ) recur?

Porsannel must handle, stote, prooess and | Fducationand return

transport linghs so as lo prevent thé spread of - demonstration for infection

Infection, control and prevention of cross .

contamination in the
environment has been added as

FORM GMS-2557(02-98) Fravious Varsons Dhsolole ' Evenl [;ROWU1Z Foelllty 1D: 5006724 . If continuation sheet Page 8of 17




a requirement for new hires,
which Is to be completed by the
Staff Development nurse upon

- initial orlentation.

Direct ohservation of perineal

- care being given by SRNA’s
doing direct care was
conducted hy licensed nursing
personnhel, staff development
coordinator, evening supervisor
and the SRNA team leader
beginning on June 6, 2011 and
completed by 6/30/11.

A plan to reyiew the community
infaction control program
perineal care procedure and
tachnigue will continue for at
least four (4} sesslons annually,
(dune, September, Decembar,
March) presented by the Staff
Development nurse,

4, How will the facility
monltor its performance to
make sure that solutions

- are sustalned?

SRNAs were requlired to

complete perineal care

demonstrations during”




(nfection control QA audits
which hegan on June 20, 2012
conducted by the evening nurse
supervisor, weekend nurse
supervisor, licensed charge
nurses, staff development
coordinator, and dayshift Unlt

" Coordinators, Audits for
infection control and:
‘prevention of cross
cohtaminatien In-the
environment with residant care
are heing dohe with three (3}
assoclates three {3) thmes a
week for four {4) weeks
completed by the evening
nurse swpervisor, weekend
nirse supervisor or dayshift
Unit Coordinators, licensed

- charge nurses ot staff
development nurse, Additional
training sesstons will occur as
determined by the Quality
Assurance Committee If audit
and observatlon results identify
areas of concern,

Inservice training records and
orlentation checklist reflect
tralning compliance, Tracking
and trending of infection




aceurrence will be monitored
by monthly Infection centrol
listing and submitted for QA
team review at monthly
meetings. Additlonal training
sessions will occur if audit and
Infection results warrant if
identified by team teview. QA
committee will review for
compliance daily to asslst with
compliance of this standard.

Members of the Quality
Asstirance committee met daily
to develap changes and
révislons and competencles of
‘data collected from all systemic
- changes. Beginning 6/28/11,
the Administrator, Director of
Nursing and at least three
members of management met
and wiil continue to meet with
the Medical Director weekly or
mote often if desmed
necessary to review and
evaluate the effectiveness of
the action plans as described
above In order to ensure
corrective actlon is sustained,” -
Adjustiments to these schedules
can be made with the approval




of the medical director,
corporate clinical hurse

" consultant and executive |
director,

5. The date that the
correctlve action will be
completed;

All processes as stated ahove
provide evidence to show all
corrective action was
completed for F 441 by 7/1/11.
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This REQUIREMENT Is hot met as evidenced F441
hy: 1. How will the corrective

Based on chaervatlon, and interviow, il was
determined-the taclity fallod to malntaln an
effaotive fnfeotion Contécl Program designed to
help provent the development-and transimisslon

of disgease and Infection for ane (1) of twelve {12) -

sampled resldents, {Resident ) and one (1)
unsampled tesident (Unsampled Resldent A).
Obsetvation of petl-oare on 06/06/11 for Resident
#1 and Unsampled Resldent A revealed lmproper
Infaction control technique. Further observation
rovonlod staff falled to use proper hand hyglene
after porforming perineal care and priof to
porforming oral oare for Unsampled Resident A,

The findings Inolude:
1. Observallon of pert-care on 08/06/11 at 5:30

"PM for Unsampled Resldent A, revealed Genlifiol

Nuraing Assistant (CNA} #14 cleansed stool from
the resldent’s anal ares, then with the same -
solled gloves cleanaad the tesldent's genltalla,

_| The GNA then procesded to ohange gloves;

howaver, did not wash her hands priorto
patforming orat oars on the resldent using a
toothelte apange.’

Interview on 08/06/H at 7:45 AM with CNA #14,
reveslad she should have oleansed the resident's
genitalla prior to aleansing stool from the
resident's anal aren, She further slated she
should have washed her hands after parforming

‘perineal care and before petforraing oral care,

2. Dbsarvatlon of petl-care on 06/06/11 at 5:40
AM for Besldent #1 revealed CNA #14 cleansad
the rasicent's anal area and bullooke with wipes,

© Inféction control to prevent

2, How will the facility

© Al residents are at risk for

actlon be accomplished for
those residents found to
have been affected by the
daficlent practlce?
Instruction of proper
performanice technlque was
given to SRNA #14 by the 3-11
supervisor nurse regarding
pericare, hand washing, and

Cross cqntamination on
06/06/11,

Restdent #1 and a sampled
resident (a} will be monitored
for any signs and symptoms of -
infection and further testing
will be Initiated if deemed
necessary.

ldentify other resldents
having the potential to be
affected by the same
deficlent practice?

atlverse effects when proper
procedures fot infection control

_FORM CMS-260702-08) Provious Varstans Obsdlete

Event ID:RBWUZ

Paclllty [B: 00672A

if contlnuation sheet Paga © of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/11/2011

FONMM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES o OME NO. 0838-0381
SEATEMENT OF DEFIQIENCIES 1 (X1) PROVIDER/SUPPLIEIVCLIA {%2) MULTEPLE CONSTRUCTION {X0) DATE URVEY .
- | AND PLAN OF CORREQTION {DENTIFICATION NUMBER! - COMPLETED
A BUILDNG _
Vo H—b
185483 B WiNg GB/24/2011

NAME OF PROVIDER OR 8UPPLIER, .
RIGHMOND PLAGE REHABILITATION AND HEALTH CENTER

SYHERT ADDRESS, CITY, STATE, 2iP CODE
2770 PALUMBG DRIVE
LEXINGTON, KY 40808

D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES -
{EAOH DEFIGIENCY MUST BE PRECEDED BY FULL
REQULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORREQTIVE AQTION BHOULD RE
CROSSREFERENGED TO THE APPROPHIATE
DEFICIENOY} |

oo o
DAYH

(F 441)

{F 454}
§8=E

Conlinued From page @

and wilh the same gloves petformet! perleare of
the vaginal area. .

Inteyview on 06/06/11 at 745 AM with CNA#14

" | revéaled she should have removed her gloves

and washed het hands alter oleansing stool and
prior o cleansing the resldent’s vaginel area.
483,70 LIFE SAFETY FROM FIRE

The faclllly must be deslgned, constructed,
eyllpped, and maintalned to protact the health

| and salety of resldents, peraonnel and the publie.

This REQUIREMENT Is not met ag evidenced

yi
Based on Interview, record review, and review of
the acoaptable Allegation of Compllance (AQQG) it

was detormined that immedlate Jeopardy (1)

| identified during the Abbreviated Survey

{08/06/11) had besn removed related to Life
Salely trom Flre; howevet, the facliity had hot

" |-eompleled stall eduoation, developad and

Implomented an acceptable Plan of Corraction
{POCQ) related to Life Safely from Fire, and had

" 1 not discussed monltorlng data analyslé &t the

monihly QA meeting In order-to evaluate the
effeoilvencss of tha new system Implemeanted to
prevent recuirence and maintaln compliancs.

‘| The findings Include:

Review of the aioceptable AQG recelved on -
06/20/11 revealed the faclity, on 06/01/11, sealed

{ the emergenoy exlis which had been idenifled as
unsafe evacuation roules, as they openedontoa |

canstruoilon site. The facllily revlsad the

{F 441}

{F 454}

" accessible fo assoclates,

F-454 Physical Envlronment
Introduction

Introduction

The facility is currently in
compliance with the 2000
Edition of the Life Safety Cade
of the Natfonal Fire Protection
Assoclate In that all
emergency flre exits are

rasidents, and visitors

providing a safe pathto a

pubilc way in the event of an
-emergency.

1. How wilt the corrective
action be accomplished
for those resldents found
to have heen affected hy
the deflclent practice?

FORM CMS-2807{02:08) Prev!aus Varslons Obsolate
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Amerlcan Constructors, Inc.
sealed two exits, one located
near the therapy department
and the second exit at rooms
231 and 232, These exits were
sealed from the outsideto - -
-eliminate the possihility of
exlt Into an unsafe area, The
facllity adminlstrator placed
additional prominent sighage
on the interior of these doors
indicating that they were not
ah exit, Additfonally on June 1,
Fayatta Electric Company
removed the iluminated exit
slgns from above the sealad
_eXits.

OnJune 1, 2011, American
Constructars, Inc. bullt a safe
walkway from the exit near
rooms 231 and 232 directly to
the public way. The walkway
includes a fance-fike hand rall
. that acts as a barrler to access
to the constructlon area. The
Life Safety Code Inspector
from the Cabinet for Health
Services observed the
walkway and indicated
verbally to the construction




superintendant and the
administrater, on June 1, 2011,
and again at the exit Interview
on June 3, 2011, that this
walkway was an acceptable
safe path to a public way to
abate the alleged immedtate
jeopardy, The faclilty refled on
the clearance by the Life
Safety Code Officer to

" proceed with reopening the
exlt, The exltat rooms 231
and 232 was reopened after
appropriate education of all
on-duty RPRHC assoclates and
the evacuation route plans
were updated by the social
services director-at June 1,
2011 to reflect accessible
exits, fire extingulsher
locations and pull statlon
locatlons. All associates who
were hot on duty were
tralned on the above-
mentioned topics by June 30,
2011,

As part of the evacuation
route education the new and
current evacuation plan was

~ posted on June 2, 2011 by the -




social service director and the

. weekend supervisor on each
hall indlcating the appropriate
amergency exit to use for

_each resident hall, This was
accomplished to provide for
safe egress In the event of ah
emergency evacuation.

A reeducation with all on-duty
assoclates on June 2, 2011,
conhducted by the director of
nursing, staff development
coordinator, north unit
coordinator, social services
director and administrator,
educated all RPRHC assoclates
oh the revised evacuation
route signage, flre '
extinguisher locations and pull |
station locations, including
updated exits. All assoctates .
who were hot on duty were
-trained onthe above-
mentioned topics by June 30.

Initiation of monitoring for
Immediate accldent and flve
hazards was discussed at a QA
team meeting attended by the
administrator, the director of




nursing, staff development
coordinator, two MDS
-coordinators, sipplles
coordinator, soclal services
divector, admissions
coordlinator, healthcare
_lfaison, north unit
caotrdinator, south unit
coordinator, lifestyles

coordinator, medical records

coordinator, business office
manager, dietary managet,
and housekeeping team
leader. on June 1, 2011, Tha
QA team members prasent at
the meeting onJune 1, 2011
developed a monhoring
system designed to identify
aceldonts and hazards in
resident rooms ta provide a
safe physical envirenment
within the facflity, The
mohitoring system uses a tool
called the guality assurance
review form for
environmental rounds
(hereinafter referred to as
Environment QA Form), On
June 1%, an in-service with all
members of the Angel round
manager assighment was




_conducted by the
administrator and social
services dlirector on'the use of
the Environment QA Form.
Using this Environment GA
Form, al! resident rooms were
searched on June 1, 2011 by
members of the Angel round
manager assignment, Any
items that were deemed
potentially hazardous were
removed from the
environment immediately by

" the angel round managers.
Removed ltems were then
discussed at the QA meeting
on June 2, 2011 and
appropriate Interventions for
jtems were discussed, ltems
determined by the team as
potentlally hazardous were
removed from the bullding by
family members. ‘

2, How will the facility

" identify other résidents
having the potential to'be
affected by the same
defleient practice?




Based on the finding of two
amergency.exits which were
- allegedly not safe secondary
to exlsting construction, and
interviews with assoclates
who were not aware of which
emergency exits to use, and
an assoclates inability to
accurately describe
emergency procedures
related to fire, It was |
determined that all residents,
visitors and assoclates could
he affected,

3. What systemic changes
wilt be made to ensure
that the defidlent practice
will not recur?

The malntenance director was
-educated by the administrator
“on June 9% on door check

procedures and monitoring

exits for egress. Monltoring
by the matntenance director

occurring four times daily, 7

days a week, includes a'check

of the sealed doors from the
exterior of the building to




verlfy that the exits remain
sealed and monitoring for
“means of egress to be
maintained free of _
obstructions or impediments -
to allow access in the case of
fire or emergency. The four
~ {4) times a day, 7 days a week,
monitoring by maintenance
continyes to be submitted to
the administrator daily.

During a QA meeting oh June
1, 2011, managers were
assigned to areas of the
facllity to monitor for
potentially hazardous ftems.
Training and Instruction of

~ this monitoting was provided
by the adminlistrator for the
assigned managers consisting
of the quality assurance
committee and individual
agsistants to each.
department. The assigned
managers and assistants
complete Environmental QA
rounds throughout the weelk,
Monday through Friday
starting June 1, 2011.If
problems are found,




immediate corrections will be
made and hoted on the
Environment GA Form.
_Fellow-up raound will be made
by Wednesday of each week
and noted to verify the
corractive actlon has been
sustained, Completed
Enviromment QA Forms wili be
submitted to the admissions
coordinator avery Wednesday
to verify all resident vooms
- have been monitored. This
monttoring system will be
reviewed through the Quality
" Assurance process and
adjusted as necessary
_according to the results of the
findings of the Environment
QA Form and any changes will
approved by the Executive
Director of Richmond Place,

On lune 17, the facility, per
the Administrator’s approval
implemented twenty four {24)
hour coverage, seven (7} days
a week monitoring in the
haliway in front of the axlt
that is closest to the
cohstruction area hext to




rooms 231 and 232, An
assoclate (door sentry) shall

~ be assighed; by the staff
development cosrdinator, to
remain at the doorto prevent
any attempts to exlt the door
except Ih ah emergency, Upan
first shift of door sentry duties
assoclates were trained by the -
staff development
coordinator and sign an
acknowladgement form in
regard to the door sentry’s
responsibility of supervision of
construction site access,
Assoclates also sign door
sentry roster to ensure
corapllance for door access
monitoring occurs for each
scheduled door sentry shift.

4, How wiil the facility
monltor ts performance
to make sure that
solutfons are sustained?

The facility’s malntenance
director checked the sealed
doot by the therapy
department each day to verify




-that it remained sealed. The
fire watch rounds were re-
evaluated by QA team
membetrs (administrator,
maintenance director, staff
development coordinatar,
north unit coordinator} and
modifled on June 9, 2011
from avery 15 minutes to
manltoring done by the
maintenance director four
times each day. Monitoring by
the malntenance director four
times dally, seven days a .

- week, includes a check of the

sealed doors from the exterlor

of the building to verify that
the exits remaln sealed and
monitoring for means of
agrass to be malntalned free
of obstructions or

Impediments to allow access

in the case of fire or

emergency. Four {4) timesa
day, seven days a week
mohitoring by malntenance
will continue to be submitted
to administrator dally,

On June 17, the facility, per
the Administrator's approvat




implemented twenty four (24)
hour coverage, seven (7) days
a week monitoring in the
hallway In front of the exlt
thatls closesttothe
construction area next to
rooms 231 and 232, An
associate {door sentry) shall
be assigned, by the staff
development coordinator, to
remaln at the door to prevent
any attempts to exit the door
except In an emergency. Upon
first shift of door sentry dutles
assoclates were tralned by the
staff development

" coordinator and signed an
acknowlédgement form in
regard to the door senfry’s
responstbility-of superviston of
construction site access.
Assoctates also sign dooy
sentry roster to ensure
compliance for door access
monitoring oceurs for each
scheduled door sentry shift,

Physical .monitoring In  the
hallway In front of the exit
that is closest to the
construction area next fto




rooms 231 and 232 will
continue until the
construction area Is cleared ot
an  alternatlve means  of
monitoring resident safety is
approved by the QA
commitiee and Implemented.

Members of the Quality
Assurance committee met
daily to develop changes and
revisions and competencies of
data collected fromali -

" systemic changes. Beglnning
6/28/11, the Administrator,
Director of Nursing and at

least three members of
management met and will
continue to meet with the
Medical Blrector weekly or
moreoften if deemed
necessary to-review and
evaluate the effectiveness of
the action plans as descrlbed
above In order to ensure -
coirrective action Is sustained.
Adiustments to these
schedules can be made with
the approval of the medical
director, corporate clinical




nurse consultant and
executive director,

5. The date that the
corrective action wili be
completed;

F454 was corrected by 7/1/11.
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evacuation plan on 06/02/41 and new signs were
"1 posted to direct staflf and residenta sefely out of
the bullding In the evant of & fira or other
omergency. After complstion of ah outside
wallkway, one exlt was raopenad on 080341 for
use In the svent rasident svaaustion was
reqlred. The ravised "All Hazatds" manual was
placed at each nursing statlon and steff-
Inserviees wore condusted on safe evacuatlon In
any emergency.

4 Further review of the {(AQC) revealsd the
Malntenance Director was ounducting four (4) -
safety rounds datly, Including rmonitoring of the
emergency exit doors, Fire, Elopement, and
Hazard drills were gonducted on all shifts and
random competenoy evaluatlons by faolliy.
administrators were conducted six {6) lines dally.
This information and acllon plan was verlfled
through dlrect ohgervatlon, taff IntervleWS, and
reoord ravlew.

During interview, on 06/24/11 at 8;00 PM, the
Adminlstrator stated the facility mallad raining
matorlats and an acknowlsdgement form to staff
who worked PRN (as fieeded) of who were an
-teave-at the lme, However, the facliity had not
redelved all the acknowledgement forms from
these staff. Qoniinued Inlerview revealed all data
| colletted from the competancles, safely rounds,
and analysis of diitl responses were teporied at
dally Qualily Assurance meeling; however had
not besn discusssd at the monthly QA meeting.
The Adminlstrator stated the monthly QA mestlhg
was scheduled for 07/13/11 and the-Madloal
Direcior would he attending, )
{F 490} | 483.756 EFFECTIVE {F 480}
88 | ADMINISTRATION/RESIDENT WELL-BEING
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practloable phystoal, mental, and psychosaclal
- | well-bolng of each resident.

This FEQUIREMENT is nol met as evidencad

Y.

Based oh interview, record roview, and review of
the acceptable Allegation of Gompllance (AOC) it
was dotermined thal Immediate Juopardy (1)
{dentifiad duting the Ahbréviated Survey

" | (08/06/11) had been removet related to

Adminisitation; howsver, non-compllance
continued to exlst as the facliity had not
completed staff education, developed and
implemantad an accaptable Plan of Correotion
{(POC) relnted to faollity adminlstration, or
monltorad new systems (developed and
implamanted) through the monthly Quality
Asguranoe (QA) meetings.

The findihgs includs:

Review of the gacceptabla Allegatioh of

1 Gampliance (AOC) recelved oh 06/20/11 revesled

ihe facliity Implémentad Quuiglity Assuranae (QA)
golivities to ensure admnistrative overslght of
anfoly concerns Idenliflsd on the Abbreviated
Survey {06/06/11). Revislon of polloles and
pracecdures related to fire satety and emergenoy
evacuation was completed by the QA Commiltes
on 06/06/11, with reviaw by the Vive Présldent of
Glinleal Sarvices (VP) and the Reglonal Diraotor
of Clinloat Ssrvicas ﬁHD). Dally random staff
competenoy evaluations and analysls of fife,

" direction arid approval

X4y 1D 1D . ¥
rgn Fllx (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE AQTION SHOULD BR compiinon
e REQUEATCRY OR 150 IDENTIFYING INFORMATION) TG . CROSB REFEAENGED TO THE APPROPRIATE BATE
) . \ DEFICIENCY) :
{F 480} | Continued From page 11 {F 400}
Afaciity must-be administered In & manner thal
enables It to uso lts rosources offectivaly and .
officlently to attaln or malntdin the highest '
F 490 Administration

The facility Is administered in
a manner that uses its
resources effectively and
efficlently to-attain or
maintain the highest
practicable physical, mental,
and psychosoclal well-being of
“each resident.

1. How will the corrective '
- action be accomplished
for those residents found
to have been affected by
the deficient practica?

On Junie 1, 2011 immediately
following sealing the exits and
removal of luminated exit '
signage, the facllity's
efnergency evacuation route
plan was revised by the soclal
servicas director, with

provided by the
administrator, to exclude the
sealed émergency exits, A QA
meetihg was held on June 4,
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2011 with the director of
nursing, staff development

- coordinator, north upft
coofdinator, sbclal services
ditector, administrator and
maintettance direckor to
formulate plans to reeducate
assoclates on accessible. axits
and emergency procedures.
The training included, but was
not limited to: specifics on the
exits that were sealed and
plans to build a safe wallway
from the exit at roorms 231
and 232 to a public way,
evacuatioh route education
ahd attention to the
Importance of monitoring
exits during any disablement
of the doors, safe evacuation
procedures, and emeygency
response Including the
acrenym (R.A.C.E.) Rescue,
Alarm, Confine, Extinguish/
Evacuate and fire extinguisher
procadures acronym {P.A,$,$,)
Pull the pin, Aim at the base
of the fire, Squeeze the
handle, Sweep from side to
side, Trainlng for all assoclates
(including off duty and PRN
assaclates) was conducted by




_the director of nursing, staff
developmenit coordlnator,
north unit coardinator and
soclal service director
beglnning ok June 1, 2011 and
was completed June 30, 2011,

" On Juhe 8, the administrator
and Medical Director
addressed current issues and
concerns with the Executive
Director, Regional Director of
Clinical Sgrvices, Vice-
President of Clinlcal Services,
and the Regiona) Director of
Operations to develop 2
ravised plan to maintaln a
safe environment for
residents, assoclates, and
public and to focus oh revising -
the emergency trainlng -
" program.

On June 8, 2011 a QA team

" meetlng was conducted with
the Medical Director, the Vice
President of Clinical Services
for Brookdale Senlor Living,
the Regional Director of
Clinical Services for Brookdale
Senior Living, and the
community QA team




members that Include director
of nursing, medical director (a
physician), the administrator,
director of social setvices,

~ director of admissions,
director of lifestyles
programiming, the unit
coordinatars, the MDS nurses,
medical records coordinator,
business offlce manager,
environmental services team
leader, tha malntenance
directar and the dietary
manager. During the meeting,
action plans were raviewed
and approved aswell as
revisions to the emergency
preparedness and response
policy and procedure manual.

2. How will the facility
identify other resldants
having the potential to he
affected by the same

" defliclent practice? ,

Based on the findIng of two

~ amergency exits which were

allegedly not safe secondary

to exlsting construction, and

Interviews with assoclates

who were not aware of which




. emergency axits to use, and
an associates inabllity to
accurately describe
emergency procedures
related to fire, It was
determined that ali residents
and associates could be
affected.

3. What systemic changes
-will be made to ensura
that the deflclent practice
will not recur?
The administrator approved
all changes made to the
orfentation packet, produced
by staff development
coordinator, toassistin
compliance and competency
of ail assoclates hired.
Administrator reviewed and
approved all policies and
procedures, QA audit forms,
training and education,
romprehensive tests and
guizzes, which were
developed to evaluate staff
competency. Members of the
quality assurance commiitee
reviewed the results daily and
weekly summaries, beghning
June 28, 2011 were reviewad




by Administrator, Medical
Director, Director of Nursing |
and members of the QA team
to make revisions if neaded,

An annual inservice calendar
was developed dnd submitted
to administrator for approval
ta assure training topics are
included on an ongolng basis,
Comprehensive test and quiz
results were assessed by the
QA team were used to assass
topics for further ongolng
training per the ‘
Administrator's discretion,

The Executlve Director of
Richmond Place is available
dally for oversight and’
assistance. Due to the severity
of the deflclencles cited, the
corporate office increased the
oversight of and assistance to
this factlity to maintain a safe
environment for residents,
assoclates and the pubiic, and
to verlfy the effectiveness of
the emergency traintng
program




4. How wlill the facility
monltor its performance
to makesure that
solutions are sustained?

Members of the QA team (the

administrator, the director of

nursing, staff development
coordinator, two MDS
coordinators, medical supplies
clerk, social services director,
admissions coordinator,
healthcare lialson, north unit
coordinator, south unit
coordinator, Hfestyles
cootditator, medical records
coordinator, business office
managet, dietary manager,
and housekeeplng team
leader, matntenance director,
weekend suparvisor, evening
. supervisor) are meeting daily
saven days a week to review
monitorlng results of the

Quallty Assessment and

Assurance form for plan of

correction and foilow up

record . The QA team revises
meaeting frequency and
monitoring as deemed
necessary by the
“administrator and the
Exacutive Blrector of




Richmond Place. The
Executive Director reviews
the QA minutes for QA team
meetings,

The facility Medlcal Director,

Reglonal Director of Clinical

Services and Executive

. Diractor recelve one {1} time

a week updates and

notification from the facility

Administrator by utilizing the

community Quality

© Assessment and Assurance
form for plan of correction
and follow up record . The

_ Reglohal Director of Clinlcal
Services provide oversight
and direction for continued

_compliance and to the
effectiveness of safety,
emergancy response, and
evacuation tralning through
telephonic discussions weekly
with the administrator. The
weekly review utilizes the
communHiy Quality
Assessment and Assurance
form for plan of correction
and follow up record. Any
changes or revisions of the
facility’s current policles made




by the adminlstrator or
Executive Director to enhance
safaty, emergency response,
and evacuation tratning are be
reviewed weekly by the Vice-
Prasidant of Clinical Services
telephonlically by the Reglonal
Director of Clinical Services. .
The facility's progress to
enhance safety, emergency
rasponse and preparedness,
and evacuation trainihg will
he reviewed every two weeks
and more often if deemed
necessary by the Divisional

" Vice-President of Operations.
The Director. of Development
for Brookdale Senior Living is
providing onsite review of the
conhstruction project every
week untll the construction is
completed,

Members of the Quality
Assurance committee met
dally to deveiop changes and
ravisions and competenctes of
data collected from all
systemic changes,  Beginning
6/28/11, the Administrator,
Director of Nursing and at
least three members of




managemant met and will
cantinue to meet with the
Medlcal Director weekly or
movre often f deamed
hecessary to review and
evaluate the effectiveness of
the action plans as described
above inorder to enstire
corrective action Is sustained.
Adjustments to these
schedules can he made with -
the approval of the medical
director, corporate clinical
nurse cohsultant and
executive director,

5. Thea date that the
corrective actlon will be
completed;

All processes as stated above

provide avidence to show all

corrective action was
completed for F 490 by

7/
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PREFIX
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1 This REQUIREMENT Is not met asg evidonsod
b -

perladioally raview the progedures with existing
stalf;’ and arry oul unannounced staff drills using
thage procadures. - .

Based on interview, raﬁord.reylaw. and review of
the aseepiable Allagation of Compliance (AOC) It
was detemqinsd that Immediate Jaeopardy {IJ)

L {EAGH DEFICIENGY MUBT BE PRECEDED BY FULL, {EAGH GORREQTIVE AGTION 8HOULD B
TAG REGLLATORY OR LAG IDENTIFYING INFORMATION) TAG GROSBREFERENCED 70 THE ARPROPRIATE .
S DEFIQIENGY)
{F 490) | Continued From page 12 , {F 490}
slopemeni and hazard drlils conduated on il
shifts wore being repotied at dally QA mestings,
atlonded by all department heads, |
Staff re-educalion was conducted by the Dlrecior |-
of Nursing and Staff Develépment Coordinator
and thelr designees. Howevar, baged on record
review and interview with the Administraor, staff ) :
who were on leave or worked only on & PRN (as F-51.8 Employee Trainlng for.
neaded) basly band have not yeith boasn called to Emergencles
wotk, had not bsen tralhed on the new o
procedures, Tralhing paokets-and The facility is t”?"”""g all
acknowlpdgement fonns had been malled but no assoclates In emergency ]
all had boen relurned, Those staff members procedures when they begin to
were to recelve Inservices on thelr first retum to work in the facllity; periadic
work, ) review of the procedures with
Interview with the Adminisiator, on 06/24/11 at the existing assoclates; and
8:00 PM, revealad the next monthly QA mesting carries out unannounced
would be held on 07/13/11 and would-includs the assoclate drilis using those
Medical Dirsclor, In addiilon, the facllity wauld . procedures.
engags In cngolng consullation with the VP and - .
. | RD 1o evaluate the sffectivengss of the POC, Co
{F 618} ] 483.76(m)(2) TRAIN ALL. STAFF-EMERGENCY | (F 618) 1. How wii the corrective
88=k | PROCEDURES/DRILLS . : " actlon be accomplished
e llll. st rain all sinol \ o for those residents
| The faolilty must lrain all employeas In emergency found-to have been
procedures when they bagin to wotk In the facliity, affacted by the

deficlent practice?
On June 1, 2041 immediately
following sealing the exits and
removal of illuminated exlt
slgnage, the facility’s
emergency evacuation route
plan was revised by the social
services director, with direction
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{ of staif on emergency response; “howaver,

.| Random intarviews with staff from all

tdeniifiod during the Abbreviated Survey
(06/08/11) had heen removed related to tratning

non-compliance continuad 1o exist as the faclilty
had not completed steff education, nof developsd
and Implementsd an acceptable Plan of -
Corraction (POC) related to staff sdycallan,

The ilndlrigs Include;

Hoview of the acceptable Allsgalion of
Complianoe (AQC) received on 08/20/11 revealsd
the facllity Implemented a révised emergenoy
svaouation plan-and began sonduoting mandatory
aducational activittes for all staf relaled to fire
sately and smergsnoy evacuation proosdures,
The Director of Nursihg and the Staflf  *
Devslopment Caeardinator and their desighoes
aonduoied the inservices, which Included written
tesis. I addifion, random competency- .
evaluglions of stafl knowledge of the new
procedures ware belny conducted dally, Flre,
slopement and avacualion drills wese gondicted
on all shifts. INerview with the Staff Development
Coordinator, o 06/24/11 at 6:15 PM, revealsd
data collactad from wrilten lests, random
competeney checks and analysts of dillls ware.
heing reported to dally Quallly Assurance (QA)
meslings atlended by all depariment heads,

dspartments revealod ready knowledge of -
emergenoy preparetdness and new evacuation
progeduras, -

Intarviews conduoted on 06/24/11 with direst ogre

stalf, nuralng slaff, and other faollity staff revealed |- '

verlfioation the fecllity had provided training on
jhe new emergency evacuation poltey and

. sealed emergency exlts. AQA

administrator, to exclude the

meeting was held on June 1,
2011 with director of nursing,
staff development coordinator,
north unit coordinator, social
services director, administrator
and malntenance diractor to
formulate plans to reeducate
assoclates on accessible exits -
and emergency procedures.
The tralning included, but was
not limited to; speclfics on' the

- exlts that were sealed and plans
to bulld a safe walkway from
the exit at rooms 231 and 232
to a publlc way, evacuation
route education and attention
ta the importance of
monitoring exits during any
disablement of the doorg, safe
evacuation procedures, and
emergency rasponse including |
the-acronym (R.A.C.E.).Rescue,

-Alarm, Confine, Extinguish/
Evacuate and fire extingulsher
procedures acronym (P.A.5.5.)
pull the pin, Aim at the base of
the fire, Squeeze the handle,
Sweep from side to side,
Training for all assoclates
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{inciuding off duty and PRN
assoclates) was conducted by
the direcior of nursing; staff
development coordinator,
north unit coordinator and

- social service director baghhning
on fune 1, 2011 and-was -
completed June 30, 2011,

2. How will the facility
tdentify other residents
having the potential to

~ be affected by the.
samedeflclent
practice?
Based on the finding of two
-emergency exits which were
allegedly not safe secondary to
existing construction, and
Interviews with associates who
were not aware of which
emergency exits to use, and an
associates Inapllity to -
accurataly describe emergency
procedures related to fire, It
was determined that all
residents and assoctates could
be affected,

3, What svstemtc_changes
will be macdte to ensure




that the deficient

practice will not recur?
As part of the evacuation route
- education, the new and current
~ evacuation plan was posted on
June 2, 2011 by the soclal
service director and the
weekend supetvisor on each
hall Indicating the appropriate
- emergency exit to use for each

resident hall {Appendix 1).

Reeducation with on-duty
associatas on fune 2, 2011,
conducted by the diractor of
nursing, staff development
coordinator, north unit .
coordinaior, socfal services
director and administrator,
educated RPRHC assoclates on
the revised evacuation route
slgnage, fire extinguisher
locations and pull station
locations, Including updated
exits, Training for all agsoclates
{Including off duty and PRN
associates} on the ahove
mentloned topics was
completed by June 30.

The revised svacuation plan
(developed by the social




setvices director on Juhe 2,
2011} has been added to the
orlentation educatioh program
developed by the staff
development coordinator on
.June 5,2011, so that new
associates are trained
appropriately on safe
evacuation procedures, safe
exits and monltaring of exits 10
prevent unsafe egress.

The community has enhanced
our emergency evacuation drills
to ensure competency in all
hazard performance.
Elopement drills were
conducted, by the social service
directot, to test the associates
competency related to
education of supervision and
performance for preparation In
the event of an elopement,
Associates also recelvad fire
drllls, Including each shift,
which addressed exit doors and
emergency system disablament
of the magnet lock system, All
hazard driils were also
conducted by the maintenance
and staff development
coordinator to cover a wide




range of possible hazardous
- situation

Atomprehensive test was
developed to test associate
cormpetency covering
emergency preparedness,
disaster plannlng, and fire
policy and procedurés. The
comprehensive test was
developed on lune 12, 2011 by
the social service director and
the weekend RN supetvisor. All
active assoclates were tested by
6/30/11 and were regulred to
score 75% or greater 10
demonstrate competency. If
associates score less than 75%
then one on one re-education
by staff development
coordinator, social service .
director, and weekend RN
supervisor is completed. Test
scores and one on one
reeducation is monitored by the
administrator during daily QA
maetings.




Compllation of the test result
are assessed by the QA team
and utilized to identify spectfic
topics for fulure and ongelng
training.” An annual inservice
calendar Including training
toples of emergency procedures
was developed and submitted
1o the administrator for
apbroval to assure training
topics are Included on an
ongolng basis. To ensure
continued compliance tha staff
development coordinator will
conduct this comprehensive
test annually and at orlentation
to assess identlfy and
implement training needs,

Fire safety tralning was
prasented by the Lexington Fire
Department on June 7, 2011

- and was fllmed and formatted
as a DVD, All hew associates are
required to watch the Fire
Safety DVD as pait of the new
hire ortentation process
conducted by the staff
development coordlnator. The
Lexington Fire Department will
he included in fire and safety all




hazards bi-annual required
_ tralning.

4, How will the factlity
monitor its
petformance to make
sure that solutions are
sustained?

Elopement drills are conducted
monthly, by the soclal service
director, 1o test the assoclates
competency rejated to
education of supervision and
performance for preparation In
the event of an elopement,

. Associates aiso participate n
fire drills monthly, Including
each shift quarterly, which
addresses exit doors and
emergancy system disablement -
of the magnet lock systein, All
hazard drills are also conducted
by the maintenance and staff
development coordinator,
quarterly, to cover a wide range
of possible hazardous
situations. These elopement
drills, flre drills and afl hazard
drills are documented and
copies are provided to the
community director of
engineering, and the reglonal




director of maintenance per
Brookdale Senlor Living
oversight requirements These
drills wili also be discussed
monthly with the Executive
Director of Richmond Place by
the administrator to discuss any
potentlal concerns related to
associate competency and to
[nstitute any necessary tralning
and oversee any corrective
action.

On June 5, 2611, the QA team
(administrator, director of
nursing, staff development
coordinator, RN weekend
supervisor, soclal services
director, south unit
coordinator, notth unit .
coordinator) discussed how to
monitor assoclate competency
In evacuation plans, fire safety
and emergency respense, The
north unit coordinator . '
developed a monitoring tool,
the qualliy assurance review
form on june 5, 2011, to
evaluate the effectiveness of
assoclate education to confirin
assoclate competenice
regarding evacuation plans, fire




safety and ernergency
response. This monitoring is
campleted at least slx [6) times
per day, seven days a week and
. Is conducted by the

.administrator, director of
nursing, staff development
coordinator, RN weekend
supervisor, soclal services
director, south unit -
coordinator, notth unit
coordinator, healthcare Balson,
admisstons coardinatar,
supplies coordinator, or MDS
nurse. The assoclates were
testad both Individuaily and in
#roups to deterimine level of
competency. Any lack of
appropriate knowledge thatis
- discovered s Immediately
addressed with one-on-one or
group re-education by the
individual conducting the
monitoring, Results of the
monitoring are reviawed dally
by members of the QA
committas consisting of the
administrator, director of
nurstng, staff development
coordinator, RN weekend
supervisor, soclal services
direcior; south unit




coordihatar, north unit
coordinator, healthcare fialson,
admisslons coordinator,
supplies coordinator,
malntenance director, or MDS
nurse. This monitoring system
“will be reviewed through the
. Quality Assurance process and
adjusted as necessary according
to the results of the findings of
" the quality assurance review
form and any changes will be
approved by the Executive
Divector of Richmond Place,

To ensure continued
comphlance the staff
development cootdinator will
conduct the comprehensive
test annually and at orlentation
to assess (dentify and
implement tralning needs.
Compilation of the test result
are assessed by the QA team
and utilized to Identify specific
toplcs for future and ongoing
training. An annual inservice
calendar including training
topics of emargency procedures
was developed and submitted
to the administrator for
approval to assure training




topics are included on an
ongaolng basls. Test scores for
new hires will be monitored by
the quality assurance
committee durlhg monthly QA
" tmeetings and for the annual
testing the month following
annual education and tésting.

Membars of the Quality
Assurance committee met daily
to develop changes and
revisions and competencies of
data collected from all systamic
changes. Beginming 6/28/11,
the Administrator, Director of
Nursing and at least three
members of management met
and will continue to meet with
the viedical Director weekly or
more often if deemed
necessary ta raview and
evaluate the effectiveness of

* the action plans as described
above in order to ensure -
corrective action Is sustained.
Adjustments to these schedules
can he made with the approval
of the medieal director,
corporate clinical nurse
consultant and executiv
director. :




5, The date that the
corrective action will
ba campleted;

All processes as stated shove
provide evidence to show ajl
correctlve action was
completed for F 518 by'7/1/11.
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procedure, The educatién was alsc verifled : )
through record review, Howaever, record review
and Interview with the Adminiclrator revesled nat .
- all statf had recelved the tralrlng and assessment
of competoncles, speciffcally those staff on feave
r slaff who ware PRN (as nesdad), . .
° . ' (as neodad) : F 520 Quality Assessment and
| Interview with the Admintstrator on 06/24/41 at Assurance
8:00 i;Mirfvea!ed lge next QA monthly meeting
on 07/13/11 would be altended by the Madioal N ,
Dlrector, He stated all QA aotivities 1o thal potnt, | . The facility maintains a quality
Inoluding drill response augits and stalf assessment and assurance
compelency evaluations, would be reviewed and ommit A rs
revisions made as desmead necessary.by the QA committee {QA team memb'e
‘| Commitiee. ' .thatinclude director of nursing,
{F 620} g!é)sﬁth(i?r)(zi)EQﬁﬁéMBE SIMEET {F 620} medical director (a-physiclan),
88=E TEE- RE/MEE .
QUARTERLY/PLANS the adminlistrator, director of

Atadllily must maintain a quallly assessment and
assurance commiltee conslating of the director of .
nhursing servives; s physiclan designated by the
faollity, and at loast 3 other members of the
faollity's staff, '

The qualily assessment and assurance
cominitlee moots at least guarterly to identify
inguns with réspeot lo whioh quallly assessment -
and assurance actlvilles are necessary; and _
develops and implements appropriate plans of
action lo'correot Idenitiled quallly deficloncles..

A 8tate or the Secrelary may not require
disclosure of the records of such commitiee
exoep! Insofar as such dlecfosurs Is relatad to the
compllance of such commilles with ths '
raquirements of this section.

soclal services, director of
sdmissions, director of lifestyles
programming, the unit ’
coordinators, the MDS nurses,
medical records coordinator,
business office manager,
‘environmental services team '
leader, the maintenance director
and the dietary manager) that
develop and implement
appropriate plans of action to
correct ldentifted quality
deflclencies.
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{F 520} | Continued From page 15 “tEs20} 1. Howwlll the corrective

| Good falth attempts by the commiites.to Identily

.| Assesarmant and Asatrance (QAY, however, .
and Implemented an acoeplabls Plan of

i The findings nolude:

and corredt quality deflolencles will not be used as
a basis {or senctlons,

This HEQUIHI:MENT Is not met as evidenced
by

Basead on intarview, record review, and review of
the acceptable Allegation of Compllance (AOC) it
was determiied that Immediate. Jeopardy (1J}
Identlfied during the Abbrevialed Survey
(06/06/11) had been removed related to Quallty

non-compliance continued to exist as the lacility
had not completed staff education, not develpad .

Gorrecllon (POC) related 1o QA.

Review of the acceplable Allegatton of
oompliance {AQC) racalved on 06/20/11 reveslod
the facility QA commiiteé was made up of the
Adminstrator, the Medloal Divector and &ll
topariment heads: In additlon, gince -
tdentifleation of 1J, the Vige President of Clinleal
Setvices, the Reg[onaﬂ Blreglor of Clinical
Services and the Divislohal Vies Presitant of
Opaérations wete involvad In committes activitles.
Qn06/08/11, the QA committes approved
revistons to the' facility's fire safety and
emergenoy evacuatlon policles and procedutes,
Daily QA muetings, attended by all depariment -
hegds, address data cullested from dally
erwironmental reunds, dally random staff
oampetéhoy avaluatlons aht ahalyals of'ﬂre,
e}opemant and hazard diills respohse.

Onluned, 2011 at 6 pm, the

-assighed to fire watch dutles,

action be ascomplished for
those resldents foundto ,
have heen affected by the
deflclent practice?

north unit coordinator and the :
staff development coordinator, '
both who are licensed practical -
nurses inltiated a 24-hr fire
watch. All assoclates involved in
the fire watch underwent
training In flre watch policy
procedures prior to being

Training Included, but was not
limited to: process of monitoring
for signs of fire or smoke,
Instruction to irmmediately
investigate any door alarm that_
sounds, monftoringand
procedures for unforeseen
protection system disablement,
directing inguiries concerning fire
watch procedures to the
acdiministeator. Ali tralning and
related scheduling of assoclates
was conducted by the staff '
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{F 620§ | Continued From page 16

Interview with the Administrator, on 068/24/11 at
8:00 PM, rovealed the QA Commliites would
gvaluate the effedtiveness of the Plan of
Correction (POG). Data- colisoted dally would be
used for ongolng monftoring and revisions would
he davalopad by the cotimitted as neaded. He
atated the hext monthly meeting would bo held
07/13/11 and would inelude-the Medical Director,

{F 620}

davelopmerit coordinator.
Assoclates acknowledged their
racelpt of the fire watch polley
and tralning in the fire watch
policy by providing slghatures on
the flre watch policy for fire
watch dutles, '

The asso'ciatés assigned to fire
watch dutles documented the
fire watch rounds every 15
‘minutes during their assigned
perlods, During each fire waich
round the designated-associate
monitored for any signs of fire or
smoke and [istened for the
annunciation of alarms that
would indicate that an exterior
door had been opened;
Associates were instructed to
follow the procedures outlined in
the fire safety policy and training
they had recelved to malntain
tesident safety,

Initlation of monitoring for

Immediate accident and fire
 hazards was discussed at a QA

team meeting attended.by the
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administrator, the director of
nursing, staff development

’ coordiﬁator,‘-two Mbs
cogrdinators, supplies

- coordinator, soclal services
director; admissions coordinator,
healthcare llalson, north unlit
coordinator, south unit
coordinator, lifestyles

_coordinator, medical records’
coordinator, business offlce
manager, dietary manager, and
housekeeping team leader on
June 1, 2011, The QA team
members present at the meeting
onJune 1, 2011 developed a
monttoring systom dasigned to
identify accidents and hazards in
resident rooms to provide a safe
physical environment within the
facllity, The monitoring system
uses a tool called the quallty
assurance review form for
environmental rounds ’
thereinafter referred to as
Environment QA Fotivs or, On
June 1%, an in-service with all
members of the Angel round




manager assignment was
conducted by the administrator’
and soclal services director on
the use of the Fnvironment QA
Form. Using th_ls Environment GA
- Form, all resident rooms were
searched on June 1, 2011 by
members of the Angel round
manager assignment Any items
that were deemed potentially
hazardous were removed from
the environment Immediately by
“the angel round managers.
Removed ltems were thén
dscussed at the QA meeting on
{une 2, 2011 and appropriate
Interventions for items were
discussed, ltems determined by
the team as potentally
hazardous were removed from
the building.

2; How will the facility identify
other residents having the
potentlal to be affacted by . -
the same deficlent practice?

Based on the finding of two

emergency exits which were




allegadly not safe secondary to
existing constructlon, and

. interviews with associates who
were not aware of which -
emérgency exlts to use, and an
assoclates Inabllity to accurately
describe emergency procedures
related to fire, it was determined
. that ali residents and assoclates
colld be affected,

3. What systemlc changes will
be made ta ensure that the
deflcient practice wiif not

o recur?

Throughout the week, Monday

through Friday, starting June 1,

2011, the Quality Assurance

commlittee was assigned areas to

" monitor for potentially hazardous

items. If problems were found,

immedlate corrections were
made and noted on the

Environment QA Form, Follow-up

round was made by Wednesday

of each week and noted o verify
the corrective action had been
sustained. Completed




Environment QA Forms were
submitted to the admisstons
coordinator every Wednesday to
vatify all resident rooms have
been monitored. Any corncerns or
potential problems are reviewed
and addressed in the daily,
Monday through Friday, stand up
meetings. This monitoring system

s reviewed through the Quality

Assurance process and adjusted

- as necessary according to the
- results of the findings of the

Environmental QA form and any
changes will approved by the
Exacutive Dlrector of Richmond
Place.

OnJune 8, 2014 a QA team
meeting was conducted with the
Medical Director, the Vice
President of Clinical Services for

~ Brookdale Senlor Living, the

Regional Director of Clinlcal
Services for Brookdale Senlor
Living, and the community QA -
team members that include
director of nursing, medical




director {(a physician), the
adminlstratar, director of social
- services, director of admissions,
- director of lifestyles
prografmming, the unlt -
. eoordinators, the MDS nurses,
medical records coordinater,
business office anaget,
enviranmental services team
leader, the maintenance director
and the dietary manager. During
the meeting, Appendices were
reviewed and approved as well as
revisions to the emergency
preparedness and rasponse
policy and procedure manual.

_ OnJune 8, 2011 the Regional
Director of Clinical Services
reviewed Brookdale policlas and
" reeducated the administrator on
the Quallty Assurance overview
polley and procedures to assist
with quality assurance
compllance, The facility Medical
Director, Regional Director of
Clinlcal Services and Executiva. -
Director of Richmond Place will




receive one (1) time a week
updates and notification from
the facility Administrator by -
utllizing the cornmunity Quality
Assessment and Assurance form
for plan of correction and follow
up record, These updates wili
consider QA committee changes
and will Identify which quality
assessment and assurance
activities are necessary In order
- to develop and Implement
appropriate measures.

4. How wilt the facllity monitoy
lts performanice to make
sure that solutions are
sustained?

Elopement drills are conducted

monthly, by the social service

director, to test the assoclates
competency refated to education
of supervision and performance
for preparation th the event of an




elopement, Associates also
participate In fira drifls manthly,
including each shift quarterly,
which addresses exit doors and
emergency system disablement
* of the magnet lock system, Ali
hazard drifls are also conducted
by the maintenanica and staff
development coordinator,
guarterly, to cover a wide range
of possible hazardous situations.
“These eloperent drllis, fire drills
and all hazard drills are
documented and coples ate
provided to the community
director of engineering, and the
regional director of maintenance
per Brookdale Senltor Living
oversight requirements These
 drilts will also be discussed
monthly with the Executive
Director of Richmond Place by
the administrator to discuss any
potential concerns refated to
associate competency and to
institute and oversee any
corrective action.




On June 5, 2011, the QA team
“{administrator, director of
nursing, staff developmant
coordinator, RN weekend
supervlsor, soclal services
director, south unit coordinator,
north unit coordinator} discussed
how to monitor assoclate
competency in evacuation plans,
fire safety and emergency
response, On Sune 5, the north
unit coordinator developed a
monitoring tool, the guality
assurance review form to
avaluate the effectiveness of
assoclate aducation to confirm
associate competence regarding
evacuation plans, fire safety and
emergency response, Thls
monitoring of education Is
completed at-least six (6] times
per day with onse on one or group
. Interviews, seven days a week
and Is conducted bythe -
administrator, director of
nuesing, staff development
coordinator, RN weekend
suparvisor, soclal services




director, south unit coordinator,
north unit coordinator,
healthcare lialson, admissions
coordinator, supplies
coardinator, or MDS nurse, , The
assoclates were tested both
individually and in groups to
determine level of competency.
Any lack of approptiate
knowledge that Is discovered is
immediately addressed with one-
oh-ona or group re-education by
the individual conducting the
manitoring. Results of the
monitoring are reviewed datly by
the administrator, director of
nursing, staff development

" coordinator, RN weekend
supervisor, soclal services
director; south unit ceordinator,
north unit coordinator,
healthcare lialson, admissions
coordinator, supplies
coordinator, malntenance
directay, or MDS nurse. This
monitaring system wili be
reviewed through the Quality
Assuranee process and athjusted




as necessary according to the
results of the findings of the
quality assurance review form
and any changes are approved by
the Executive Director of
Richmond Place,

Members of the Quality
Assurance committee met daily
to develop changes and revisions
and competencles of data
collected from all systemle
changes,
Beginning 6/28/11, the
Administrator, Director of
Nursing and at least three
members of management met
and witl continue to meet with

" the-Medical Director weekly or
mote often if deemed necessary
1o revlew and evaluate the
effectiveness of the action plans
as described above In order to
ensure corrective action is
sustained, Adjustments to these
schedules can ke made with the
approval of the medical director,
corporate clinical nurse
consultant and executive
director,




5. The date that the corrective
action was completed;
All-processes as stated above
provide evidenca to show all
corrective action was completed
for F 520 hy 7/1/11, :
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42 CFR 483.70(a)

K3 Building: 0101

K6 Plan Approval: 03/08/1991

K7 Survey Under: 2000 Existing

K8 SNF

Type of Structure: A 1991 one story Type V (000)
unprotected construction. The facility is fully
sprinklered. The facility has two (2) smoke
compartments.

An onsite revisit to the abbreviated Life Safety
Code Survey (06/06/11) ARO#00016496 was
conducted on 06/24/11. It was determined
Immediate Jeopardy (IJ) related to
ARO#00016496 had been removed at K-38 on
06/18/11 as alleged in the acceptable Allegation
of Compliance (AOC) received on 06/20/11.
While IJ was removed at K-38 continued
non-compliance remained at K-38 at a Scope and
Severity (S/S) of an "E". The facility had not
developed and implemented an acceptable Plan
of Correction (POC), ensured all staff were
re-educated on accessible exits, or completed
ongoing monitoring of the new evacuation system
through the monthly Quality Assurance meeting
which includes the Medical Director.

The facility continued to be in non-compliance at
the non-IJ deficiency, K-48 cited during the
Abbreviated Survey (06/06/11) due to the facility
had not completed re-education for all staff in
regards to the written plan for the protection of all
residents and for their evacuation in the event of
an emergency.

The following findings demonstrate
noncompliance:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (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 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 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 deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Exit access is arranged so that exits are readily
accessible at all times in accordance with section
71. 19.21

This STANDARD is not met as evidenced by:
Based on interview, record review and review of
the acceptable Allegation of Compliance (AOC), it
was determined Immediate Jeopardy (I1J)
identified during the Abbreviated Survey
(06/06/11) had been removed related to K38 (Exit
access); however, non-compliance continued to
exist as the facility had not completed staff
education for K38 (emergency procedures during
a fire), nor developed and implemented an
acceptable Plan of Correction (POC) related to
K48 (exit access) and K38 (emergency
procedures during a fire). In addition, the facility
continued to monitor the newly developed
evacuation plan through the Quality Assurance
(QA) program to ensure the effectiveness of the
Allegation of Compliance (AOC).

The findings include:

Review of the acceptable Allegation of
Compliance (AOC) received on 06/20/11
revealed the facility sealed the emergency exits
leading to the construction site from the outside.
After completion of a walkway, one exit was
reopened as an evacuation route. In addition, a
fence was built to enclose the construction site,

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 R
185463 ' 06/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2770 PALUMBO DRIVE
RICHMOND PLACE REHABILITATION AND HEALTH CENTER
LEXINGTON, KY 40509
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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)
{K 038} | NFPA 101 LIFE SAFETY CODE STANDARD {K 038}

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 1VJJ22

Facility ID: 100572A

If continuation sheet Page 2 of 9




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

PRINTED: 01/28/2013
FORM APPROVED
OMB NO. 0938-0391

preventing public access to the area. The
evacuation plan was revised and new signs were
posted to direct staff and residents to a safe area
in the event of fire or other emergency. Physical
monitoring of the exit around the clock was
initiated.

Further review of the AOC revealed daily rounds
for identification of potential hazards were
conducted, utilizing the newly-developed
Environment Quality Assurance (QA) Form. The
Maintenance Director was conducting four (4)
safety rounds daily. Staff re-education of new
policies and procedures related to the evacuation
plan had been conducted. Facility administration
was conducting random competency checks on
the new procedures six (6) times daily. Fire,
Evacuation, Elopement and Hazard Drills had
been conducted on all three (3) shifts. All data
collection from daily rounds, random
competencies, and analyses of drill responses
were reported to daily QA meetings and will be
taken to the next monthly QA meeting.

The above information was verified through staff
interviews and record reviews.

Interview with the Administrator, on 06/24/11 at
8:00 PM, revealed facility staff currently on leave
or who work on a PRN (as needed) basis had
been mailed training materials which included
acknowledgement forms. All forms had not been
received back by the facility and training would
not be completed until those staff members
reported for their next assigned shift. Continued
interview revealed the Environment Quality
Assurance forms, data collected from daily
rounds, and competencies would be reviewed at
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There is a written plan for the protection of all
patients and for their evacuation in the event of
an emergency. 19.7.1.1

This STANDARD is not met as evidenced by:
Based on observation, interview and review of
the facility's policies, it was determined that the
facility staff failed to follow proper procedures
and/or protocols per the facility's fire safety and
evacuation plan. The deficiency affects two (2) of
two (2) smoke compartments, ninety (90)
residents, nine(9) staff and visitors. On 05/29/11
at 4:00 AM staff was alerted to a fire in resident
room #117 by a single room smoke detector
sounding. The resident in room #117 was not
removed immediately from the room. The
buildings fire alarm system was not activated at
any time by facility staff. Evacuation routes that
were posted in hallways were not correct and did
not properlyidentify were pull stations and fire
extinguisherswere located. The R.A.C.E.
(Rescue, Alarm,Confine, Extinguish) protocols
were not utilized per facility's emergency policy
and procedure manual.

The findings include:

Interview on 05/31/11 at 12:54 PM with the facility
Administrator and Maintenance Director revealed
during review of the Emergency Preparedness
and Response Policyand Procedure Manual
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(used for employee orientation) that employees
are trained to utilize the R.A.C.E. procedure in the
event of fire.

Copies of the facilities emergency plan were
obtained to affirm the findings. The administrator
gave a brief summary of the fire event on
05/29/11 and a review of the facility evacuation
procedures were discussed. Documents collected
from the Administrator include: staff statements,
sprinkler inspections, fire alarm inspections, fire
drills, and evacuation plan.

Interview on 05/31/11 at 1:00 PM with Licensed
Practical Nurse in charge of staff development
(LPNSD) #1 revealed that she trains all new
employees in emergency response which
includes: fire, disaster and facility evacuation.
Record review revealed that 0.5 hours are spent
on each subject.

Interview on 05/31/11 at 3:21 PM with State
Registered Nursing Aide (SRNA) #1 by phone
confirmed her hand written statement given the
morning of 05/29/11. The interview revealed
SRNA #1 was told (by RN #1) to call the fire
department and notify the front nurse's station of
the fire. SRNA #1 stated she did not know the
telephone number to the North Nurse Station, so
she ran approximately (176) feet from room #117
to the North Nurse's Station to notify staff of the
fire location. She then ran back from the North
Nurse's Station to the South Nurse's Station
approximately (262) feet to call the fire
department. She notified the fire department via
telephone and told the dispatcher there was a fire
in the facility. She returned to room #117 where
she found the resident in the corridor sitting in a
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Continued From page 5

broda chair . She then proceeded to take the
resident to the North Unit. After that she began
closing doors to other adjacent rooms. SRNA #1
also stated she had not been trained on what to
do in case of fire or emergency.

Interview on 05/31/11 at 3:36 PM by phone

with SRNA #2 confirmed her hand written
statement given the morning of 05/29/2011. The
interview revealed SRNA #2 and SRNA #1 were
doing paperwork in the lounge area across from
South Nurse's Station and heard an alarm sound.
She stated they went to investigate along with
(RN) #1 and LPN #1 (who were at the South
Nurse's Station) they all entered room #117 and
saw flames coming from the far side of the bed
where a facility bed pillow was on fire. SNRA #2
stated that RN #1 and LPN #1 went to get a fire
extinguisher and SRNA #1 went to call the fire
department . She then got wet towels from the
resident's bathroom and put them on the fire,
extinguishing it. RN #1 and LPN #1

returned to the room and all three (3) tried to
remove the resident and the bed from the room
but could not

get the bed to move. The resident was then
transferred to a broda chair and removed from
the room and placed in hallway where SRNA #1
took resident to North Unit smoke compartment.
SRNA #2 also stated that she and SRNA #1 were
just in room #123 ten (10) minutes before the
alarm activated in room #117, which was three
(3) doors down from room #117 and did not see
anyone in the hallway. SRNA #2 confirmed that
she was aware to use the R.A.C.E. protocols.
Interview on 06/01/11 at 12:13 PM by phone with
Licensed Practical Nurse (LPN) #1, confirmed
hand written statement given on the morning of

{K 048}
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05/29/11. She also confirmed she tried to locate a
fire extinguisher without success. When she
returned to room #117 the fire was out and she
helped remove the resident from the room. LPN
#1 also stated that she closed the room doors as
she was going to the South Nursing Station to get
wet towels to put in front of the door to room
#117. LPN #1 confirmed she was trained to use
the R.A.C.E. protocols in the event of fire.

Interview on 06/01/2011 at 1:12 PM by phone
with Registered Nurse (RN) #1 confirmed
information in a hand written statement given on
the morning of 05/29/11. Interview confirmed that
she knew that the resident should have been
removed first but she

had been burned at an early age and wanted to
put the fire out first. The RN confirmed that she
was trained to use R.A.C.E. protocols in the event
of fire.

Interview on 06/01/11 at 10:30 AM with the
Maintenance Director revealed that he conducts
the facility fire drills each month and all fire drills
are up to date, as required. Further interview with
the

Maintenance Director confirmed comments that
he made on fire drill reports about some staff not
knowing what to do during the fire drills.

The Maintenance Director also stated that

when someone is identified as not knowing what
to do, he personally orients that individual, as
needed.

19.7.1 Evacuation and Relocation Plan and Fire
Drills.

19.7.1.1 The administration of every health care
occupancy shall have, in effect and available to

{K 048}
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all

supervisory personnel, written copies of a plan for
the protection of all persons in the event of fire,
for their evacuation to areas of refuge, and for
their evacuation from the building when
necessary. All employees shall be periodically
instructed and

kept informed with respect to their duties under
the plan. A copy of the plan shall be readily
available at all times in the telephone operator ' s
position or at the security center.

The provisions of 19.7.1.2 through 19.7.2.3 shall
apply. 19.7.1.2* Fire drills in health care
occupancies

shall include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Drills shall be conducted quarterly on
each shift to familiarize facility personnel (nurses,
interns,

maintenance engineers, and administrative staff)
with the signals and emergency action required
under varied conditions.

When drills are conducted between 9:00 p.m.
(2100 hours) and 6:00 a.m. (0600 hours), a
coded

announcement shall be permitted to be used
instead of audible alarms. Exception: Infirm or
bedridden patients shall not be required to be
moved during drills to safe areas or to the exterior
of the building.

19.7.1.3 Employees of health care occupancies
shall be instructed in life safety procedures and
devices.

19.7.2 Procedure in Case of Fire.

19.7.2.1* For health care occupancies, the proper
protection of patients shall require the prompt and
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effective response of health care personnel. The
basic response required of staff shall include the
removal of all occupants directly involved with the
fire emergency, transmission of an appropriate
fire

alarm signal to warn other building occupants and
summon staff, confinement of the effects of the
fire by closing doors to isolate the fire area, and
the relocation of patients as detailed in the health
care occupancy ' s fire safety plan.

19.7.2.2 A written health care occupancy fire
safety plan shall provide for the following:

(1) Use of alarms

(2) Transmission of alarm to fire department

(3) Response to alarms

(4) Isolation of fire

(5) Evacuation of immediate area

(6) Evacuation of smoke compartment

(7) Preparation of floors and building for
evacuation

(8) Extinguishment of fire

19.7.2.3 All health care occupancy personnel
shall be instructed in the use of and response to
firealarms. In addition, they shall be instructed in
the use of the code phrase to ensure
transmission of an alarm under the following
conditions:

(1) When the individual who discovers a fire must
immediately go to the aid of an endangered
person

(2) During a malfunction of the building fire alarm
system Personnel hearing the code announced
shall first activate the building fire alarm using the
nearest manual fire alarm box and then shall
execute immediately their duties as outlined in
the fire safety plan.
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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)
{K 048} | Continued From page 8 {K 048}
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