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F 000{ INITIAL GOMMENTS 000 e
S the statement ol deliciencies Issued on june
An Abbreviated Survey was initiated on 05/31/11 17,2011, which was Identilied by the Kentucky
and concluded on 06/06/11 invastigaling ng'"EE 10’6"93‘“1 e g ) cted
ARO#KY00016489 and ARO#KY00016521. e e
May 31, 2011 through june 6, 2011, involving
ARO#KY000t6621 was unsubstantiated with CFR 483,25, CFR 483,70, and CFR 483,75, RPRHC
unrelated deﬁcienclqs cited. ) AHQ#IKYC'OO" 65489 is committed to compliance with applicable legal
was substantiated with deficiency cited, and regulatory standards. {ikewise, RPRHC
recognizes and respects the important role
Basad on observation, interviaw, record review, ledera_land state agencles play in ensuring
Evacuation Plan review, and Grading Permit “’"‘""z’;fl‘;"s"lj‘bhr:,‘:f:;,‘a;gi’gf‘c"?“Ht‘fon .
+ [Ty, . respec H I 1S orrecti E3
review, it was de!em}med‘ 1he faciity laik_ad lo requlred by applicable law. However, the
ensure mex,f.%fdems environment femamed_ as comgpletion and submlisston of this Plan ol
freeg of accident hazards as Is possible; and each Correctlon does not constitute an admisslon ol
resident received adeguate supervislon to any ol the alleged non-compliance {and/or any
prevent accidents. The fachity falled to ensure underlying act or failure to act which is or maybe
the Evacuation Pian was updated to reflect a"e%‘-’l? tohave Cat‘sed thealleged non-
necessaty changes to fire exils refated to o oo oy Sondces e ot Inspesto
construction. Tho facliity failed to ensurs all General or walve of refease any dolenses that
accesstb'!e ex}ts had a safe path to a public way. RPRHC may have with respect fo the alleged
The taclity failed to ensure staff was trained and non-compliznce andfor any underlying act or
knowledgeable regarding which fire exits were lailure to act that may be directly or indirectly
appropriate for evaguatioh during construction related thereto, both now or hercalter acquired.
and required monitoring to pravent accidents. On
e ility all i
12/28/10, the facility began construction by e oot s e ottt
dlgglng az2g foot retention pond aEFectEng the safe hazards as possiile, and that each supesvision to
path to public way from the two solth exits of the prevent accidents, All evacuation exits have a
faciity. On 08/28/11 a fire was identitled in room safe path to  public way. The emergency
{17: however, stalf interviews revealed thay evacuation plan has been updated lo eliminate
would have evacuated the residents through the one exit door due to construction, ASIS"E'?“*S _
south exjls as they did not have knowledge of any have beer_1 educated regarding use ol exits during
hanges in the evacuation plan nor had they been construction to provide routes for sale
_c g . - Y evacuation. The lazility is being maintained to
instructed to monitor the exits to ensure the protect the health and salety ol residents,
safety of all residents. The two south lire exits, associates and {he public,
¥ p
one located nearest reom 117 and near the The lollowing actions were taken to remove the
Physical Therapy (PT) depariment led to an alleged dellcient practice lor the resldents and
uneven rocky and dirt surface and the other exil, associates who were identilied during the
focated near resident rooms 230 and 231, ledlo a survey, as well as all residents and associates
ditch which was approximately twelve (12) ieet who could have been aflected:
L ABORATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE ' {X6} DATE
‘ mmwé@hr ql (/1
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following the dale of etirvey whather or ol & plan of corresiion Is provided. For nursing homes, the above fladings and plans ol ¢orraclion are disslosable 14
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deep. Both south lire exit doors remained
accessible to all staff, residents and visitors with
no staff supervising the two (2} exit doors despite

-Hhe facliity's knowledge there was not a safe path

to a public way due to canstruction. These two
south fire exits were the nearest exit, per the
facility's evacuation plan, for fitty-five (56) of the
faciiity's elght-four (84) residents. immediate
Jeopardy was Identified on 06/02/11, was
determined to exist on 12/28/10 and is ongoing.

Deticiencies cited were CFR 483.25 Quality of
Care, F-323 at a $/S of & "K', 483.70, F-454 at a
/S of & "K*; CFR 483.75, F-480 and 620 ata
S/S of a *K". Substandard Quality of Care was
identilied at OFR 483.25, F-323.

483.20()(3)() SERVICES FROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professionat standards of quality.

This REQUIREMENT Is not met s evidenced
by: -

Based on obssrvation, Interview, and record
review, It was determined the facllity taited to
ensure Physiclan’s Orders wefe foliowed for one
{1) of twelve {12) sampled residents {Resident
#6). Resident #6 had a Physician's Order for a
sensor alarm to the wheelchalr for safety,
however, observation on 06/06/11 revealed the
reskient was sitting In a wheeichalr in the dining
room during lunch without & sensor alarm in
ptace.

The findings Ihclude:

F 000

F 281

F 281

1. How will the corrective
action be accomplished for
those residents found to
have been affected by the
deficlent practice?

Resident #10’s clinical record,
all physicians orders, and
comprehensive care plan
were reviewed. Further the
appropriate safety alarm
device was applied to
wheelchair 06/06/11 by the
unit coordinator. The resident
in reference was discharged
on june 8, 2011,

2 How will the facility identify _
other residents having the
potential to be affected by
the same deflcient
practice?

Physicians’ orders on all
residents have the potential
to be affected by the alleged
deficient practice. A complete
review of alf active residents’
physician orders was
completed by the unit
coordinators and director of
nursing on 6/30/11, Safety
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Review of Resident #10's medical record
revealed diagnoses which included Anxlety,
Depression, and Prostate Cancer. Review of the
Admission Minimum Data Set (MDS)
Assessment dated 06/27/11 revealed the faclity
assessed the resident as being oriented, as
requiring fimited assistance with transfers and
ambulation, and as sustaining a fall prior to
admission.

Review of the Physician’s Orders dated 06/11
revealed an order for a sensor alarm to the
wheelchalr for safety.

Observation of Resident #10 on 06/06/11 at 12:30
PM revealed the resident was sittingin a
wheelchalr in the dining room. A sensor alarm
cord was hanging on the back of the wheelchalr,
however, there was no sensor alarm attached to
the cord.

intetview with Licensed Practical Nurse {LPN) on
06/08/11 at 12:40 PM reveated the alarm box was
missing from the alarm cord. She stated she
checked to ensure the alarms were In place as
ordered once a shift, and slgned the Treatment
Administration Record (TAR) to Indicate the alarm
was In place, Further Interview revealed the
same alarm box was used for the bed and the
chalr, and siaff was to disconnect the atarm box
from the bed sensor pad and connect it tothe
wheelchalr sensor pad when the resident was

iransferred from bed to chalr. She stated she

had observed the alarm on the whesichair eartior
In the day.

Interview on 06/06/11 at 2:30 PM with Certlfied
Nursing Assistant (CNA) #15, who was assigned
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ieader were completed on
06/10/11 with a comparison
to the physician orders, safety
device fist, CNA care plan, and
_ actuat devices in place.
immediate corrections were
made on any discrepancies.

3.What systemic changes will
e made to ensure that the
deficlent practice wili not
recur?

All nursing associates had
mandatory reeducation
beginning on 6/17/11 and was
completed by june 30,
conducted by the Staff
Development Nurse which
included but was not limited
to following physician’s orders
with an emphasls on safety
device monitoring, and CNA
care plan procedures,
Education wili be conducted
by the staff development
coordinator semi-annually,
and placed on the community
annual reeducation calendar.
All nursing staff new hires will
_ be in-serviced by the staff
development coordinator on
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the resident physician orders
during the initial orientation.

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
reviewed daily and
documented during the 24
hour chart checks conducted
by 11pm-7am charge nurses.

The Director of Nursing
and/or Unit Coordinators
review all new physician
orders during daily schedufed
stand up meetings, Monday
through Friday, and update
the comprehensive careplan
accordingly- The central
supply cterk s assigned to
update the CNA care plan
daily, Monday through Friday,
to communicate physician
order changes.

in addition, a master safety
device Hst consisting of
physiclan orders for
equipment is maintained
dally, Monday through Friday,



by the central supplies clerk.
This master safety device list
is used by the central supplies
clerk to track and monitor
safety device utilization two
(2) days a week. These master
safety device rounds will
include visualization of safety
device utllization and
application for each resident
as it pertains to physician
orders. The completed master
safety device list review is
discussed at the weekly
Quality of Care meeting on
Wednesday and monthly at
the Quality Assurance
meeting. immediate action is
taken to address any concerns
noted on the rounds.

4.How will the faciiity monitor
its performance to make
sure that solutions are
sustained?
New physician orders are and
will continue to be reviewed
daily, 7 days a week, and
documented during the 24
hour chart checks conducted
by the 11pm-7am charge
nurses. The facility evening
nurse supervisor monitors for
charge nurse compliance with



physician orders by reviewing
medication records,
treatment records and 24
chart checks one (1) time a
week, Monday through
Friday, for eight {8) weeks,
every other week for four {4}
weeks and then once {1)
monthly thereafter to review
for compliance. The resuits of
this monitoring are provided
to the director of nursing and
discussed at the weekly
Quality of Care meeting on
Wednesday. Changes to this
monitoring process will be
reviewed by the Quality
Assurance committee and
approved.

in addition, alt phystcians’
orders are reviewed during
the end of the month order
reconciliation process
completed by unit
coordinators and/or director
of nursing/designee,

in order to monitor ongoing
compliance a master safety
devlce list consisting of
physician ordered device will
be updated dally, Monday
through Friday, by the central



supplies clerk. The central
supplies clerk e-mall updates
of this master safety device
tist daily, Monday through
Friday, to members of the
guality assurance committee.
Environmental QA rounds
conducted by the quality
assurance committee
members utilizes this master
safety device list to compare
the CNA care plan to physician
orders. On june 1%, anin-
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.
These environmental rounds
include visualization of safety
device utilzation and
application for each resident
as it pertains to physician
orders. These environmental
rounds are conducted one (1)
time throughout each week,
Monday through Friday, and
documented evidence of the
rounds turned into the
Admissicns coordinator each
Wednesday, The completed
Environmental QA rounds
utilizing the master safety




device list is discussed at the
weekly Quality of Care
meetings on Wednesday., If
problems are found,
immediate corrections are
made and noted on the
Environmental QA Form.
Follow-up rounds are made by
Wednesday of each week and
to verify the corrective action
has been sustalned, it will be
noted on the form. 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} monthiy
thereafter to review for
compliance. The results of
this monitoring are provided
to the administrator and
discussed at the weekly
Quality of Care meeting on
Wednesday. Any changes to
this review process deemed
necessary by the Quality
Assurance committee will be
reviewed and approved by the
executive director of
Richmond Place.

Members of the Quality
Assurance committee met



daily to develop changes and
revislons and competencies of

data collected from all

systemic changes. Beginning
6/28/11, the Administrator,

Director of Nursing and at

ieast three members of
management met and will

continue to meet with the

Medical Director weekly or

more often if deemed -

ngcessary to review and

evaluate the effectiveness of

the action plans as described

above In order to ensure

corrective action is sustained.
Adjustments to these

scheduies can be made with

the approval of the medical j
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 alf corrective action
was completed for F281 by
7/1/11.
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to Resident #10, reveated he was new to the
faciity and had hig group of residents for the tirst
time by himsell. He stated he reviewed the Nurse
Alde Caré Plen at the nurse's station ths first
thing that moming and algo relerred to the Nurse
Alde Care Plans which were inside the closet
doors duying the day for reference on providing
care, including safety devices such as alarms for
the residents. He further stated Residant #t0
was assisted out of the bed by the night shift stalf
at change of shift and the resident did not want to
be asslsted to bed afterwards. Continued
interview revealed the resident had been toileted
by the nurse at 8:00 AM and had been toileted by
therapy later in the morning. Further interview
revealed he had observed the resident to Have
the sensor alarm on the wheelchalr earfler in the
shilt, and he was unsure why the alarm was not In
place during lunch because he had never sesn
the rasident remove the alarm himsalffherself.

interview with the Unit Coordinator on ¢8/08/11 at
3:30 PM revealed the nurse was to sign the TAR
to Indicate the bed and chalr alarms were in
place. However, it was the CNA's responsibility
to'rnake sure the alarm was In place.

323 | 483.25(h) FREE OF ACCIDENT

§8=K | HAZARDS/SUPERVISION/DEVICES

The laclity must ensure that tha resident
environment remains as free of accident hazards
as Is possible; and each resident recsives
adequate supervision and assistance devices to
1 prevent accidents.

F 281

F 293 Accidents

The resident environment

supervision and assistance

F-323 Supervision to Prevent

the facility is as free of accident
hazards as possible; and each
resident receives adequate

devices to prevent accidents.

at
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This REGQUIREMENT is not met as evidenced
by:

Based on observatlon, Interview, record review,
Evacuatlon Plan review, and Grading Permil
review, it was determined the facility falled to
ansure the residents’ environment remained as
free of accldent hazards as is possible: and each
resldent received adequale supsrvision lo
prevent accidents. The faclitty falled to ensure
the Evacuation Plan was updated to reflect
necessary changes to fire exits related to
construction. The facility falled to ensure all
accessible exits had a sale path to a public way.
The fachily falled to ensure staff was tralned and
knowledgeable regarding which fire exits were
appropriale for evacuation during construction
and requlred moniioring to prevent accidents. Cn
12/28/10, the facliity began construction by
digging a 25 fool retention pond affecling the safe
path 1o public way from the two south exlts of the
facllity. On 05/26/11 a fire was Identifled in room
117; however, stalf intérviews revealed they -
would have evacuated the residents through the
south exils as they didd not have knowledge of any
changes In the evacuation plan nor had they been
inslructed to monitor the exits 10 ensure the
salety of all resldenls, The two south fire exils,
one located nearest room 117 and near the
Physical Therapy (PT) department led 1o an
uneven rocky and dirt surface and the other exit,
located near resident rooms 230 and 231, ledlo a
ditch which was approximalaly twelve (12) feel
deep. Both sauth fire exit doors remalned
accessible 1o all staif, resldents and visitors with
no staff supervising the two (2) exit doors despits
the facllily's knowledge there was not a safe path
to a public way due to constructlon. These lwo
south flre exits were the nearest exit, per the

evacuation plans to reflect -
necessary changes to fire exits
related to construction. The
facility’s accessible exits have a
safe path to a public way. The
facility has also trained
assoclates on which fire exits
are appropriate for evacuation
during construction and on
required monitoring to prevent
accidents,

1, How will the corrective
action be accomplished
for those resldents
found to have been
affected by the
deficient practice?

OnJune 1, during the
abbreviated standard partial
extended survey (facility
reported incident), the Life
Safety Code Officer from the
Office of the Inspector General
requested that first, the facility
seal the two emergency exits
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that lead to the construction

F 323 j Conllnued From page & F 323

facllity's evacuation plan, for fifty-flve (55} of the site and secondly, inltiate an

facllity's eighi-four {84) residents. 7 immediate fire watch.
Immediately following this

Based on the above findings, it was delermined request on June 1, 2011, the

the facillly's fallure to have an effective system In ; .

place 1o supervise two accessible flre exits to exits were sealed and the fire

ensure residents had & safe path forexit to a watch was initiated,

public way thls fallure is likely to cause serious

Injuty, harm, Impairment, or death to a resident. American Constructors, Inc.

Immediate Jeopardy and Substandard Guality of
Care was {denlified on 068/02/11 and was
delermined 1o exist on 12/28/10. {Refer to K38 next to the therapy department

Life Safely Cods) and the second exit next to
rooms 231 and 232. These exits
were sealed from the outside to
eliminate the possibility of exit

sealed two exits, one located

The findings Inciude:

Review of the factity's Safety and Disasler
Preparedness Introductlon, Fire Safety and

Evacuatlon Plan In Case of Fire {used for into an unsafe area. The facility
employee In-service), not daled, revealed staif dmini dditional
were lo remove residents to the nearest fire exit administrator placed additiona
or beyond the nearest fire wall. The plan delailed prominent signage on the

two south fire exits. One soulh flre exit was interior of two (2) exit doors

located near the Physical Therapy (PT)
departraent and was deslgnated as the nearesl indicating that they were not an
exlt for sixteen (16) residents of the facllity, The exit. Additionally on June 1,
other exit was located near resident rooms 230 .

and 231 and was designated as the nearest exit Fayette Electric Company

for thirty-nine (39} residents. & removed the ilfuminated exit

Interview. on 06/02/11 at 10:00 AM with the signs from above the sealed

Conslruction Superintendent, revealed : oxits.,
construclion bagan on 12/28/10 which affecled 4 _
the two (2} south ex!ts of the hursing facllity. On June 1, 2011 immediately

Review of the Grading Permil revealed the local
govemnment granted the grading permit on
12/28/10. Confinued interview, on 06/07/11 al

following sealing the exits and
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. 1there was no evidence the facility had changed

3:30 PM with the Construction Supetintendent,
revealed a twenty-flve (25) foot deep hole was
dug outslde the south exit door nearest o
restdent rooms 230 and 231 on 12/28/10. He
further indicated he was unaware of exil
discharge nesding lo lead 10 a public way.

Review of the facliity’s Evacuatlon plan revealed

the evacuation plan related to the construclion
which began 12/28/10.

Per Interview with Registered Nurse (RN)#1, on
06/01/11 at 12:10 PM, a flre was Identliled In
room 117 on 05/29/11. The RN stated if
evacuation were necessary, stafl would have
taken residents out the two (2} south exils
detalling the exlis were near the PT department
and rooms 230 and 231.

Observalion, on £5/31/11 at 2:00 PM, revealsd
the south fire exit located near the PT department
led 1o an uneven rocky and dirt surface. Further
observation revealed the south flre exlt located
nearesl to resident rooms 230 and 231 led to a
dilch, which was approximalely twelve (12) feet
deep within elght (8) feet from the exit door.
Observation, on 05/31/11 3:15 PM, revealed both
exit doors remained accessible to all stafl,
resldents, and visltors,

Observation, on 06/01/11 at 2:00 PM, revesaled no
slalf was supervising the exit door nearest PT or |
the exlt door nearest resident rooms 230 and
231, Gontinued observations, al 3:00 PM and
400 PM, revealed no staff was supervising the
wo (2) exits. Observations, on 06/32/11 at 9:00
AM, 11:00 AM and 2:00 PM, revealed no stafi
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signage, the facility’s
emergency evacuation route
plan was revised as a result of
the previous mentioned exits
being 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,
2011 with director of nursing,
staff devetopment coordinator,
north unit coordinator, social
services director, administrator
and maintenance director to
formulate plans to reeducate
associates on accessible exits
and emergency procedures,
The training included, but was
not limited to: specifics on the
exits that were sealed and plans
to build a safe walkway from
the exit at rooms 231 and 232
to a public way, evacuation
route education and attention
to the importance of
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was supewising the exit door nearest PT or the
exlt door nearest resident rooms 230 and 231,

Interview with SENA #2, on 05/03/11 al 5:38 PM,
revealed she had recelved no tralning to monitor
doors related to residents acceseing and exiting,
In.case of an emergency. Interview with SRNA
#2, on 06/01/11 at £:38 PM, revealed if the fire on
05/29/11 had become a situation In which
evacualion of residenis was required, staff would
have used the exits nearest the PT department
and resident rooms 230 and 231. Inlerview with
Licensed Practical Nurse (LPN) #3, on 06/1/11 at
6:53 PM, revealed If residents from the South unit
had to be evacualed they would evacuate through
the exit door nearest to the South Nurse's stalion
which is nearest 1o resident rooms 230 and 231.

interview with the Administrator, on 06/03/11 at
7:00 PM, revealed the precautions laken to
ensure the two (2) exiis In the back of the facillty
were nol used Included the wander guard system,
signs which stated it was a conslruction area do
nol use and key pads which had a cods that no
one except maintenance knew the code to
operate., However, Inlerview with SBNA#11, on
06/06/11 at 5:35 PM, reveated he had observed
wo (2) residents, Resident #3 and #6, attempt to
exil the buliding through the front door by pushling
down on the panic bar which caused the door to
alaym. The facility Social Services Director .
identlfled eight (8) residents requlring supervision
due to cognitive deficits, lack of saiely
awareness, sk for elopement and who the
facliity had applied wander guard bracslets to
assist in supervision. Continued interview with
the Administrator revealed he acknowledged that
desplte the wander guard alarming system being

disablement of the doors, safe
evacuation procedures, and
emergency response including
the acronym (R.A.C.E.) Rescue,
Alarm, Confine, Extinguish/
Fvacuate and fire extinguisher
procedures acron-\/m {P.A.S.S.)
Pull the pin, Aim at the base of
the fire, Squeeze the handle,
Sweep from side to side.
Trairing for all associates on
duty was conducted by the
director of nursing, staff
development coordinator,
north unit coordinator and
social service director on June
1, 2011, All associates who
were not on duty were trained
on the above-mentioned topics
prior to returning to work by
the staff devetopment
coordinator, social services
director, RN weekend
supervisor, administrator, or
director of nursing.
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On June 1, 2011 at 6pm, the
north unit coordinator and the
staff development coordinator,
both who are licensed practical
nurses inltlated a 24-hr fire
watch. All associates involved in
the fire watch underwent
tralning in fire watch policy
procedures prior to being
assigned to fire watch duties.
Training included, but was niot
limited to: process of
monitoring for signs of fire or
smoke, instruction to
immediately investigate any
door alarm that sounds,
monitoring and procedures for
unforeseen protection system
disablement, directing inquiries
concerning fire watch
procedures to the
adminlstrator. All training and
refated scheduling of assoclates
was conducted by the staff
devetopment 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 duties.

The associates assigned to fire
watch duties documented the
fire watch rounds every 15
minutes during their assigned
periods. During each fire watch
round the designated associate
monitored for any signs of fire
or smoke and listened 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 received to
maintain resident safety.

Inktiatlon of monitoring for
immediate accident and fire
hazards was discussed at a QA
team meeting attended by the
administrator, the director of
nursing, staff development




coordinator, two MDS
coordinators, supplies
coordinator, social services
director, admisstons
coordinator, healthcare liaison,
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 on June 1, 2011
developed a monitoring system
designed to identify accidents
and hazards in resident rooms
to provide a safe physical
environment within the facHity.
The monitoring system 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 social services director on
the use of the Environment QA
Form. Using this Environment
GA Form, all resident rooms
were searched onJune 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 items were then
discussed at the QA meeting on
June 2, 2011 and appropriate
interventions for items were
discussed. ltems determined by
the team as potentially
hazardous were removed from
the bullding by family
members. On June 9" the
Environment QA Form was
revised to include checking
nursing stations for proger
storage of chemical or drugs,
checking for locking of chemical




cabinets and checking residents
for safety devices as indicated
on care plans.

Fall investigations have been
reviewed by the
interdisciplinary care plan team
at each stand up meeting,
Monday through Friday, to
determine if acceptable
interventions were inltlated at
the time of the incident and for .
follow through documentation.

2. How will the facility
identify other resldents
having the potential to
be affected by the
same deficient
practice?

8ased on the finding of two
emergency exits which were
altegedly not safe and the
Incident of a fire in a resident’s
room on May 29, 2011, all
associates and residents have
the potential to be affected.




3. What systemlic changes
witl be made to ensure
that the deficient
practice will not recur?

On June 1, 2011, American
Constructors, Inc. built a safe
waltkway from the exit next to
rooms 231 and 232 directly to
the public way. The walkway
includes a fence-like hand rail
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 to the
construction superintendant
and the administrator, on lune
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 end
the alleged immediate
jeopardy. The facility relied on
the clearance by the Life Safety
Code Officer to proceed with




reopening the exit. The exit at
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 on
June 1, 2011 to reflect
accessible exits, fire
extinguisher locations and pull
station locations. All associates
who were not on duty were
trained on the above-
mentioned topics prior to
returning to work,

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
halt 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, 2011,
conducted by the staff
development coordinator,
north unit coordinator, social
services director and
administrator, educated all
RPRHC associates who were on
duty on the revised evacuation
route signage, fire extinguisher
tocations and pull station
tocations, including updated
exits. All associates who were
not on duty were trained on the
above-mentioned topics prior
to returning to work.

To address the allegation 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 erected by
American Constructors, fnc. on




June 10, 2011 to close off public
access to areas of construction
including the retention pond.

During a QA meeting on June 1,
2011, managers were assigned
to areas of the facitity to
monitor for potentially
hazardous items. Training and
instruction of this monitoring
was provided by the
administrator for the assigned
managers consisting of the
quality assurance committee
and the individual assistants to
each department. The assighed
managers and assistants
complete Environmental QA
rounds throughout the week,
Monday through Friday starting
June 1, 2011, If problems were
found, immediate corrections
were made and noted on the
Environment QA Form. Follow-
up round were made by
Wednesday of each week and
noted to verify the corrective




action has been sustained.
Completed £nvironment QA
Forms were be submitted to
the admissions coordinator
every Wednesday to verify all
resident rooms have been
monitored. This monitoring
system is 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 are approved by
the Executive Director of
Richmond Place.

The community enhanced our
emergency evacuation drills
and test procedures, beginning
lune 4, to monitor competency
in alt education. This enhanced
education assist in evaluating
the associate’s competency In
response to door alarms related
to resident safety and assistive
devices to prevent accidents.
The drills included elopement




drills conducted, by the social
services director, to test
associate’s competency related
to potential elopement.
Associates also received fire
dritls, which addressed exit
doors and emergency system
disablement of the magnet lock
system. All hazard drills were
also conducted by the
maintenance and staff
development coordinator to
cover a range of possible
hazardous situations.

The facility’s maintenance
director received re-education
onJune 8, 2011 from the
administrator on door check
procedures and on checking the
sealed door by the therapy
department each day to verify
that it remained sealed. The fire
watch rounds were re-
evaluated by QA team
members {administrator,
maintenance director, staff




development coordinator,
north unit coordinator) and
modified on June 9, 2011 from
every 15 minutes to menitoring
done by the maintenance
director four times each day.
Monitoring by the maintenance
director four times daily
includes a check of the sealed
doors from the exterior of the
building to verify that the exits
remain sealed and monitoring
for means of egress to be
maintained free of obstructions
or impediments, atlowing
access in the case of fire or
emergency.

Cn june 17, the facility, per the
Administrator’s approval
implemented twenty four (24)
hour coverage, seven {7) days a
week monitoring in the hallway
in front of the exit that is
closest to the construction area
next to rcoms 231 and 232, An
associate {door sentry) is



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 duties
associates are trained by staff
deveiopment coordinator and
sign an acknowledgement form
in regard to the door sentry’s
responsibility of supervision of
construction site access.
Associates also sign door sentry
roster to ensure compliance for
door access monitoring occurs
for each scheduled door sentry
shift.

4. How wlll the facility
monitor its
performance to make
sure that solutions are
sustained?

Physical monitoring in the
hallway in front of the exit that
is closest to the construction
area next to rooms 231 and 232




witl continue until the
construction area is cleared or
an alternative means of
monitoring resident safety is
approved. The QA committee
has reviewed results of the
haflway menitoring daily and is
confident that the systems are
adequate. The current
schedules can be modified and
approved by the QA committee,
the Executive Director of
Richmond Place and the
regional clinical nurse
consultant as deemed
appropriate or necessary

The completed Environmental
QA rounds are discussed at the
weekly Quality of Care
meetings on Wednesday. If
problems are found, immediate
corrections are made and noted
on the Fnvironment GA Form.
Follow-up rounds are made by
Wednesday of each week and
noted to verify the corrective
action has been sustained.
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
compliance. The results of this
monitoring are provided to the
administrator and discussed at
the weekly Quality of Care
meeting on Wednesday. Any
changes to deem necessary by
the Quallty Assurance
committee are reviewed and
approved by the executive
director of Richmond Place.

Falls are tracked and trended
for frequency, severity and
effectiveness of interventions
by the director of nursing daily.
The results are reported at the
monthly QA meeting to
implement action plans for
identified issues.

The facility medical director,
corporate clinical nurse
consultant and executive
director have receive one (1)
time a week updates and
notification provided by the
Administrator utilizing the



community Quality Assessment
and Assurance form for plan of
correction 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
evacuation fraining was and will
continue to be reviewed weekiy
by the Vice-President of Clinical
Services telephonically by the
Regional Director of Clinical
Services. The facility’s progress
to enhance safety, emergency
response and preparedness,
and evacuation training was
and will continue to be
reviewed every two weeks and
more often if deemed
necessaiy by the Divisional
Vice-President of Operations.
The Director of Development
for Brookdale Senior Living has
and will continue to provide
onsite review of construction
project every week until the
construction is completed,



Members of the Quality
Assurance committee met datly
to review the resident
environment at the facility is as
free of accident hazards as
possible; and each resident
receives adeqguate supervision
and assistance devices to
grevent accidents. Members of
the Quality Assurance
committee met daily to develop
changes and revisions and
competencies 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 Medical Director weekly or
more often if deemed
necessary to review and
evaluate the effectiveness of
the action plans as described
above in order to ensure
corrective action is sustained.
Adjustments to these schedules
can be made with the approval
of the medical director,
corporate clinfcal nurse




consultant and executive
director.

5. The date that the
corrective action was
completed;

All processes as stated
above provide evidence to
show all corrective action
was completed for F 323 by
7/1/11.
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installed on these doors, both doors would unlock
and open if the doors! panlc bars had been
engaged for {liteen (15) seconds.
The facillty was unable to provide documented
evidence they had developed and Jmplemented
an emergency evactation plan specific to
address the two (2) south exits involvad in
construction. Furthermore, there was no
evidence the facility had trained staff regarding
the appropriate, safe use of these two (2) exits or
monttoring of the exlts due to construction.
3871 483.40(c)(1)-(2) FREQUENCY & TIMELINESS F 387
88=0 | OF PHYSICIAN VISIT _

The resident must be seen by a physician at least
once every 30 days for the first 80 days after
admisslon, and at least once every 60 days
therealter,

A physiclan visit Is considered timely i it occurs
not later than 10 days after the date the visit was
required,

This REQUIREMENT is not met as evidenced
by:

Based on Interview and record review It was
determined the {acility failed to ensure two (2) of
thirteen {13) sampled residents {Resldents #5
and ##6) were seen by a Physiclan at lsast once
every sixty (60) days. Review of Resident #6's
medical record raevealed the Physiclan had last
documented a visit on 03/07/11, Review of -
Resldent #5's medical record revealed the
Physlcian had last documented a vislt on
03/14/11.

F387

How will the corrective action
be accompllshed for those
residents found to have been
affected by the deficient
practice?

Residents #5 and #6 were
'seen by the attending
physician by 6/8/11.

How will the facility identify
other residents having the
potential to be affected by
the same deflclent practice?

Alt residents who are under
the care ofa phys<ician have
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‘the last documented Physiclan’s visit was

" office did not have a copy of any documentation

The findings include:

1. Record review revealed the facliity admitted
Resldent #5 on 12/17/08 with dlagnoses which
Included Senile Dementia with behaviors, Muscle
Weakness, Fracture of the Humerus, Alzhelmer's
Disease and Psychosis,

Review of Resident #5's medical record on
06/06/11 revealed the last dosumented
Physlcian's visit was 03/14/11.

2. Record review revealed the facliity admitted
Resldent #8 on 12/03/08 with diagnoses which
included recurrent Urinary Tract infections,
Alzheimer's Disease, Pernicious Anemia,
Depressive Disorder, Dementia and Psychotic
Disorder.

Heview of Resident #6's medlical record revealed

03/07/11,

fnterview with the Administrator on 06/06/11 at
2:40 PM revealed the facillty follows the
regulation and there should have been a
Physiclan’s visit documented every sixty {60)
days.

Interview with the Director of Nursing cn 06/06/11
at 3:13 PM revealed thera was no Physiclan’s
vislt In Muay for Resldent #5 and Resident #6 and
the Physlclan was the same Physlclan for both
residents. She further stated the Physlclan's

to.raveal there was a Physlclan's vislt In May,
She Indicated there should be a documeanted
Physlclan vislt evaty sixty (60) days per the

the alleged deficient practice.
An audlt of all active medical
records was completed by the -
medical records clerk on
6/9/11, Any residents
identified as needing

physician visits were seen by
the attending physician and all
records updated on 6/9/11.

3. What systemic changes will
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 physician
visits being made in a timely

~ manner and documentation
of such being placed in the
medical record. The medical
records clerk will audit charts
monthly for physician visits
and report findings to the
Administrator, The
Administrator/Health
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Records Clerk will contact
attending physician or APRN
for visits to he made timely
via telephone or e-mail prior
to the due date.

How will the facility monitor
lts performance to make sure
that solutlons are sustained?

Administrator/Realth
Information Manager/
Director of Nursing will
monitor five (5) resident
charts to verify timeliness of
physician visits for specific
resident two (2) times weekly
for four (4) weeks, weekly
ttmes four {4) weeks, and
monthly thereafter,
Administrator/Health
Information
Manager/Director of Nursing
will report to the QA
committee to maintain
compliance times three (3)
months, QA committee will
review for compliance
monthly to assist with
compliance of this standard.
Members of the Quality
Assurance committee met
daily to develop changes and




revisions and competencies of
data collected from all
systemic changes. Beginning
6/28/11, the Administrator,
Director of Nursing and at
least three members of
méanagement met and will
continue to meet with the
Medicai Director weekly or
mere often if deemed
necessary to review and
evaluate the effectiveness of
the action plans as described
above in order to ensure
corrective action is sustained.
Adjustments to these
schedujes can be made with
the approval of the medical
director, corporate chinical
nurse consultant and
executive director.

The date that the corrective
action will be completed;

F387 was corrected by
7/1/11 All processes as
stated above provide
evidence to show all
corrective action was
completed by 7/1/11.
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88=E£| SPREAD, LINENS

The faciifty must establlsh and malntaln an
Infection Control Program designed to provide a
safe, sanitary and comfiortable environment and
to help prevont the development and transmission
of disease and infectioh, '

(a} Infection Control Program .

The facility iust establish an Infection Control
Program under which it -

{1) Investigates, contrals, and prevents infections
In the facliity;

{2) Dacldes what procedures, such as fsciation,
should be applied to an individual resident; and
(3) Malntalns a record of Incldents and corrective
actions related to Infectlons,

{b) Preventing Spread of Infaction

{1) When the Infection Control Program
detemines that a resident needs isolalion to
prevent the spread of infectlon, the facility must
Isolate the resident, A

{2) The facility must prohlbit employees with &
communlcable dlisease or infected skin lesions
from direct contact with residents or their food, if
direct contact wili transmlt the disease.

{3} The facliily must require staff to wash thelr
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional praciice.

{c) Lineng

Personnet must handle, store, process and
transport linens so as to prevent the spread of
Infection.

2. How will the faciilty identify
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F 387 | Continued From page 10 ¥ 387 F441 . '
facliity's policy. 1. How wlill the corrective actlon
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 be accomplished for those

residents found to have heen
affected by the deficient
practice?

fnstruction of proper
performance technique was
glven to SRNA #14 by the 3-11
supervisor nurse regarding
pericare, hand washing, and
infection control to prevent
cross contamination on
06/06/11.

Resident #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.

other residents having the
potential to be affected by
the same deficient practice?
Al residents are at risk for
adverse effects when proper
procedures for infection
controf are not maintained.
However other residents were
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This REQUIREMENT Is not me! as evidenced
by

Basad on observation, and interview, it was
determined the faclllty fallad to maintain an
effsctive Infection Control Program designed to
help prevent the development and transmission
of disease and Infection for one (1) of twelve (12)
sampled resldents, (Resident #1} and one (1)
unsampled resident (Unsampled Resldent A).
Observation of peri-care on 06/06/11 {or Resident
#1 and Unsampled Resldent A revealed improper
infection control technique, Fuither observation
revealed staff failed t6 use proper hand hyglene
after performing perineal care and prior to
performing oral care for Unsampled Resident A,

The findings Include:

1. Observation of peri-care on 06/06/11 at 5:30
PM for Ungampled Resident A, revealed Cerililed
Nursing Asslstant (CNA) #14 clsansed stoo! from
the resldent’s anal area, than with the same
soiled gloves cleansed the resident's genltalla,
The CNA then proceeded to change gloves;
however, did not wash her hands prior to
pertorming oral care on the resldent using a
toothette sponge.

Intervlew on 06/06/11 at 7:45 AM with CNA#14,
revealed she should have cleansed the resldent's
genitafia prior to cleansing stoo! from the
resident's anal area. She further stated she
should have washed her hands after performing
perineal care and before perforing oral care.

by this alleged deficlent
practice. Training and
[nstruction for proper perineal
care, hand washing and
infection control and
prevention of cross
contamination began as a
mandatory reeducation given
by the staff development
nurse on 46/06/11 for all
nursing staff including PRN
and was completed by
6/30/11. Training for hand
washing and infection control
and preventing cross
contamination was given to
non nursing staff beginning
6/6/11 and completed by
6/30/11 by the staff
development nurse.

What systemic changes will
be made to ensure that the
deficient practice will not
Crecur?
Education and return
demonstration for Infection
control and prevention of
cross contamination in the
environment has been added
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as a requirement for new
hires, which is to be
completed by the Staff
Development nurse upon
initial orientation, Direct
observation of perineal care
being given by SRNA’s doing
direct care was conducted by
licensed nursing personnel,
staff development
coordinator, evening
supervisor and the SRNA team
leader beginning on june §,
2011 and completed by
6/30/11.

A plan to review the
community infection control
program perineal care
procedure and technique will
continue for at least four (4)
sessions annually, (June,
September, Decernber,
March) presented by the Staff
Development nurse.

How will the facility monitor
its performance to make sure
that solutions are sustalned?
SRNAs were required to
complete perineal care




demonstrations during
infection control QA audits
which began on fune 20, 2011
and was conducted by the
evening nurse supervisor,
weekend nurse supervisor,
ficensed charge nurses, staff
development coordinator,
and dayshift Unit
Coordinators. Audits for
infection control and
prevention of cross
contamination in the
environment with resident
care are being done with
three (3) associates three (3)
times a week for four {4)
weeks completed by the
evening nurse supervisor,
weekend nurse supervisor or
dayshift Unit Coordinatars,
ficensed charge nurses or staff
development nurse,
Additional training sessions
will occur as determined by
the Quality Assurance
Committee if audit and
observation results identify
areas of concern.




inservice tralning records and
orientatton checklist reflect
training compliance. Tracking
and trending of infection
occurrence wiif be monitored
by monthiy infectlon control
Histing and submitted for QA
team review at monthly
meetings. Additional trajning
sesslons will occur i audit and
infectlon results warrant If
[dentifted by team review. QA
committee will review for
compliance dally 1o assist with
compliance of this standard.

Members of the Quality
Assurance committee met -
daily to develop changes and
revisions and competencles of
data collected from ali
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
Medical Director weekly or
more often If deemed
necessary to review and
evaluate the effectiveness of




the action plans as described
above in order to ensure
correctlve action Is sustained,
Adjustments to these
schedules can be made with
the approval of the medical
director, corporate clinical
nurse consuftant and
executive director.

The date that the corrective
action wilt be completed;

All processes as stated above
provide evidence to show al!
correctlve action was
completed for F441 by
7/1/11.
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The facility must be designed, constructed,
equipped, and malntalned to protect the health
and safety of residents, personnel and the pubilc,

This REQUIREMENT Is not met as evidenced
by:

Based on gbservation, interview, record review,
emergency evacuatlon plan review and Grading
Permit review, it was determined the facility failed
ensure compllance with the 2000 Edition of the
Life Safety Code of the natlonal Flre. Protection
Asgsoclate and failed to ensure all smergency fire
exits accessible to staff, residents, and visitors
had a safe path 10 a publlc way Ih the event of an
emergency. On 12/28/10, construction bagan by
digging a 25 foot retention pond which affected
tha safe path to the public way from the two sculh
exits of the facility. On 05/29/11 a fire was
identlfied in room 117, The two south exils were
designated, per the facllity's emergency
evacuatlon plan, as the nearest exit for Fifty-five
(55) of the facllity's elghty-four (84) resldents of
the faclity; however, the south exil located near

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PAOVIDER'S PLAN OF CORRECTION )
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORHECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 12 F 441
2. Qbservatlon of parl-care on 06/06/11 at &:40
AM for Resldent #1 revealed CNA #14 cleansed
the restdent’'s anal area and buttocks with wipes,
and with the same gloves performed pericare of
the vaglnal area.
Interview on 06/06/11 at 7:45-AM with CNA #14
revealed she should have removed her gloves
and washed her hands after cleansing stool and .
prior to cleansing the resldent’s vaginal area. F-454 Physical Environment
F 454 | 483.70 LIFE SAFETY FROM FIRE F 464 Introduction
88=K introduction

The facility is currently in
compliance with the 2000
Edition of the-Life Safety Code
of the Natjonal Fire Protection
Associate in that ail
emergency fire exits are
accessible to associates,
residents, and visitors
providing a safe pathtoa
public way in the event of an
emergency.

1. How will the corrective
action be accomplished
for those residents found
to have been affected by
the deficient practice?
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the Physlcal Tharapy (PT) Departiment led to an
ungven rocky and dirt surface and the south exit
located near resident rooms 230 and 231 led to a
ditch, which was approxlimately twelve (12) foot
deep and elghl (8) feel wids,

Basad on the above findIngs, It was determined
the facllity's failure to provide a safe path to a
public way from agcessible fire exlits has caused
or ls lkely to cause serious’Injury, harm,
Impairment, or death 1o a resident. Immediate
Jeopardy was fdentified on ¢6/02/11 and was
determined to exist on 12/28/10. (Refer to LSC
K38, CMS 2867L Evenl Iy 1VJJ21)

The findings Include:

Hevlew of the facility's Safely and Disagter
Preparedness Introduction, Fire Safety and
Evacuatlon Pian In Case of Fire (used for staff
Inservice), not daled, revealed staff was to
gvacuate resldents to the nearest fire exit or
beyond the nearest fire wall. The plan detailed
two south fire exlis. One exlt, located near
resident rooms 230 and 231, was designaied as
the nearest axit for thirty-nine (39) residents, The
other soulh flre exlt, located near the PT
department, was designated as the nearest exlt
for sixteen (16) restdents of the faclity,

Interview, on 08/02/11 at 10:00 AM with the
Construction Superintendent, revealed
consiruction began on 12/28/10 which affected
the nursing faciiity’s two {2) south exlts. Review
of the Grading Permlit revealed authorization to
beglh construction was received by the local
government on 1228/10, He furiher Indlcated he

£X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY} :
F 454] Continued From page 13 F 454 Amerlcan Constructors, inc.

sealed two exits, one located
near the therapy department
and the secohd exit at rooms
231 and 232, These exits were
sealed from the outslde to
eliminate the possibifity of
exit Into an unsafe area. The
facility administrator placed
additional prominent signage
on the interior of these doors
indicating that they were not
ah exlt. Additionally on June 1,
Fayette Electric Company
removed the Hluminated exit
signs from above the sealed
exits.

On June 1, 2011, American
Constructors, Inc. built a safe
walkway from the exit near
rooms 231 and 232 directly to
the publfc way. The walkway
includes a fence-like hand rail
that acts as a barrier to access
to the construction area. The
tife Safety Code inspector
from the Cabinet for Health
Services observed the
watkway and indicated
verbally to the constructton
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was unaware of exit discharge heeding to lead to
a public way.

Obsservation, on 06/31/11 at 2:00 PM, revealed
the flre exit lccated nearest to the PT depariment
fed to an uneven rocky and dirt surface. The fire
exit located near resldent rooms 230 and 231 fed
to a ditch, which was approximately twelve (12)
feet deep within eifght (B) feet from the exit door,
Observation, on 05/31/11 3:15 PM, revealed both
exit doors remalned accessibie to all staff,
resldents, and visltors.

Interview with Reglstered Nurse (RN) #1, on
06/01/11 at 12:10 PM, stated If the fire which
occurred on 05/29/11 required resident
evacuation then they would have evacuated
through the emergency exil nearest resldent
rooms 230 and 231 or the door nearest tha PT
department.

Intervlew with State Reglstered Nursing Assistant
(SRNA) #2, on 08/01/11 at 6:36 PM, revealed If
the fire on 08/28/11 had become a situation In
which evacuatioh of resldenis was required staff
would have used the exils nearest the PT
department and resldent rooms 230 and 231.

Interview whh Licensed Practical Nurse (LPN) #3,
won 06/1/11 at 6:53 PM, revealed If residents from
the South unit had to be evacuated they would
avacuate through the exit door near the South
Nurse’s station which Is nearest to resldent rooms
230 and 231.

The facliity was unable to provide documented
evidence they ensured all accessible flire exits
had a safe path leading to a public way and had

administrator, on June 1, 2011
and again at the exit interview
on lune 3, 2011, that this
walkway was an acceptable
safe path to a public way to
abate the alleged Immedlate
jeopardy. The facility relied on
the clearance by the Life
Safety Code Cfficer to
proceed with reopening the
exlt. The exlt at rooms 231
and 232 was reopened after
appropriate education of all
on-duty RPRHC asspciates and
the evacuation route plans
were updated by the social
services director on lune 1,
2011 to reflect accessible
exits, flre extingulsher
locations and pull station
focatlons, All associates who
were not on duty were
trained on the above-
mentloned topics prior to
returning to work.

As part of the evacuation
route education the new anhd
current evacuation plan was
posted on June 2, 2011 by the

FCORM CMS-2667(02-89) Pravious Varslons Cbsolale
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soclal service director and the
weekend supervisor on each
hall Indicating the appropriate
emergency exit to use for
each resident hall {Appendix
1). This was accomplished to
provide for safe egress in the
event of an emergency
evacuation.

A reeducation with all an-duty
assoclates on June 2, 2011,
conducted by the director of
nursing, staff development
coordinator, north unit
coordinator, social services
director and administrator,
educated all RPRHC associates
on the revised evacuation
route signage, fire
extinguisher focatlons and pull
station locations, including
updated exits. All associates
who were not on duty were
tralned on the above-
mentloned toplcs prior to
returning to work.

Initiation of monitoring for
tmmediate accident and fire
hazards was discussed at a QA




team meeting attended by the
administrator, the director of
nursing, staff devefopment
coordinator, two MDS
coordinators, supplles
coordinator, social services
director, admissions
coordinator, healthcare
liaison, north unit
coordinator, south unjt
coordinator, lifestyles
coordinator, medical records
coordinator, business office
manager, dietary manager,
and housekeeping team
leader on June 1, 2011, The
(A team members present at
the meeting on fune 1, 2011
developed a monjtoring
system designed to identify
accidents and hazards in
resident rooms to provide a
safe physical environment
within the facility. The
monitoring system uses a tool
called the quality assurance
review form for
environmental rounds
(hereinafter referred to as
Environment QA Form or
Appendix 3). On June 1%, an




in-service with all members of
the Angef round manager
assignment {Appendix 4) was
conducted by the
administrator and social
services director on the use of
the Environment QA Form.
Using this Environment QA
Form, all resident rooms were
searched on lune 1, 2011 by
members of the Angel round
manager assignment
{Appendix 4). Any items that
were deemed potentially
hazardous were removed
from the environment
Immediately by the angel
round managers. Removed
ftems were then discussed at
the QA meeting on June 2,
2011 and appropriate
Interventions for items were
discussed. ltems determined
by the team as potentlally
hazardous were removed
from the buitding by family
members.

2. How will the facllity
tdentHy other residents
having the potentlal to be




affected by the same
deficient practice?

Based on the finding of two
emergency exits which were
allegedly not safe secondary
to existing construction, and
interviews with associates
who were hot aware of which
emergency exjts to use, and
an associates inabllity to
accurately describe
emergency procedures
related to fire, it was
determined that alf residents,
visitors and associates could
be affected.

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

The maintenance director was
educated by the administrator
on June 9" on door check
procedures and monitoring
exits for egress. Monitoring
by the maintenance director
occurring four times daily, 7




days a week, includes a check
of the sealed doors from the
exterjor of the bullding to
verify 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
continues to be submitted to
the administrator daily.

During a QA meeting on June
1, 2011, managers were
assigned to areas of the
facifity to monitor for
potentially hazardous items.
Training and instructlon of
this monitoring was provided
by the administrator for the
asslgned managers consisting
of the qguallty assurance
committee and individual
asslstants to each
department. The assigned
managers and assistants
complete Environmental QA
rounds throughout the week,




Monday through Friday
starting June 1, 2011.1f
problems are found,
immediate corrections will be
made and noted on the
Environment QA Form.
Follow-up round will be made
by Wednesday of each week
and noted to verify the
corrective action has been
sustained. Completed
Environment GA Forms will be
submitted to the admissions
coordinator every Wednesday
to verify all resldent rooms
have been monitored. This
monitoring system will be
reviewed through the Quality
Assurance process and
adjusted as necessary
according to the results of the
findings of the Fnvironment
QA Form and any changes will
approved by the Executive
Director of Richmond Place.

Cn june 17, the facility, per
the Administrator’s approval
implemented twenty four (24)
hour coverage, seven {7) days
a week monitoring in the




hallway in front of the exit
that is closest to the
construction area next to
rooms 231 and 232. An
associate {door sentryj shall
be assigned, by the staff
development coordinator, to
remain at the door to prevent
any attempts to exit the door
except In an emergency. Upon
first shift of door sentry duties
associates were trained by the
staff development
coordinator and sign an
acknowledgement form in
regard to the door sentry’s
responsibility of supervision of
construction site access.
Associates also sign door
sentry roster to ensure
compliance for door access
monitoring occurs for each
scheduled door sentry shift.

4. How will the facility
monitor its performance
to make sure that
solutions are sustalned?




The facility’s maintenance
director checked the sealed
door by the therapy
department each day to verify
that it remained sealed. The
fire watch rounds were re-
evaluated by QA team
members {administrator,
maintenance director, staff
development coordinator,
north unit coordinator) and
modified on June 3, 2011
from every 15 minutes to
monitoring done by the
maintenance director four
times each day. Monitoring by
the maintenance director four
times daily, seven days a
week, includes a check of the
sealed doors from the exterior
of the bullding 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. Four {4) times a
day, seven days a week
monitoring by maintenance




will continue to be submitted
to administrator dafly.

On June 17, the facility, per
the Administrator’s approval
implemented twenty four (24)
hour coverage, seven (7) days
a week monitoring in the
hallway in front of the exit
that is closest to the
construction area next to
rooms 231 and 232, An
assoclate {door sentry) shall
be assigned, by the staff
development coordinator, to
remain at the door to prevent
any attempts to exit the door
except in an emergency. Upon
first shift of door sentry duties
associates were trained by the
staff development
coordinator and signed an
acknowledgement form in
regard to the door sentry’s
responsibllity of supervision of
construction site access.
Associates also sign door
sentry roster to ensure
compliance for door access
monitoring occurs for each
scheduled door sentry shift,




Physical monltoring in the
hallway in front of the exit
that s closest to the
construction area next to
rooms 231 and 232 will
continue until the
construction area is cleared or
an alternative means of
monitering resident safety is
approved by the QA
committee and implemented.

embers of the Quality
Assurance committee met
daily to develop changes and
revisions and competencies 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
Medical Director weekly or
more often if deemed
necessary to review and
evaluate the effectiveness of
the action plans as described
above in order to ensure
corrective action is 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;

FA54 was corrected by 7/1/11.
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F 454 | Continued From page 15 F 454 F-490 A‘c!migistrat.io.n _
developed and implemented an emergency The facility is admmrstered n
evacuation plan which addressad the two (2) a manner that uses its
south exits Involved In construction, resources effectively and

F 490} 483.76 EFFECTIVE F 490 efficiently to attain or

88=H | ADMINISTRATION/RESIDENT WELL-BEING maintain the highest
Afacility musl be administered in @ manner that practicable physical, mental,
anables It to usa its rescurces effectively and and psychosocial well-being of
sfficiantly to allain or maintaln the highest each resident.
practicable physical, mental, and psychosocial
wall-being of each resident. . .

Y Id 1. How will the corrective
actlon be accomplished
i This REQUHREMENT s not met as evidenced for those residents found
by:
to have been affected b
Based on observation and interview, It was the defici n tice? ¥
determined the faclilty falled to be administered In e aeficient practice
& manner which enables it to use its resources
effectively and efficlently to attaln or matntain the OnJune 1, 2011 immediately
higrdesttpraftitczbtle physilc;al W«?H‘belqg of each following sealing the exits and
resident, related to provision of care In . . )
accordance with acceptable Standards of - rgmoval of '“u“j”ﬁa,ted exit
Practice. The facility administration falled to signage, the facility’s
ensure compllance with Life Safety Code emergency evacuation route
regulrements and falled to ensure the residents' plan was revised by the social
environment remarped as free of accident services director, with
hazards as Is possible and each resident receives L, |
adeguate supervision to prevent accidents, On drrec’tron and approva
12/28/10, the faclitty had construction begin which provided by the
atfected the two south flre exit doors, The facllity administrator, to exclude the
falled to ensure the south flre exlt doors had a sealed emergency exits. A QA
safe path to a public way, one exlt led to a 12 foot . é’h | dv ; ' 1Q
deep retention pond and the other exit had an meeting was heid on June 1,
uneven racky dirt surtace. Both exit doors were 2011 with director of nursing,
accesslble to resldants, staff, and visltors with no staff development
monltoring or supervision of the exit doors. coordinator, north unit
These two south fire exits were the nearast axit, . o ,
per the facility's evacuation plan, for fifty-five (65) coordinator, social services
FORM CMS-2567(02-99) Previous Verstons dbsolele Bvent 10: R&WUTY Feoiffy 10: 1608724 i contlhuatlon sheel Page 16 of 30
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- | the facllity's fallure to have an effective system In

of the facility's eight-four (84) residents.
Based on the above findings It was datermined

place to ensure the facliity was administerad in &
manner that enabied It to use lts resources
effectively and efficlently had caused was was
likely to cause serfous injury, harm, impalrment,
ordeath. Immediale Jeopardy and Substandard
Quality of Care was identifled on 06/02/11 and
determined to exis| on 12/28/10 and is ongoing.

The findings Include:

Review of the facility's Safety and Disaster
Preparedness Introduction, Fire Safety and
Evacuation Plan in Case of Fire {used for
employee in-service), not dated, revealed siaff
was to remove resldents to the nearest fire exit or
beyond the nearest fire wall,

Observatlon, on 05/31/11 at 2:00 PM, revealed
the south fire exlt located nearest to the Physical
Therapy (PT) Department led to an uneven rocky
and dirt surface and the exit located nearest to
resident rooms 230 and 231 led to a ditch, which
wag approximately twelve {12) feet deep.
Observations revealed both exlt doors remained
accessible to all staff, residents and visitors,
There were no staff observed supervising the two
(2} exit doors despite the facllity's knowledge
there was not a safe path to a public way due to
construction. (Refer to F-323 and F-454 and to
L.SC K38, CMS 2587L Event ID 1VJJ21)

There was no evidence Administration had
evaluated and/or revised the svacuation plan
related to the south flre exits having no safe path

o) 1D SUMMARY STATEMENT OF OEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION oS}
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PHEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
) OEFICIENGY)
F 450} Continued From page 16 F 490 director, administrator and

maintenance director to
formulate plans to reeducate
associates on accessible exits
and emergency procedures,
The training included, but was
not limited to: specifics on the
exits that were sealed and
plans to build a safe walkway
from the exit at rooms 231
and 232 to a public way,
evacuation route education
and attention to the
importance of monitoring
exits during any disablement
of the doors, safe evacuation
procedures, and emergency
response including the
acronym {R.A.C.E.) Rescue,
Alarm, Confine, Extinguish/
Evacuate and fire extinguisher
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 associates
{including off duty and PRN
associates) was conducted by
the director of nursing, staff
development coordinator,
north unit coordinator and
social service director
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to a public way and ho evident the facility trained
staif on any nacessary changes identified to
ensure unsefe exits were not utillized. The
Adminis|rator did consult with the Construction
Superintendent who told him the exits were okay,
even after the State Bullding Inspector on
04/07/11 had stated the exlts needed te be clear
and accessible to residents, staff; and visltors.
{Refer to F-323 and F-518).

Interview with the Administrator, on 06/01/11 at
4:25 PM, revealed the Quality Assurance
Committes mesting was held on 05/11/11 in
which a new lire education and plan developed by
the corporats office had been discussed;
however, the facllity was unable to provide
evidence of action taken to address the south fire
exlis belng unsafe for exit in the event of an
amargency requiring evacuation nor t¢ ensure
monltoring of the doors as they remalned
aceessible despite the unsafe path due to
construction. {Refer to F-520).

Interview on 06/02/2011 at 11:30 AM withthe
facillty Adminlsirator revealed when asked why he
did not ensure the south exits were accessible to
a public way he slated the Construction '
Superintendent had told him the exits were okay.
This was conflrmed by the Construction
Superintendent on GB/02/2011 at 10:00 AM who
also revealed that he was unaware that these
exits required a safe path to a public way.
Continued interview with the Administrator, on
06/06/11 at 4:25 PM, revealed no problems had
previously been ldentlfied with the fire safety and
gvacuatlon plan; however, the State Bullding
Inspector on 04/07/11 had stated the exits
needed to be clear and accessible to residents,

was completed June 30, 2011,

On June 8, the administrator -
and Medical Director
addressed current tssues and
concerns with the Executive
Director, Regional Director of
Clinical Services, Vice-
Prestdent of Clinical Services,
and the Regional Director of
COperations to develop a
revised plan to maintain a
safe environment for
residents, associates, and
public and to focus on revising
the emergency training
program,

On June 8, 2011 a QA team
meeting was conducted with
the Medical Director, the Vice
President of Clinical Services
for Brookdale Sentor 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 services,
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director of admissions,
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. During the meeting,
Appendices were reviewed
and approved as well as
revisions to the emergency
preparedness and response
policy and procedure manual,

2. How will the facHlity
identify other residents
having the potentlal to be
affected by the same
deficlent 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 assoclates inability to
accurately describe
emergency procedures




related to fire, It was
determined that all residents
and associates could be
affected.

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

The administrator approved

alt changes made to the

orientation packet, produced
by staff development
coordinator, to assistin
compliance and competency
of all assoctates hired.

Adminfstrator reviewed and

approved all policies and

procedures, QA audit forms,
training and education,
comprehensive tests and
guizzes, which were
developed to evaluate staff
competency. Members of the
guality assurance committee
reviewed the results daily and
weekly summaries, beginning
june 28, 2011 were reviewed
by Administrator, Medical

Director, Director of Nursing

and members of the QA team

to make revisions if needed.




An annual inservice
calendar was developed
and submitted to
administrator for approval
to assure training topics
are included or an
ongoing basis,
Comprehensive test and
quiz results were assessed
by the QA team were
used to assess topics for
further ongoing training
per the Administrator’s
discretion,

The Executive Director of
Richmond Place is
available daily for
oversight and assistance,
Due to the severity of the
deficiencies cited, the
corporate office increased
the oversight of and
assistance to this facility
to maintain a safe
environment for
residents, associates and
the pubtic, and to verify
the effectiveness of the
emergency training
program




4. How will the facility
montitor its performance
to make sure 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 lfaison, north unit
coordinator, south unit
coardinator, lifestyles
coordlnator, medical records
coordinator, business office
manager, dietary manager,
and housekeeping team
teader, maintenance director,
weekend supervisor, evening
supervisor} are meeting daily
seven days a week to review
monitoring results of the

Quality Assessment and

Assurance farm for plan of

correction and follow up

record . The QA team revises
meeting freguency and
monitoring as deemed
necessary by the




administrator and the
Executive Director of
Richmond Place. The
Executive Director reviews
the QA minutes for QA team
meetings.

The facility Medical Director,
Regiona! Director of Clinical
Services and fxecutive
Director receive 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
Regional Director of Clinical
Services provide oversight
and direction for continued
compliance and to the
effectiveness of safety,
emergency response, and
evacuation training through
telephonic discussions weekly
with the administrator. The
weekly review utilizes the
community Quality
Assessment and Assurance
form for plan of correction
and follow up record. Any




changes or revisions of the
facility’s current policies made
by the administrator or
Executive Director to enhance
safety, emergency response,
and evacuation training are be
reviewed weekly by the Vice-
President of Clinical Services
telephonically by the Regional
Director of Clinical Services.
The facility’s progress to
enhance safety, emergency
response and preparedness,
and evacuation training will
be 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
construction project every
week until the construction is
completed,

iiembers of the Quality
Assurance committee met
daily to develop changes and
revisions and competencies of
data collected from all
systemic changes. Beginning
6/28/11, the Administrator,




Director of Nursing and at
least three members of
managemeni 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 action plans as described
above in order to ensure
corrective action is 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
correctlve action wlll be
completed;

All processes as stated above

provide evidence to show all

corrective action was
completed for F490 by

7/1/11.
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stalf, and visitors, He further stated he felt the ' o
precautions taken by the facilily were appropriate F-518 Employee Training for
to keep Individuals fron exiting the two (2} back Emergencies
exit doors despite the observations of the exlt The facillty is training all
doora during the survey revealed no staff were fates | r
monltoring the exlts which remalned accesslble to assoclates in emergency
all staft, residents, and visitors. procedures when they begin to
F 818 483.75(m){2) TRAIN ALL STAFF-EMEHGENCY F 518 work in the facility; periodic
88-K | PROCEDURES/DRILLS ' review of the procedures with

The tacillty must train all employees In emergency
procedures whan they begh to work In the facliity;
periodically review the procadures with existing
staff, and carry out unannounced staff drlis using
those procedures.,

This REQUIREMENT is not met as evidenced
by

Based on observations, interview, In-service
record review, review of the facliity's Fire Salety
and Evacuation Plan, i was determined the
tacity falted to update thelr emergency
ovacuation plan related to ongoing construclion
and falled to train all employees In emergency
procedures related 1o salety and evacuatlons.
The facllity falled to ensure staff was -
knowledgeatle and competent regarding the
facllity's fire procedures. On 12/28/10,
constructlon began oulslde two south flre exlts
which affected the safe path to a public way. The
facility fafted to update the emergancy evacuation
plan related to the south exits and failed to
provide training to staff to regarding using the
south exlts as a means of evacuatlon during the
construction phase. Additionally, on 05/28/11 a
fire was identified in room 117. Facility staff failed
to follow the flre procedures,

the existing associates; and
carrles out unannounced
associate drills using those
procedures.

1., How will the corrective
action be accomplished
for those restdents

- found to have been
affected hy the
deficient practlce?

Ondune 1, 2011 immedlately
following sealing the exits and
rernoval of illuminated exit
signage, the facility’s
emergency evacuation route
plan was revised by the social
services director, with direction
and approval provided by the
administrator, to exclude the
sealed emergency exits. A QA
meeting was held on june 1,
2011 with director of nursing,
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that the facility had provided in-service training

Based on the above lindings it was determined
the facility's fallure to have update the emergenoy
evacuallon plan and falled to have an effective
system in place to ensure employees were
adequately trained in emergency procedures
related e flre, which has caused or Is lkely to
cause sertous Injury, harm, Impalrment, or death
to & resident. Immedlate Jeopardy was identitied
on 06/02/11 and was determined to exlst on
12/28/10,

The findings Include:

1. Revlew of the facility's kvacuatlon Plan in the
Case of Fire revealed staff was to evacuate
residents to the nearest fire exit or bayond the
nearest flre wall. The plan detailed two south flre
exits: ona located near the Physical Therapy (PT)
Depanment which was detalled as the nearest
exlt for sixteen (16} residents and one located
near rooms 230 and 231 which was detailed as
the nearest exit for thirty-nine {39) residents.

ntervtew with the Construction Superintendent,
on 06/02/11 at 10:00 AM, revealed they began
construction on 12/28/10 by digging a 25 foot
retention pond whick affected the safe path
leadIng to & public way from the two south exlts.

Review of the Evacuatlon Ptan revealed no
documenited evidence the facility had changed
the plan to address the south fire exit doors,
Additionalty, there was no documented evidence

regarding the fire ex!ts and any change In the
Evacuatlon Plan after construction began.

On 05/31/11 al 2:40 PM, observatlon revealed the

services director, administrator
and maintenance director to
formulate plans to reeducate
assoctates on accessible exits
and emergency procedures.
The training included, but was
not limited to: specifics-on the
exits that were sealed and plans
to build a safe walkway from
the exit at rooms 231 and 232
to a public way, evacuation
route education and attention
to the importance of
monitoring exits during any
disablement of the doors, safe
evacuatfon procedures, and
emergency response including
the acronym (R.A.C.£.} Rescue,
Alarm, Confine, Extinguish/
Evacuate and fire extinguisher
procedures acronym {P.A.S.S.)
Pull the pin, Aim at the base of
the fire, Squeeze the handle,
Sweep from side to side.
Training for all associates
{including off duty and PRN
associates) was conducted by
the director of nursing, staff
development coordinator,
north unit coordinator and
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south fire exft located by the Physical Therapy
(PT) depariment led to an uneven rocky and dirl
surface and the south fire exit located near
Yesident rooms 230 and 231 led to a ditch, which
was approximately twelve (12) feet desp within
eight () feet from the exit door. Obssrvation, on
08/31/11 3,15 PM, revealed both souih fire exit
doors remalned accessible to afl staff, resfdents,
and visiors. .

Reglstered Nurse (RN) #1 interview, on 06/01/11
at 12:10 PM, revealed if there had been a
situation in which residents needed to be
evacuated they would have evacuated through
the emergency exit nearest resident rooms 230"
and 231 or the door neares! the PT departiment.
Interview with SRNA #2, on 06/01/11 at 6:36 PM,
revealed if this they had to evacuate resldents
staff would have used the exlis nearest the PT
department and resident rooms 230 and 231.
Interview with Licensed Practical Nurse (LPN) #3,
on 06/1/11 at 6:53 PM, revealed if residents from
the South unit had to be evacuated, they would
evacuate through the exit door nearast to the
South Nurses Station which is ngarest to resident
rooms 230 and 231.

Interview with the Adininistrator, on $6/03/11 at
7:00 PM, revealed the facliity took the followlng
precautions related to construction and the two
(2) south exit doors: a skgn was posted on the
doors staling it was a construction area do not
use, the south exit doors had a wander guard
alarming system, both doors had a key pad that
only the maintenance knew the code. The
Administrator Indlcated the sign posted on the
doors was the only addftion after construction
began. The Administrator acktiowladged that

on lune 1, 2¢11 and was
completed June 30, 2011,

2. How will the facllity
identify ather residents
having the potential to
ke affected by the
same deficient
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
assoclates inability to
accurately describe emergency
procedures refated to firg, it
was determined that all
residents and assoctates could
be affected.

3. What systemic changes
will be made 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 social
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both south exlt doors would unlock and open if
the doors’ panic bars had been engaged for
fifteen (15) seconds. The facliity was unakle to
provide documented evidence they had
developed and implemented an emergency
evacuation plan speclfic to address the two (2)
south exlts affected by the construction,
Furthermore, there was no evidence the facliity
had trained stsff regarding the appropriale, safe
use of these two {2) south exits due to
gonstruction.

2, Review of the facllity's "Fire Safety and
Evacuation Plan in Case of Fire,” not dated,
revealed the steps to be taken upon the discovery
of a fire included; "remove any resident fn
Immedlate danger; pull the nearest fire atarm if it
has not been activated and make certaln that 911
or the Fire/Follce department has been called,
which should ke done by the North Station
Charge Nurse....".

Interview with Reglstered Nurse (RN} #1, on
06/01/11 at 12:10 PM, revealed stafl heard a fire
alarm sounding on 05/29/11 and proceeded to
check in resldent rooms. RN #1 revealed she
was the first staff person to room 117 and noted a
fire next to the head of Resident #1's bed. She
further Indicated she ran to get the fire
extinguisher after locating where the flre was and
by the time she returned to the room a State
Reglstered Nursing Assistant (SRNA) had put the
fire out with wet towels. She indicated after the
fire was extingulshed the resldent was removed
from the room bacause of the smoke, She
further stated the fire alarm was not pulted and
they should have pulled the fire alarm, interview
with SENA #1, on 06/01/11 at 7:35 FM, revealed

weekend supervisor on each
halt indicating the appropriate
emergency exit to use for each
resident hall {Appendix 1).

Reeducation with on-duty
associates on June 2, 2011,
conducted by the director of
nursing, staff development
coordinator, north unit
coordinator, social services
director and administrator,
educated RPRHC associates on
the revised evacuation route
signage, fire extinguisher
locations and pull statfon
locations, incleding updated
exits. Training for alf associates
(including off duty and PRN
associates) on the above
mentioned topics was
completed by June 30,

The revised evacuation plan
{developed by the social
services director on June 2,
2011) has been added to the
orientation education program
developed by the staff
development coordinator on
June 5, 2011, so that new
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she entered the rocm afler RN #1, saw the fire
and went to get wet lowels from the resident's
bathroem, placed the toweis on the flre which
was on a plilow on an activities bag on the floor
near the head of the bed. She stated no one
pulled the fire alanh, She indlicated the resident
was removed from the room after the fire was
extingulshed.

Interview on 06/01/11 at 12:15 PM with Licensed
Pracileal Nurse (LPN) # 1 revealed she was
present and working on the Sotith Unit on the day
tha fire occurred. She indicated RN #1, SRNA #1
and #2 and herself went to tocate which room the
alarm was coming from and RN #1 was the first
to Resldent #1's room, room 117 which RN #1.
then yelled fire and went to get the fire
extingulsher. She further stated SRNA #1
entered the room and SRNA #2, L PN #3 and
tiersell proceeded to shut other residents' doors
lo their rooms. She Indicated when they got back
to rooin 117 SRNA #1 had smothered the flre out
with wet towels and then SRNA #1 and RN #1
transferred the resident to a Broda chalr to
remove him/her from the smokey room, to the
front fobby.  She stated no one pulted the fire
alarm. :

Interview with RN #2, on 08/01/11 at 6:30 PM,
revealed she was present In the facifity (he day
the fire happened on the South Unit; howsver,
she was working on the North Unit. She
indicated the staff from the back yelled down the
hall to her to let her know there was a fire and
she called the Fire Depariment. Interview with
SRNA #2 on 06/01/11 at 6:36 PM revealed she
was working on 05/29/11 at the time when tha lire
took place. She stated she was Instructed to tell

appropriately on safe
evacuation procedures, safe
exits and monitoring of exits to
prevent unsafe egress.

The community has enhanced
our emergency evacuation driffs
to ensure competency in all
hazard performance..
Elopement drills were
conducted, by the social service
director, to test the associates
competency refated to
education of supervision and
performance for preparation in
the event of an elopement.
Associates also recelved fire
drifls, including each shift,
which addressed exit doors and
emergency system disablement
of the magnet lock system. All
hazard drills were also
conducted by the maintenance
and staff development
coordinator to cover a wide
range of possible hazardous
situation

A comprehensive test was
developed to test associate
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the North Nurses Station and call 911, She sald
she ran towards the North Nurses Station and
was met halfway down the hall by a Nurse whom
she told about the fire. She then stated she ran
back to the South Nurses Statlon to ¢all 911. She
furiher indicated no one pulled the fire alarm.

interview with the Administrator, on 06/01/11 at
12:10 PM, revealed the faclfity tralned employees
related to fire and emergency procedures using
the Life Safety Code reguirements. He further
stated an In-service was provided upon hire
"Safety and Disaster Preparedness Introduction,
Fire Safety and Evacuatfon Plan In Case of Fire,*
and the Fire Department came to the facllliy to
demaonstrate the use of fire extingulshers and
alarms every six (6) months. He further indicated
the fast In-services done by the Flre Department
were In June 2010 and December 2010,
Howaever interview, on 06/06/11 al 7:46 AM, with
SRNA #13 revealed she had worked at the facltity
for nine (9) months and had never been a part of
a fire drill or had any training with the Flre
Department. Interview, on 06/06f11 at 7;55 AM,
with SRNA #14 revealed she had worked at the
faclity for two (2) years and had never received
tralning from the Fire Department. Interview with
SRNA #10, on 06/08/11 at 5:25 PM, revealed she
had worked at the facliity for two (2) and a hail
years and had never recelved training with the
Fire Depariment. Interview with SRNA #11, on
06/06/11 at 5:35 PM, revealed he had worked at
the facliity for one (1) year and had not received
tralning from the Fire Depariment. interview with
SRNA#12, on 06/06/11 at 5:45 PM, revealed she
had worked at the facility for just over one (1)
year for. She further stated she had naver had
training wih the Fire Department and she did not
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F 518} Continued From page 23 F 518 competency covering

emergency preparedness,
disaster planning, and fire
policy and procedures, The
comprehensive test was
develfoped on June 12, 2011 by
the social service director and
the weekend RN supervisor,
Associates are required to score
75% or greater to 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 meetings.

Compllation of the test result
are assessed by the QA team
and utifized to identify specific
topics for future and ongoing
training. An annual inservice
calendar incfuding training
topics of emergency procedures
was developed and submitted
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to the administrator for
approval to assure training
topics are included on an
ongoing basis. To ensure
continued compliance the staff
development coordinator will
conduct this ccmprehensive
test annually and at orientation
to assess identify and
implement training needs,

Fire safety training was
presented by the Lexington Fire
Department on fune 7, 2011
and was filmed and formatted
as a DVD. All new associates are
required to watch the Fire
Safety DVD as part of the new
hire orientation process
conducted by the staff
development coordinator. The
Lexington Fire Department will
be included in fire and safety all
hazards bi-annual required
tratning.

4. How will the facility
monitor its
performance to make
sure that solutions are
sustalned?




Elopement drills are conducted
monthly, by the social service
director, to test the associates
competency refated to
education of supervision and
performance for preparation in
the event of an elopement.
Associates also participate in
fire dritls monthly, inctuding
each shift quarterly, which
addresses exit doors and
emergency system disablement
of the magnet lock system. All
hazard drills are afso conducted
by the maintenance and staff
development coordinator,
guarterly, to cover a wide range
of possible hazardous
situations. These elopement
drifls, fire drills and aft hazard
drilfs are documented and
copies are provided to the
community director of
engineering, and the regional
director of maintenance per
Brookdale Senior Living
oversight requirements These
dritls will 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
institute any necessary training
and oversee any corrective
action.

On June 5, 2011, the QA team
{administrator, director of
nursing, staff development
coordinator, RN weekend
supervisor, social services
director, south unit
coordinator, north unit
coordinator) discussed how to
monitor associate competency
in evacuation plans, fire safety
and emergency response. The
north unit coordinator
developed a monitoring tool,
the guality assurance review
formonlunes, 2011, to
evaluate the effectiveness of
associate education to confirm
associate competence
regarding evacuation plans, fire
safety and emergency
response. This monitoring is
completed at least six {6} times
per day, seven days a week and
is conducted by the
administrator, director of
nursing, staff development
coordinator, RN weekend




supervisor, social services
director, south unit
coordinator, north unit
coordinator, healthcare Haison,
admissions coordinator,
supplies coordinator, or MDS
nurse. The associates were
tested both individually and in
groups to determine level of
competency. Any lack of
appropriate knowledge that is
discovered is immediately
addressed with one-on-one or
group re-education by the
individual conducting the
monitoring. Results of the
monitoring are reviewed daily
by members of the QA
committee consisting of the
administrator, director of
nursing, staff development
coordinator, RN weekend
supetvisor, social services
director; south unit
coordinator, north unit
coordinator, healthcare liaison,
admissions coordinator,
supplies coordinator,
maintenance director, or MDS
nurse. This monitoring system
will be reviewed through the
Cuuality 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
Director of Richmond Piace.

To ensure continued
comphiance the staff
development coordinator wifl
conduct the comprehensive
test annually and at orientation
to assess identify and
implement training needs.
Compilation of the test result
are assessed by the QA team
and utilized to identify specific
topics for future and ongoing
training. An annual inservice
calendar including training
topics of emergency procedures
was developed and submitted
to the administrator for
approval to assure training
topics are included on an
ongoing basis. Test scores for
new hires will be monitored by
the quality assurance
committee during monthly QA
meetings and for the annual
testing the month following
annual education and testing.




Members of the Quality
Assurance committee met daily
to develop changes and
revisions and competencies 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 wifl continue to meet with
the Medical Director weekiy or
more often if deemed
necessary to review and
evaluate the effectiveness of
the action plans as described
above in order to ensure
corrective action is sustained.
Adjustments to these schedules
can be made whh the approval.
of the medical director,
corporate clinical nurse
consultant and executive
director.

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

All processes as stated above
provide evidence to show all
cofrective action was
completed for F 518 by 7/1/11.
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think anyone had. Interview with RN #2, on i B

06/01/11 at 6:30 PM, revealed she had received
no prlor training related to fire emergencies and
had started working on 4/03/11. Interview with
SRNA #2, on 06/01/11 at 6:36 PM, revedaled she
had not had flre emergency training aven though
she had been working at the facllity for three {3)
months. While review of the staif In-service
records revealed the facllity provided orjentation
training related to Safety and Disaster
Preparedness Introduction, Fire Safety and
Evacuation Plan In Case of Flre, there was no
evidence the facllity ensured staif competence
related o fire safety and evacuation plans.

Continued Interview with the Adminlstrator on
06/01/11 revealed the facility completed the
required drllls and then in-serviced staff if
problems with staif response were identified;
however, interviews with staff who responded to
the flre on 05/2%9/11 revealed they did not foliow
the facility's policy for response to a fire.
Furthermore, the facllity could provide no
documented evidence that they tested the stalis'

competence of the tralning to ensure approptiate F-520 Quality Assessment and
actlon would be taken in the event of afire,

F 520 483,75(0){1) QGAA F 520 Assurance

§8=K | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS The facility maintains a quality

assessment and assurance

A facllity must malntain a quality assessment and committee {QA team members

assurange committee conslsting of the director of that include director of nursing,
nursing serviess; a physician designated by the . . -
iacllity; and at least 3 other members of the medical director (a physician},
facllity’s staff, the administrator, director of

. social services, director of
The guality assessment and assurance A
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F 520 | Continued From page 25 F 500!  admissions, director of lifestyles

commitiee meets at least quarterly to identify- programming, the unit

Issues with respect to which gualily assessment coordinators, the MDS nurses,
and assurarnice activities are necessary; and ) i
develops and implements appropriate plans of medical records coordinator,
actlan to correct ldentifled C‘;Uﬂmy daflclencles, business office ma |"|age"'j
AState or the Secretary may not requlre environmental services team
disclosure of the records of such committee : leader, the maintenance director
except Insofar as such disclosure Is related to the .

compliance of such committee with the and the d:etz{ry manager} that
requirements of this sectlen. develop and implement
appropriate plans of actlon to
Good faith attempis by the commitiee to identliy PP pk p .

and correct quality deflciancies will not be used as correct identified quality

a basls for sanctlons. deficiencies.

This REQUIREMENT is not met as evidenced 1. How will the corrective

by; action be accomplished for
Based on observation, interview, Emergency those residents found to
Plan review, and Grading Permit review, it was

determined the faclity falled to ensure the quality have been affected by the

assessment and assurance commilttee ((QA) was deflclent practice?
effective in identifying and correcting quality

Issues with the potentlal for negatively affecting On June 1, 2011 at 6 pm, the
resldents. The faclity's quallty assurance north unit coordinator and the
committee falled to ensure the resldent staff development coordinator,

environiment remained as iree of accident

hazards as is possible; and each resldent both who are licensed practical

recelves adequate supervisfon to prevent nurses inliiated a 24-hr fire
accldents. The facillty falled to ldentify two {2) . . )
emergency exit doors {sauth), which led to watch. All associates involved in
construction areas, did not have a safe path to a the fire watch underwent

public way and failed to ldentify the accessibility training in fire watch policy

for residents to use the exlts, These fallures
prevented the facllity from Implementing effective procedures prior to being

measures to ensure appropriate supervision of assigned to fire watch duties.
the two exit doors or to prevent accessibility while
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having an unsafe path to a public way during
construction desplte having a committee meeting
on-05/11/11 which discussed a new fire education
&nd plan. Furthermore, the facility failed to
ensure staff was trained regarding emergency
evacuation procedures related to the two south
flre exits affected by the constructlon and failed to
train stali related to supervision of the accessible
exits. These two south fire exits were the nearest
exit, per the facility's evacuation plan, for fifty-five
(55) of the facility's eight-four {84) resldents.

Based on the above findings Rk was determined
the facility failed to have an eifective system to
identlfy quality of care issues to ensure resldents
recelved qualtty of care to ensure the resident
environment remained as iree of accident
hazards as Is posslble, and each resident
recelves adequate supervision to prevent
accldents, which was llkely to cause serlous
Injury, harm, Impalrment or death. Immediate
Jeopardy was ldentified on 06/02/11 and was
determined {0 exist on 12/28/10.

The findings Include:

Revlew of the facility's emergency evacuation
plan revealed staii was to evacuate resldents to
the nearest exit. On 12/28/10, per Interview with
the Construction Superintendent and raview of
the Grading Permlt revealed construction began
by dlgging a retentlon pond varying In size from
twenty-iive (26} foot hole to a twelve (12) deep
foot deep ditch which was elght (8) feet wide.
This construction affected the two (2} south flre
exlt doors, On 05/31/11 at 2:00 PM, observation
revealed the fire exit located near the Physlcal
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F 520 | Continued From page 26 Fs0| !'@ining included, but was not

limited to: process of monftoring
for signs of fire or smoke,
instruction to immediately
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
refated scheduling of associates
was conductgd 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 duties.

The associates assigned to fire
watch dutles documented the
fire watch rounds every 15
minutes during their asslgned
periods. During each fire watch
round the deslgnated associate
monitored for any signs of fire or
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F 520 | Continued From page 27 F 820 smoke and listened for the
Therapy department led to an uneven rocky and annunciation of alarms that
dirt surface. The exit located nearest to resident would indicate that an exterior
rooms 230 and 231 led to a ditch, which was
approximately twelve (12) feet deep. There was door had been opened.
no evidence that the facillty had implemented a Associates were instructed to
change in the emergency evacuation plan or 7 . .
provided tralning to staif relatéd to the follow the procedures outlined in
accessiblity, appropriate use of the exits and the the fire safety policy and training
nead for monitoring the exits aiter the they had received to maintain
construction began on 12/28/10. e'y adrecelve !

) resident safety,
Interview with the Administrator, on 08/01/11 at
4:25 PM, revealed the a Quallty Assurance Initiation of monitering for
Commiltter maoting was held on 05/11/11 In . . ) ;
which & new flre education and plan developed by immediate accident and fire
the corporate office had been discussed. While hazards was discussed at a QA
the facllity's committee met, the facllity could team meeting attended by the
provide no evidence of actlon taken to ensure the o )
safety of resldents In having a safe path 1o a administrator, the director of
S}UbFFC Way for the two SOUt.h exlts, or ensurlng . nursing, staff devefgpment
monltoring of the south exit doors while the exit di MDS
doors were accesslble to all resldents, staff, and coordinator, two
visitors, coordlnators, supplies
Interview with the Administrator on 06/03/11 at c?ordl nator, S.OC‘IaF serwcesj
7:00 PM revealed the precautions taken to director, admissions coordinator,
ansure the two (2} exits In the back of the facility healthcare liaison, north unit
were not used included the wander guard system, ) }
signs which stated it was a constructlon area do coordinator, south unit
not use and key pads which had a code that no coordinator, lifestyles
ong except maintenance knew the code to . : ,
operate. The only new addltion was the sign aiter coordinator, medical records
the construction began. Further Interview with the coordinator, business office
Administrator, on 06/07/11 at 4:25 PM, revealed .
y St ) Imanager, dietary imanager, and
no problems had previously been identlfled with nag _e v g¢
the fire safety and evacuation plan and he felt the housekeeping team leader on
precautions taken were appropriate to keep June 1, 2011. The QA team
Indlviduals from exiting the two (2) back exit ’
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/17/2011
FORM APPROVED
OMB NO. 0938-0361

doors. However, SRNA #11 interview, on
06/06/11 at-5:35 PM, revealed he had observad
two {2) residents, Resldent #3 and #86, attempt to
exit the bullding through the iront door by pushing
down on the panlc bar which caused the door to
alarm, The facllity Soclal Services Director
Identified eight {8) resldents requiring supervision
due to cognitive deficlts, lack of safety
awareness, risk for elopement and who the
facllity had applied wander guard bracelets to
assist In supervision. The Administrator further
acknowledged both doors would unlock and open
¥ the doors’ panlc bars had been engaged for
fifteen (15) seconds.

Observation, on 06/01/11 at 2:00 PM, at 3:00 PM
and 4:00 PM and on 06/02/11 at 8:00 AM, 11:00
AM and 2:00 PM, revealed no stafi was
supervising the exlt door nearest PT or the exit
door nearest resldent rooms 230 and 231.
Interviews with SRNA #2, on 06/01/11 at 6:36 PM,
and Licensed Practical Nurse (LPN) #3, on
06/1/11 at 6:53 PM, revealed these staif would
have used the south flre exlts to evacuate
resldents should an event have required
evacuation. Further Interview with SRNA #2
revéaled she had recelved no tralning to monltor
doors related to residents accessing and exiting,
In case of an emergency. ‘

The faclity was unable to provide documented
evidence the quality assurance committes
identifled guality concerns related to the two
south fire exits and took actlon o secure a sale
path to a public way and monitoring the fire exits
while the exits paths were affected by the
construction, Furthermore, the facllity quallty
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“Form. Using this Environment QA

onjune 1, 2011 developed a
maonitoring system designed to
identify accidents and hazards in
resident rooms to provide a safe
physical environment within the
facility. The monitoring system
uses a too! called the quality
assurance review form for
environmental rounds
{hereinafter referred to as
Environment QA Form or, On
June 1%, an In-service with all
members of the Angel round
manager asslgnment was
conducted by the administrator
and social services director on
the use of the Environment QA

Form, all resident rooms were
searched on June 1, 2011 by
members of the Angel round
manager assignment Any items
that were deemed potentjally
hazardous were removed from
the environment immediately by
the angel round managers.
Removed items were then

FORM CM3-2687(02-99) Previous Verslons Obsolsle

Evgnt I0: AGWUTT

Faclity 10: 1005724

Il continualion shest Page 2§ of 30




PRINTED: 06/17/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICABE & MEDICAID SERVICES OMB MNOC. 0938-0381
STATEMENT OF QEFICIENCIES (X1) PROVIDERVSUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETEQ
A BUILDING i
C
B. WING
186463 06/06/2011
NAME OF PROVIOER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIF COOE
2770 PALUMBO DRIVE
ICHMOND PLACE ITATION HE.
RICH CE REHABILITATION AND HEALTH CENTER LEXINGTON, KY 40509
£X4) 10 SUMMARY STATEMENT OF OGFICIENCIES 10 PROVIOZRS PLAN OF CORRECTION )
PREFIX {EACH OEFICIENCY MUST BE PRECEDEO BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUIO BE COMPLETION
TAG AEQULATORY OR LSC JOENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE BATE
CEFICIENGY)
F 520 | Continued From page 29 F5po| discussed at the QA meeting on
assurance commilttee was unable to provide June 2, 2011 and appropriate
evidence that they had Identified the naed for interventions for items were
training of staff regarding the flre exlis {0 ensure A
staif was trained regarding the appropriate, safe discussed. ftems determined by
use of these two (2) exlits or monitoring of the the team as potentially
exlts due to construction. :
hazardous were removed from
the building.
2. How will the facllity identify
other residents having the
potential to be affected by
the same deflclent 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 inabllity to accurately
describe emergency procedures
related to fire, it was determined
that al residents and associates
could be affected.
3. What systemic changes will
be made to ensure that the
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deficient practice will not

recur?
Throughout the week, Monday
through Friday starting June 1,
2011, the Quality Assurance
comimittee was assigned areas to
monitor for potentially hazardous
items. If problems were found,
immediate corrections were
made and noted on the
Environment QA Form. Follow-up
round was made by Wednesday
of each week and noted to verify
the corrective action had been
sustajned. Completed
Environment QA Forms were be
submitied to the admissions
coordinator every Wednesday to
verify all resident rooms have
been monitored. Any concerns or
potential problems are reviewed
and addressed in the daily,
Monday through Friday, stand up
meetings. This monltoring system
is 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
Executive Director of Richmond
Place,

On June 8, 2011 a QA team
meeting was conducted with the
Medical Director, the Vice
Presldent of Clinical Services for
Brookdale Senior Living, the
Regional Director of Clinical
Services for Brookdale Senior
Living, and the community GA
team members that include
director of nursing, medical
director {a physician), the
administrator, director of social
services, director of admissions,
director of lifestyles
programming, the unit
coordinators, the MDS nurses,
medical records coordinator,
husiness office manager,
environmental services team
teader, the maintenance director
and the dietary manager. During
the meeting, Appendices were
reviewed and approved as well as




revisions to the emergency
preparedness and response
policy and procedure manual.

©n June 8, 2011 the Regional
Director of Clinical Services
reviewed Brookdale policles and
reeducated the administrator on
the Quality Assurance overview
policy and procedures to assist
with quality assurance
compliance. The facility Medical
Director, Regional Director of
Clinical Services and Executive
Director of Richmond Place will
recejve 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. These updates will
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 will the facllity monitor
its performance to make
sure that solutions are
sustained?

Elopement drills are conducted

monthly, by the social service

director, to test the associates
competency related to education
of supervision and performance
for preparation in the event of an
elopement. Associates also
participate in fire drills monthly,
including each shift quarterly,
which addresses exit doors and
emergency system diseblement
of the magnet lock system. 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, fire drills

and all hazard drills are

documented and copies are




provided to the community
director of engineering, and the
regional director of maintenance
per Brookdale Senior Living
oversight requirements These
drills 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 fune §, 2011, the QA team
(administrator, director of
nursing, staff development
coordinator, RN weekend
supervisor, social services
director, south unit coordinator,
north unit coordinator) discussed
how to monitor associate
competency in evacuation plans,
fire safety and emergency
response. On june 5, the north
unit coordinator developeda
monitoring tool, the guality
assurance review form to
evaluate the effectiveness of




associate education to confirm
associate competence regarding
evacuation plans, fire safety and
emergency response. This
monitoring of education is
completed at feast six {6} times
per day with one on ohe or group
interviews, seven days a week
and is conducted by the
administrator, director of
hursing, staff development
coordinator, RN weekend
supervisor, social services
director, south unit coordinator,
north unit coordinator,
healthcare fiaison, admissiens
coordinator, supplies
coordinater, or MDS nurse. . The
associates were tested both
individually and in groups to
determine level of competency.
Any lack of appropriate
knowledge that is discovered is
immediately addressed with one-
on-one or group re-education by
the individual conducting the
monitoring. Results of the
monitoring are reviewed daily by




the administrator, director of
nursing, staff development
coordinator, RN weekend
supervisor, social services
director; south unit coordinator,
north unit coordinator,
healthcare liaison, admissions
coordinator, supplies
coordinator, maintenance
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 are approved by
the Executive Director of
Richmond Place.

Members of the Quality
Assurance committee met daily
to develop changes and revisions
and competencies of data
collected from afl systemic
changes. The Administrator,
Director of Nursing and at feast
three members of management
met and will continue to meet
with the Medicaf Director weekly




or more often if deemed
necessary, starting 6/28/11, to
review competencies and data
collected from all systemic
changes for any
recommendations hecessary and
wilt continue to meet until the
corrective actions have been
sustained. Adlustments to these
schedules can be made with the
approval of the med|cal director,
corporate clinical nurse
consultant and executive
director.

5. The date that the corrective
action was compfeted;

All processes as stated above

provide evidence to show all

corrective action was completed

for F 520 by 7/1/11.
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unprotected construction. The facility is fully
sprinklered. The facility has two (2) smoke
compartments.

An abbreviated Life Safety Code Survey
investigating ARO#00016496 was initiated on
05/31/11 and concluded on 06/06/11.
ARO#00016496 was substantiated with
deficiencies cited. The Highest scope and
severity cited was a "K". K-Tag #38 was cited
due to two (2) exits that were not useable due to
outside construction. This deficiency has been
identified as Immediate Jeopardy beginning
12/28/10 and is ongoing. K-Tag #48 was cited
due to staff not following the facility's emergency
response policy and procedures manual scope
and severity cited was an "F".
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This STANDARD is not met as evidenced by:
NFPA 101 LIFE SAFETY CODE STANDARD
Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1.19.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide an exit access from the building
that could be kept clean and provide a hard
surface during all weather conditions that would
be readily accessible at all times. Also the facility
failed to ensure exits in the area undergoing
construction were inspected daily for compliance
with 7.1.10.1 of National Fire Protection
Association 101. The deficient practice affected
two (2) of two (2) smoke compartments, fifty-five
(55) residents, nine(9) staff and visitors.

The facility is licensed for ninety (90) beds with a
census of eighty-five (85) the day of survey. On
05/29/2011 at 4:00 AM a fire occurred in resident
room#117. Staff interviews on evacuation
procedures revealed they were to evacuate out
the southeast and southwest exits. The facility
failed to notify Staff that the exits could not be
used and no alternate evacuation plan/routes
were created and or implemented.

The facility's failure to ensure safe exit access
from the building created a condition that was
likely to cause serious injury, harm, impairment,
or death.

Immediate Jeopardy was identified on 06/02/11
and it was determined to exist on 12/28/10 and
is ongoing.
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The findings include:

Observation on 05/31/11 at 2:00 PM revealed
the southeast and southwest exits were not
useable due to the exits discharging into an
ongoing construction zone. There was no hard
surface to a public way from either exit.
Approximately eight (8) feet from the southeast
exit door there was an open ditch eight (8) feet
wide by twelve (12) feet deep. The southwest exit
dropped down about eight (8) to ten (10) inches
on to an uneven surface. The uneven surface
was made up of large rock and dirt. In the event
of fire or other emergency the existing conditions
at the southwest exit would prohibit evacuation of
residents by wheeled devices and ambulatory
residents would be at extreme risk of falls even
with assistance. The southeast and southwest
exit doors were equipped with delayed egress
and keypads and the doors were operational at
the time of inspection. Evacuation routes found
posted in corridors revealed the pull stations and
fire extinguishers were not accurately identified.
This was confirmed by the Administrator during
the exit interview.

Interview with the facility Administrator and
Construction Superintendent, on 06/02/11 at
10:00 AM, revealed that they were not aware that
emergency exits require a hard surface path of
travel to a public way.

Interview on 06/02/11 at 08:30 AM with the
State Building Inspector revealed that he was at
the facility on 04/07/11 for a preliminary
inspection of the new building and advised the
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Construction Superintendent to keep exit
discharges clear at all times.

Interview on 06/02/11 at 10:00 AM with the
Construction Superintendent revealed that
construction of the new building at the rear of
existing facility began on 12/28/10 . He stated
that construction of a (25 X 25) foot retention
pond began that day approximately ten (10) feet
away from the southeast exit door. He also
stated that he was unaware of the hard surface
requirement to the public way and that the project
is expected to be

completed sometime in August, 2011.

Interview on 06/02/11 at 11:30 AM with the
facility Administrator revealed the Construction
Superintendent told him the exits were okay. This
was confirmed by interview with the Construction
Superintendent on 06/02/11 at 10:00 AM.

Interview on 06/01/11 at 2:00 PM with State
Registered Nursing Assistant (SRNA) "A"
revealed that in the event of fire or need to
evacuate she would use the southeast or
southwest exits or whichever exit is the closest.
She also stated that she was not aware that the
rear exits could not be used.

Interview on 06/01/11 at 2:15 PM with State
Registered Nursing Assistant (SRNA) "B"
revealed she would use closest exit in the event
of fire or need to evacuate and was not aware the
southeast and southwest exits could not be used.

Interview on 06/03/11 at 12:10 PM with
Registered Nurse (RN) #1 revealed that if the fire
in room # 117 on 05/29/11 had been a situation
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that required residents to be evacuated she
would have used the southeast and southwest
exits.

Interview on 06/01/11 at 12:13 PM with

Licensed Practical Nurse (LPN) #1 revealed if
evacuation was needed the morning of the
fire(05/29/11) she would have used the southeast
exit.

Actual NFPA Standard: NFPA 101, 7.5.1.1. Exit
access shall be arranged that exits are readily
accessible at all times.

Actual NFPA Standard: NFPA 101, 7.1.10.1.
The means of egress shall be continuously
maintained free of all obstructions or
impediments to full and instant use in the case of
fire or emergency.

Actual NFPA Standard: NFPA 101, A.7.1.10.1*.
A proper means of egress allows unobstructed
travel at all times. Any type of barrier including,
but not limited to, the accumulations of snow and
ice in those climates subject to such
accumulations is an impediment to free
movement in the means of egress.

Actual NFPA Standard: NFPA 101, 7.7.1. Exits
shall terminate directly at a public way or at an
exterior exit discharge. Yards, courts, open
spaces, or other portions of the exit discharge
shall be of required width and size to provide all
occupants with a safe access to a public way.

NFPA 101, 19.7.9.2 The means of egress in any
area undergoing construction, Repair or
improvements shall be inspected daily for
Compliance with of 7.1.10.1 and shall also
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comply with NFPA 241, Standard for
Safeguarding Construction, Alteration, and
Demolition

Operations.

K 048 | NFPA 101 LIFE SAFETY CODE STANDARD K 048

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:
NFPA 101 LIFE SAFETY CODE STANDARD
There is a written plan for the protection of all
patients and for their evacuation in the event of
an emergency. NFPA 101 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1VJJ21 Facility ID: 100572A If continuation sheet Page 6 of 12



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

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

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
(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
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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
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

K 048
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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
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
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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
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
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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
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

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
185463 06/07/2011
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 048 | Continued From page 10 K 048

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1VJJ21

Facility ID: 100572A If continuation sheet Page 11 of 12




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

PRINTED: 01/28/2013

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185463

(X2) MULTIPLE CONSTRUCTION
A.BUILDING 01 - MAIN BUILDING 01
B. WING

(X3) DATE SURVEY
COMPLETED

06/07/2011

NAME OF PROVIDER OR SUPPLIER

RICHMOND PLACE REHABILITATION AND HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

2770 PALUMBO DRIVE
LEXINGTON, KY 40509

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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