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Based upon implementation of the acceptable
PQC, the facility was deemed to be in
compliance, 11/05/15 as alleged.
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Reduction Project (0938-0380), Washington,
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(Y1) Provider/ Supplier/CLIA/
Identification Number

185194

{Y2) Muitiple Construction
A. Building

B. Wing

(Y3) Date of Revisit
11/12/2015

Name of Facility

THE FORUM AT BROOKSIDE

Street Address, City, State, Zip Code

200 BROOKSIDE DRIVE
LOUISVILLE, KY 40243

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown to the left of each

requirement on the survey report form).
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
This Plan of Correction is The Forum at Brookside's credibje
F 000 | INITIAL COMMENTS F 000 allegaiion of compliance,
Preparation and/or execution of this plan of correction a"oe‘
A Recertification Survey was inliated on ool it o et e e of
10/20/15 and conciuded on 10/22/15 with statement of deficiencies, The plan of correction is prepared
deticlencies cited at the hightest scope and and/or executed solely because it Is required by the provisions
s everlty of a"D" of federal and state law.
F;gig &8;\3,355 (é)%g%ESDETERMINATION RIGHT TO Fad2 ¥ 242 S8=D SELF-DETERMINATION{ 11/05/13
RIGHT TO MAKE CHOICES
The resident has the right to choose activities,
schedules, and health care consistent with his or L How the corrective action
her interests, assessments, and plans of care; will be accomplished for the
interact with members of the community both affected resident: The
inside and outside the facility, and make choices Director of Nursing (DON)
about aspects of his or her life in the facility that contacted the resident’s Nursg
are significant to the resident. Practitioner (NP) on 10/23/13
via telephone for an order foy
) Physical Therapy to evaluate
Tb“hss REQUIREMENT is not met as evidenced for wheel chair management.
y: i
Based on observation, Interview, record review, g&iﬁg%f ;235;?;;;‘1&&?3/
and facllity policy review, it was determined the wheelchair scooter assessmet
facility failed to allow the right of a resident to ith Resident #15. Tt i
exercise his/her autonomy related to what was With Hesi e.n + 116 Spee
important to his/her life for one (1) of fifteen (15) ofthe.govemor was adjusted
sampled residents, (Resident #15). The facility to an increased safe speed. The
placed a governor on Resident #15's powered governor was raised from 2776
wheelchalr, to slow down the speed, without a to 50%, based on the
safety agsessment to determine if the resident assessment. Resident #15
was safe at the faster speed. agreeable and content with the
current speed.
The findings include: 1L How corrective action will be
_ accomplished for those
Review of the facility's policy regarding Safe residents having potential to
Operations of Mgtorized Vehicles, dated 03/30/11, be affected: Resident# 15 ik
revealed the facility promoted the safe operation the only resident currently
of motorized vehicles, including scooters, carts, using an electric/motorized
wheelohqtrs, or simllar devices assnsting residents wheelchair. Resident #15
with mobility for the protection of all residents. participated in therapy for
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The faglliity's policy was to respect the need to
accommodate the right of individuals with
disabilities to use motorized vehicles without
undue rastrictions. The facllity's policy defined
motorized vehicles Included motorized scooters
used to assist with mobility. If the resldent had
been involved In an accident with his/her
motorized vehicle, the Administrator would
request the resident's physician to order an
occupational or physical therapy evaluation of the
resident to determine whether a reasonable
restriction or modification to the motorized vehicle
would address the safety concermn. ‘

Review of Resident #15's clinical record revealed
the facllity admitted the resident on 03/31/14 with
the diagnoses of Hereditary and ldiopathic
Neuropathy, Chronic Knee Pain, Generalized
Osteoarthritis, and Qveractive Bladder,

Review of Resident #15's Annual Minimum Data
Set (MDS) assessment, completed on 03/02/15,
revealed the facility assessed the resident's Brief
Interview for Mental Status (BIMS) as an eleven
(11) of fifteen (15) meaning the resident was
interviewable ptior to the August assessment.
Review of Resident #15's Quarterly MDS
assessment, completed on 08/26/18, revealed
the facility assessed the resident's BIMS as a
fifteen (15) of fifteen (15) meaning the resident
was interviewable.

The facility was unable to provide any evidence of
safety assessments related to the motorized
wheelchair completed prior to 07/20/15, Review
of the Motorized Wheelchair Assessment, dated
07/21/15, revealed Resident #15 was safe to use
the elactric wheelchair with the new speed
governor, that did not allow the resident to drive

Preparation and/or execution of this plan of correction dods
not constitute admission or agreement by the provider of the
truth of the facts alleged or conclusions set forth in the
statement of deficiencies. The plan of corvection is prepar¢d
and/or executed solely because it is required by the provisipns
of federal and state law,

1.

Iv.

wheelchair management for
period of two weeks, to ensure
the adjusted speed was
sufficient for safety and
resident’s contentment.
What measures will be put jin
place/systemic changes made
to ensure correction: The
Director of Nursing will
contact the physician or
physician representative if arly
noted changes occur to the
current resident’s ability
(Resident #15) and would then
request order for therapy to
evaluate. The Director of
Nursing would also contact the
Physician or Physician
representative if any new
resident desires to use an
electric/motorized wheel
chair/scooter to request an
order at that time for therapy fo
evaluate/assess prior to use.
How the facility plans to
monitor its performance to
make sure the solutions are
sustained: The Director of
Nursing will review all
residents on the unit with the
desire to use or that currently |-
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too fast. Howaever, the note revealed Resident
#15 preferred to go faster.

Observation, on 10/20/15 at 2:30 PM, of Resident
#15 during the Quality of Life Group Interview
revealed he/she presented to the meeting via a
motorized wheelchair.

Interview with Resident #15, during the Quality of
Life Group Interview, on 10/20/15 at 2:30 PM,
revealed hefshe traveled throughout the facility
via the motorized wheelchair. The resident stated
he/she camae {o the facility with the motorized
wheslchalr, Resident #15 was living on the
premises in another location. The resident stated
there was an incident when he/she stopped to
visit a resident in the living room area, as he/she
was leaving the area the other resident stated,
'you ran over my foot". The resident stated the
other resident may have moved his/her foot
during their conversation. So the facility put
something on the motorized wheelchair to slow it
down too mugch; it now takes him/her forever, to
get to the laundry area. The resident stated
he/she had discussed this concern with the
Administrator, without any resolutions. The
resident further stated it now takes him/her
torever to get anywhere and this really bothered
the resident.

Observation, on 10/22/15 at 2:18 PM, of Reslident
#15 revealed hefshe presented himself/herself to
the Administrator's office requesting to speak with
the administrator. Continued observation of the
conversation between the Administrator and
Resident #15, on 10/22/15 at 2:20 PM, revealed
Resldent #15 had verbalized ongoing concerns of
his/her wheelchair being so slow and it caused
frustration when attempting to do his/her laundry.

Preparation and/or execution of this plan of correction doe:
not constitute admission or agreement by the provider of th
iruth of the facts alleged or conclusions set forth in the
statement of deficiencies. The plan of correction is preparei!
and/or executed solely because i is required by the provisi
of federal and state law.

>3

use an electric/motorized
wheelchair has completed
current assessments for the us
of Motorized Wheelchair.
Every month. Copies of all
assessments will be provided
during the facility’s Quality
Assurance Committee. If any
resident is found without an
assessment for a motorized
wheelchair that currently uses
one the Physician or Physicia
Representative will be notifie
immediately and an order
would be obtained for therapy
to evaluate/assess. Therapy
would be notified immediately
for needed assessment. All
assessments will be reported
the Administrator monthly or
immediately if a concern is
noted and tracked and trendec
through Quality Assurance for
the next six months. The
Quality Assurance Comnitteg
will continue to monitor
findings from the review of
assessments until compliance
is sustained for six months.
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The Administrator reminded Resident #15 they
have had ongoing conversations about the
governor being placed to slow the motorized
wheelchair related to the two (2) prior accldents
the resident had. The resident continued to
plead his/her case based on the longevity of
owning the motorized wheelchair and no prior
accldents except for the one mentioned. The
resident continued to state the frustrations felt
when traveling out of the facility.

Telephonic interview with Occupational Therapist
(OT) #1, on 10/22/15 at 2:45 PM, revealed a
safety assessment was completed with Resident
#15 after the governor was placed on the
wheelchalr. She stated she did not recall
completing any safety assessments with the
resident before the governor was placed on the
motorized wheelchair.

Interview with the Administrator, on 10/22/15 at
3:15 PM, revealed the distance between the
faciiity and the location Resident #15 traveled via
motorized wheelchalr for laundry services was
gight hundred and twenty-one (821) foot (ft.) each
way.

Interview with Certified Nursing Assistant (CNA)
#7, on 10/22/15 4:25 PM, revealed he was
familiar with Resident #15's mobility throughout
the facility. He stated the resident moved about
pretty fast before the motorized wheelchair was
slowed down. He stated he never saw Resident
#15 have any accidents with the motorized
wheelchalr, or run into anyone.

Interview with LPN #1, on 10/22/15 at 4:30 PM,
revealed he was familiar with Resident #15. He
stated he had seen Resident #15 in his/her

FORM CMS-2667(02-99) Previous Verslons Obsolste Event iD: ZTM11 Facility ID: 100651 V If continuation shest Page 4 of 6
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motorized wheelchair being utilized for
self-transportation in the facility and when he/she
goes out. He stated he had not witnessed
Resident #15 exhibit any unsafe use of the
motorized wheelchair before the speed was
turned down. LPN #1 stated he was aware there
had been an accident with the mototized
wheelchair and the speed was decreased,

interview with the Assistant Director of Nursing
(ADONY), on 10/22/15 at 4:35 PM, revealed she
was famifiar with Resident #15 and his/her
motorized wheelchair. She stated she was new
to her current position and was the weekend
supetvisor prior to this position. She stated she
had not seen Resident #15 be unsafe with the
motorized wheelchair before or after the speed
was slowed down on the wheelchair,

interview with the Administrator, on 10/22/15 at
4:45 PM, revealed Resident #15, had two (2)
accidents, 07/02/15 and 07/10/15, at which time
the facility had a company to place a governor on
the motorized wheelchair, She stated the facility
| did not complete a post incident investigation,
which would have been helpful to determine the
circumstances involved with the incidents. She
stated the facility was trying to protect all the
residents and this was the only powerized
wheelchair in the facility. She stated the governor
was placed on the motorized wheelchair on
07/20/15 and Occupational Therapy (OT)
completed the safety assessment on 07/21/15.
She stated she did not obtain a safety
assassment with the resident using the motorized
wheelchalr prior to the governor being placed.
She stated the rasident's safety awareness with
the motorized wheslichalr was not assessed at
any time prior fo the governot placement ot since
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7?17 Provider / Supplier / CLIA/ (Y2) Muitiple Construction (Y3) Date of Revisit
Identification Number A. Building
] 185194 E B. Wing 01 - BROOKSIDE SENIOR LIVING 11/16/2015 )
Name of Facility Street Address, City, State, Zip Code
THE FORUM AT BROOKSIDE 200 BROOKSIDE DRIVE
LOUISVILLE, KY 40243 -

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previcusly
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).
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Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC K0050 LSC K0052 LSC Ko062
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # . Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
. Completed Completed Completed
1D Prefix ID Prefix ) ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC N
Reviewed By Reviewed Date Signature of Surveyor: Date:
State Agency . A,W/ g ‘
Reviewed By - | Reviewed By Date Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: - Check for any Uncorrected Deficiencies. Was a Summary of
10/22/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

Form CMS - 25678 (8-82) Page 1 of 1 Event ID:  1ZTM22
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(X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

185194

{X2) MULTIPLE CONSTRUCTION
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{X3) DATE SURVEY
COMPLETED

10/22/2015

NAME OF PROVIDER OR SUPPLIER

THE FORUM AT BROOKSIDE

STREET ADDRESS, CITY, STATE, ZIP CODE
200 BROOKSIDE DRIVE
LOUISVILLE, KY 40243

X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

s} PROVIDER'S PLAN OF GORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X8)
COMPLETION
DATE

K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1991
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF DP

TYPE OF STRUCTURE: One (1) story, Type lil
Protected. -

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE BARRIER: The non-certified facility and the
Skilled Nursing Facility were separated by a
two-hour fire barrier.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors, upgraded in 2001.

SPRINKLER SYSTEM: Complete automatic (wet
in the occupied space and dry in the attic space)
sprinkler system, upgraded in 2001.

GENERATOR: Two (2) Type |l generators, 125
KW and 75 KW, Fuel source is diesel.

A Recertification Life Safety Code Survey began
utilizing the 27868, Short Form. Concerns were
identified during the review of the facility's records
and the survey was changed to proceed with the
2786R, Standard Form. The Survey was initiated
on 10/21/15 and concluded on 10/22/15. The

K 000

(ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Ja

N

TITLE

L« VHA

al

{X6) DATE

Any deficlency statement ending with an asterisk
other safeguards provide sufficlant protection ta the patients. {
following the date of survey whether or not a plan of correction |
days following the date thess documents are mada available to the faciiity. If deficlencles are cited, an approved plag

program participation,

(*) dénotes a deficiency which the Institution may be extused from cor
See Instructions.) Except for nursing homes, the findings stated ab
s provided. For nursing homes, the above findings a

recting providing it I5 determindd tha
¥oi

ii//b{//S‘
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - BROOKSIDE SENIOR LIVING COMPLETED
185194 B. Wina 10/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 BROOKSIDE DRIVE
THE FORUM AT BROOKSIDE LOUISVILLE, KY 40243
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
This Plan of Correction is The Forum at Brookside s
K 000 | Continued From page 1 K 000 credible allegation of compliance.
facmty was found not in pompiiance with the Preparation and/or execution of this plan of correction
Requirements for Participation in Medicare and does not constitute admission or agreement by the
Medicald. provider of the truth of the facts alleged or conclusions
set forti.r in the statement of deficiencies. The plan of
The findin gs that follow demonstrate ?‘to_rreclzo‘n is pt‘eparec{ andf/or executed solely because
noncomp!iance with Title 42, Code of Federal it is required by the provisions of federal and state law.
Regulations, 483.70 (a) et seq. (Life Safety from K050 SS=F NFPA 101 Life Safety Code|  11/14/1
Fire).
Standard
Deficiencies were cited with the highest scope , ) X
and severity identifled at an F level. L How the corrective action
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050 will be accomplished for the
SSeF affected resident: The No

Fire drills are held at unexpected times under
varying conditions, at least quartetly on each shift.
Tha staff Is familiar with procedures and Is aware
that drifls are part of established routine.
Responslbility for planning and conducting drills is
asslgned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcament may be used instead of audible
alarmg.  19.7.1.2

This STANDARD is not met as svidenced by:
Based on interview and record review of fire
drills, it was determined the facility failed to
ensure fire drills were conducted quarterly on
gach shift at random times, in accordance with
National Fire Protection Association (NFPA)
standards. The deficiency had the potential to
affect each of the four (4) smoke compartments,
residents, staff, and visitors. The facility has forty
(40) certified beds and the census was thirty-six
(36) on the day of the survey.

specific residents were cited.
1L How corrective action will He
accomplished for those
residents having potential to
be affected: The Forum at
Brookside will ensure that no
resident will be affected by the
cited deficiency, as The
Director of Plant Operations
will ensure that fire drills are
conducted at least quarterly on
each shift and at unexpected
times under varied conditions
on all shifts.
What measures will be put in
place/systemic changes made
to ensure correction: The
Administrator provided in-
service training to The Direct
of Plant Operations and
maintenance technicians on
11/13/135, regarding fire drills
requirements according to
NFPA 101. The Director of
Plants Operations of ==e===-c=-q -

I

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

200 BROOKSIDE DRIVE
THE FORUM AT BROOKSIDE LOUISVILLE, KY 40243
o) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
This Plan of Correction is The Forum af Brookside s
K 050 | Continued From page 2 K 050 credible allegation of compliance.
Preparation and/or execution of this plan of correction
The findings include: does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
Review of the facility's fire drill records, on setfortf; in the statem;nt (:ij; deficiencies. The plan of
10/21/15 at 2:44 PM, with the Plant Operations ga.rrectm;n 1; prelzare andfor executed solely because
Director revealed the facility had been conducting itis required by the provisions of federal and stale law.
fire drills at a minimum of one (1) per shift per At . .
quarter, but had not conducted the fire drills ﬁ:‘gﬁfﬁﬁ?cz Fecmgmi{l 18 f
during the second shift in the first, second and 4 lpl 1 ¢ for con 1‘110 m[%nne
third quarters of 2015 at random times. They rills, at least quarterty. All
were conducted within a one (1) hour time frame maintenance staff received in-
permitted in consecutive fire drills as defined as service training on fire drill
random times. requirements, on 11/13/135.
Education included: fire drill
Interview, on 10/21/15 at 2:46 PM, with the Plant will be conducted at least
Operatlons Director revealed he was not aware quarterly on each shift at
the second shift fire drills were conducted within unexpected times under varied
the one (1) hour time frame permitted in conditions, fire drills will be
consecutive fire drills. conducted at random times,
o consecutive shift fire drills will
The census of thirty-six (36) was verified by the be conducted outside the one
Administrator on 10/22/15. The findings were hour time frame permitted as
acknowledged by the Administrator and verified defined as random times. Fire
by the Plant Qperations Director at the exit : . . >
interview on 10/22/15 Drill training will occur with
) gach maintenance technician
Reference: NFPA 101 Life Safety Code (2000 upon hire and at least annuall
Edition) to ensure staff are qualified to
conduct fire drills, The
19.7.1.2. Fire drills shall be conducted at least Director of Plant Operations
quarterly on each shift and at unexpected times will monitor and conduct fire
under varled conditions on all shifts. drills at least quarterly on each
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 shift and at unexpected times
8S=F under varied conditions on all
Afire alarm system required for life safety is shifts, The Director of Plant
installed, tested, and maintained In accordance Operations will assure fire
with NFPA 70 National Electrical Code and NFPA drills are conducted to meet the
72. The system hag an approved maintenance one hour time frame permitted “i‘q\@s
in consecutive fire drills as---4-

FORM CMS-2667(02-99) Pravious Versions Obsolste
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SO | (EAcH DECIENGY MUST BE PREGEDED B¢ FULL PREFIX B CORRET Ve AGTION SHOULD BE coutiZron
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFEREI&J&:&%}ES&%{{)E APPROPRIATE

This Plan of Correction is The Forum at Brookside s
Ko 50 KT credible allegation of compliance,

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusidns
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it Is required by the provisions of federal and state igw.

defined as random times. Fir
drills will be scheduled and
recorded in the facility work
order system. Training was
completed 11/13/15.

1IV. ~ How the facility plans to
monitor its performance to
make sure the solutions are
sustained: The Administratol
will monitor and ensure that
fire drills are conducted at least
quarterly on each shift and at
unexpected times under varied
conditions on all shifts, through
a monthly review of conducted
fire drills. Quality Assurance
Team will review fire drills a
least q'uarterly. to ensure. W ‘ N‘,g
compliance with regulation.

Lt

solete Event ID: {ZTM21 Facllity 1D: 100551 If continuation sheet Page 10 of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES Ofv(!z){\ég;)s%i%gsm
EFICIENGIES X1} PROVIDER/SUPPLIER/CUIA (X2) MULTIPLE CONSTRUGTION : L
?\ggrg&%‘qg?ggﬂgEc‘%‘g}N wh IDENTIFICATION NUMBER: A, BUILDING 01 « BROOKSIDE SENIOR LIVING COMPLETED
186794 B.WiNG 10/22/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
200 BROUKSIDE DRIVE
THE FORUM AT BROOKSIDE LOUISVILLE, KY 40243
SNT OF DEFIGIENCIES it PHOVIDER'S PLAN OF CORRECTION X5}
é@é& (EA(?&? *éé"é’t@?éﬁé’?«%g?’ée EHEEEDED BY FULL PREFIX (EACH Oogggﬁ’é !é/g ?ﬁ&é"f&%‘&@%« & GOMPLETION
Taa REQULATORY OR 1.SC IDENTIFYING INFORMATION) TAG RO R e oIENav]
This Plan of Correction is The Forum at Brookside 'y
dible allegation of compliancs,
K 062 Continued From page 3 KOsz e
and testing program complying with apepufib*e Preparation andfor execttion of this plan becormcr lon
70 and 72.  9.8.1. does not constitute admission or agreement by the
requirements of NFPA provider of the truth of the fucts alleged or conclusigng
set forth In the statement of deficlencies. The plan ¢f
carrectlon Iy prepared andfor executed solely becawe
1His required by the provisions of federal and state lw.
K052 S8=F NFPA 101 Life Safety Code 11/06/1;
Standard
L How the corrective action
will be accomplished for the
affected restdent: No specific
reyidents were cited,
1. How corrective action will be
This STANDAHRD Is not met as evidenced by: accomplished for those
Baged on Interview and record review of the Flre residents having potential (9
Alarm System, It was determined the facillty falled be affected: The Forum at
to have the Fire Alarm System tested quatterly in Brookside will ensure that nol
accordarice with National Fire Protection restdent will be affected by tije
Assoclation (NFPA) standards, The deficiency vited deficiency, as The
had the potentlal to atfect each of the four (4) Director of Plant Operations
smoke compartments, residents, staff, and will ensure that required fire
vighors, The taclliity has forty (40) certifled beds alarm system Is tested quartenly
and the census wag thirty-slx (86) on the day of in accordance with Natlonal
the survey. Fire Protection Association
\ standards, The Director of
The findings Include: Plant Operations contacted the
' five alarm system conlractor ¢
Review of the faciity's Fire Alarm System, on ! .contract
10/21/15 at 3:21 PM, with the Plant Operations create 8 schedule of required
Diractor revealed the facility falled to conduct a inspections, '
quarterly Inspaction during the third quarter of 11K What measures will be put ih
2015, The previous quarterly fire alarm inspection place/systemic changes madp
had been conducted on 06/29/16, to ensure correction: The
Director of Plant Operations
interview, on 10/21/15 at 3:23 PM, with the Plant will ensure that required fire
Operations Director revealed the facllity had alarm system Is fested quarterly
changed contractors to maintaln the facllity's Fire in aceordance with Natlanal -t
FORM CGMS-2667(02+69) Provious Versions Obsolete Event IDHIZTM21 Facliity 11 100681 el GapiinUstionsheet Page 4 of 10
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - BROOKSIDE BENIOR LIVING COMPLETED
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NAME OF PROVIDER OR S8UPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
200 BROOKSIDE DRIVE

THE FORUM AT BROOKSIDE ‘ LOUISVILLE, KY 40243
(X4} D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (X5)
PAERIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIEYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
This Plan of Correction Is The I 1 Brookside
K 052 | Continuad From page 4 K 0852 credible allegation of campii'ctt}nce(z).mm ol Aokt
Alarm System and he had relled on the new Preparation and/or execution of thi 5
sontractor to schedule the quarterly fire alarm docs ol Jf,’f,fﬁwfé'a‘iii?ifwif g :rz;f"é;ii);nzft’g} /r;;ic{; "
Inspacilons to ba conducted within the raguired provider of the trath of the facts alleged or conclusidng
time frames permitied. He stated a quarterly .set-j"orlft in the statement of deficlencies. The plan of
inapeotion was not conducted during the third oo ﬁ:“;‘j{; ;;@'”ﬁ""ed “’;"i/"" aected solaly bocaige
quarter of 2015 as required by Code and the qulred by the provisions of federal and state ldw.
Authority Having Jurigdiction (AHJ). Fire Protection Assoclation
The census of thirty-six (36) was verifled by the standards. The Director of
Administrator on 10/22115, The findings ware Plant Operations contacted th
acknowledged by the Administrator and veritled fire alarm system contractor tp
by the Plant Operations Director at the exit ¢reato a schedule of required
interview on 10/22/15, inspectlons, Fire alarm
inspections have been
Rafarence: NFPA 101 (2000 adition). scheduled in the factlity work
8.8.1.4. Aflrg alarm system required for life safety order system.
shall be Inatalled, tested, and malntained In v, How the facility plans to
accordance with the appllcable requirements of monitor its performance to
NFPA 70, Naﬁona[ Eiectﬂoa‘ Code, and NFPA 72' xnake sure th(.‘- Solutions are
National Fire Alarm Code, sustained: The Administrator
}égei NFPA 101 LIFE SAFETY CODE STANDARD K 082 will monitor and ensure that
= the fite alar
Requirad automatlc sprinkler systems are in:pegiignag 21:':3;8;32; otod at
contihuously malntained In reliable operating feast quarterly. a o dab
condition and are Inspected and tested NFPA stn | “ 5 equired by
perlodically,  19.7.6, 4.6.12, NFPA 13, NFPA 25, neards, nspoctions | -
9758 will be reviewed by the Quality
T Assurance Team at least
quarterly, to ensure compliande
with regulation. i‘:wa i5
This STANDARD s not met ag evidenced by:
Basad on Interviews and racord review of the
Automatic Sprinkler System, It was detarmined
the faciiity falled to have the system tested
quarterly In accordance with National Fire
Protection Assoclation (NFPA) standarda, The
deflciency had the potantial to affect sach of the
four (4) smoke compartments, residents, staff,
FORM CMSW2867(02:08) Pravious Varsions Cheolota Event {DtZTM21 Facility {01 1006861 If oontinuation shaet Page 8 of 10
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X4y 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDERG PLAN OF CORRECTION X3
PREFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LG IDENTIEYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE baTE
DEFICIENGY)
This Plan of Correction is The Forum at Brooksidels
K 062 | Continued From page & K 062 oredible allegation of compliance,
and visitors, Tha faclilty has forly (40) certifled Preparation andvor exacution of this ph
: 2
heds and the census wag ihii‘ty~six (36) on the does not constitite admivsion g{ agﬁcfc)z:i:n’;j;?jgzc o
day of the survey. prtafv‘d;:i({f ;Z«e t;'ulk of the _fi?{cta c:llegea’ or ganc[u&. g
sel forth In the statement ey, T
The findings Include: corraction i p;‘epal'e; ;n%a:ﬁeiZ§e?soleg)ﬁ§$¢§e
1t 1s required by the provisions of faderal and state kaw.
Review of the facilty's Automatie Sprinkler ,
Operatlons Diractor revealed the facliity had fafled Standard
to conduct & quarterly inspection during the third
guarter of 2015, The pravious quarterly sprinkier L How the eorrective action
aystem inspectlon had besn conducted on will be accomplished for the
06/29/15. affected resident; No specific
tesldents were oited.
interview, on 10/21/15 at 8:40 PM, with the Plant 11, How corrective action will be
Opetations Director revealed the facllity had accomplished for those
changead contractors to maintaln the faclity's residents having potential fp
Automatic Sprinkier System and he had relled on be affected: The Forum at
tha new contractor to schedule the quarterly Brookside will ensure that no
sprinkler system Inspections to be conducted resident will be affected by t
y the
within the required time frames permitted, He vited deflciency, as Th
stated a quarterly Inspection was not conducted Director of Pl y,t 0 'et'
duting the third quarter of 2015 as requirad by i1 eneure i ant Uperations
Coda and the Authorlty Having Jurisdiction (AHJ). :ﬁtoz‘:&i‘iﬁéx}?&:fe?ﬁ;eg )
‘ @ ’ ' gystom Is
The census of thirty-six (36) was verlfied by the tested quarterly in accordancy
Adminlstrator an 10/22/15. The findings were with National Fire Protection
acknowladged by the Adminlstrator and verifled Assoclation standards. The
by the Plant Operationa Director at the exit Director of Plant Operations
Interview on 10/22/18. contacted the automatic
sprinkler system contractor to
Raie&enaez &NFPA 25 (1998 Editlon), oreate a schedule of required
2-1 General, Inspections.
This chaptat provides the minlmum requirements 11T, What measures will be put in
ﬁ;fﬂg;gﬁ%g%?smwm' testing, and place/systemic changes mndt
to ensure correction: The
sprinkler systems, Table 2-1 shall be used to Director of Plant Operations
determine the will ensure that requir
quired
minimum requlred frequancles for Inspectlon, autormatio soriklas i
FORM CM8-2667(02-09) Provious Varslong Obsoiste Event 1D iZTM21 Faollty 101 100681 woommrmmmaemnen ~JE.continuation.shoot Page 6of 10
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Exception: Valves and fire department
connactions shall be Inspected,

tasted, and maintained In accordance with
Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspactlon, Testing, and Maintenance

ltem Activity Frequency Reference

Gauges (dry, preaction deluge systems)
Inspection Weekly/monthly 2-2.4.2

Cantrol valves Inspaction Weekly/monthly Table
91

Alarm devices Inspection Quarterly 2-2.6
Qauges (wet pipe systema) Inspection Monthly
2-2.4.1

Hydraulic nameplate Inspeoction Quarterly 2-2.7
Bulldings Inspection Annually (prior to freezing
weather)

225

Hanger/selamic braclhg Inspection Annually 2-2.3
Plpe and fittings Inspection Annually 2-2.2
Sprinklers Inapection Annually 2-2.1.1

Spare sprinklers Inspection Annually 2-2,1.3
Flre department connactions Inspection Table 9-1
Valves (all types) Inspection Table 941

Alarm devices Test Quarterly 2-3.3

Main draln Test Annually Table 9-1

Antifreaze sojution Test Annually 2-3.4

Gauges Test & years 2-3.2

Sprinklers - extra-high temp. Test 6 years 2-3,1.1
Exoaption No, 3

Sprinklers - fast response Test At 20 years and
evary 10 years

thereafter

2-3,1.1 Exception No, 2

Sprinklers Test Al 80 years and evety 10 years
thereatter

STATEMENT OF DEFICIENCIES X1y PQOXIDEWSUPPUER/OUA (X2) MULTIPLE CONSTRUCTION {Xa) DATE BE}HVE‘(
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - BROOKSIDE SENIOR LIVING COMPLETED
185194 B.WING 10/22/2015
NAME OF PROVIDER OR SBUPPLIER STHEET ADDRESS; CITY, STATE, ZIP CODE T
200 BROOKSIDE DAIVE
THE PORUM AT BROOKSIDE LOUISVILLE, KY 40243
(%4) 1D SUMMARY STATEMIENT OF DEFICIENCIES D PAOVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREQTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAQ CHOYS-REFERENGED TO THE APFROPRIATE DATE
DEFICIENGY)
Thals Plan of Corvaciion iy The Forum af Brookside |
credible allegation of compliance,
K 062 | Continusd From page 6 K 062 gatlon of sampliane
testing, and Preparation and/or exceution of this plan of correction
malntenance, doas not constituta admission or agreament by the

provider of the truth of the facts alleged or conclusidns
sat forth in the statenent of deflelencles. The plan of

correctlon ls prepared and/or execied solely bocaule
1t s requiired by the provisions of federal and state lgw,

tested quarterly in accordance
with Natlonal Flre Protection
Assoclation standards, The
Director of Plant Operations
contacted the automatic
sprinkler system contractor td
create a scheduls of required
inspections. Automatio
sprinkler system inspections
have been scheduled in the
facility work order system,
iv. How the facility plans to
monitor its performanee to
make sure the solutions are
sustained: The Administratoy
will monitor and ensure that
the automatic sprinkler syster
inspections are conducted at
least quarterly, as required by
NEPA standards, Inspections
will be reviewed by the Quali
Assurance Team at least
quatterly, to ensure compliange
with regulation, i I aw’i‘s
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Valves (all types) Malntenance Annually or ag
nesded Table g1

Obstruction Investigation Malntenance & years or
as needed Chapter 10

Table 8-1 Summary of Valves, Valve
Componants, and Trim Inspection, Testing, and
Malntenance

Component Activily Frequency Refarence
Control Valves

Sealed Inspection Weekly 9-3.8.1

Lockad Inapeoction Monthly 9-3.8.1 Exception No,
1

Tampet swhches Inspection Monthly 9-3.8.1
Excaption No, 1

Alarm Valves

Extarlor Inspection Monthly 9-4.1.1

Interior Inspaction 6 years 2-4.1.2
Stralners, fliters, orlflces Inspection 5 years
9-4,1,2

Check Valves

Intetlor Inspaction 5 years 8-4.2.1
Praaction/Deluge Valves

Enclosure (during cold weather) Inspection
Dallyiweskly 9-4,3.1

Exterlor inepection Monihly 9-4.3.1.2
literior Inspaction Annually/5 years 9-4,3.1.3
Stralners, fliters, orifices Inspection & years
9-4.3.1.4

Dry Plpe Valves/Quick-Opening

Davices

Enclosure (during cold weather) Inspection
Dally/weekly 9-4.4.1,1

Exterlor Inspection Monthly 9-4.4.1.3
Interlor Inspection Annually 9-4.4.1.4
Stralnars, filters, orlfices Inspection 5 years
g-4.4.1.5

Pressure Reducing and Relief Valves

STATEMENT OF DEFICIENCIES ©HXTY PROVIQER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE 8URVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING 01 « BROOKSIDE SENIOR LIVING COMPLETED
185194 B. WiNa 10/22/2018
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
200 BROOKSIDE DRIVE
THE FORUM AT BROOKSIDE LOUISVILLE, KY 40243
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAN OF CORRECTION (X8}
PRERIX (EAQH DEFICIENCY MUST BE PREQEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE barE
DEFICIENGY),
K 062 | Continued From page 7 K082
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Liva/an s

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING 01 ~ BROOKSIDE SENIOR LIVING GOMPLETED

185194 B. WiNG 10/22/2015

NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE

200 BROOKSIDE DRIVE
T T
HE FORUM AT BROOKSIDE LOUISVILLE, KY 40243
o) 1D SUMMARY STATEMENT OF DEFICIENCIER n PROVIDER'S PLAN OF GORREGTION 5)
PREPFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION S8HQULD BE COMPLETION
TAQ REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CRAOSS-REFEAENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 062 | Contlnued From page 8 K 062

Sprinkler systems Inspection Quarterly 8-6.1.1
Hose conneotlons Inspection Quarterly 9-5.2,1
Hosa racks Inapection Quarterly 9-5.3.1

Fire pumps -

Casing rolief valves Inspsction Weekly 8-6.5.1,
9"5v5!1 51

Pressure rellef valves Inspection Weekly 8-5.5.2,
9-8.6,.2.1

Backflow Prevention Assemblies

Reduced prossure Ingpection Weskly/monthly
9-8.1

Reducad prasaure detectors Inspection
Woeskly/monthly 8-6.1

Fira Department Gonnectians Inspection
Quarterly 9-7.1

Maln Draing Test Annually 9-2.8, 9-3.4.2
Waterflow Alarms Test Quarterly 9-2.7

Control Valves

| Posltlon Test Annually 8-3.4.1

Qperation Test Annually 9-3.4.1

Supervisory Test Semiannually 9-8.4.3
Preaction/Deluge Valves .

Priming water Test Guarterly 9-4.3.2,1

Low air pressure alarms Test Quarterly 8-4.3.2.10
Full flow Test Annually 9-4.3.2.2

Dry Pipe Valves/Quick-Opening

Devices

Priming water Test Quarterly 8-4,4.2.1

Low alr pressure alarm Test Quarterly 9-4,4.2.6
Quick-opaning devices Test Quarterly 9-4.4.2.4
Trip tast Test Annually 9-4.4.2,2

Full flow trip test Test 8 years 9-4,4.2.2.1
Pressure Reducing and Rellef Valves

Sprinkler systems Test & years 9-6.1.2
Clroulation rallef Test Annually 9-5.6.1.2
Pressure rellef valves Test Annually 9-5.6.2,2
Hose connections Test 5 years 9-8.2.2

Hoge racks Test & years 9-5.3.2

Backilow Prevention Assemblies Test Anhually
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CENTERS FOR MEDICARE & MEDICAID SERVICES

. PRINTED; 11/02/2016
FORM APPROVED
QMB NO. 0938:0391

BTATEMENT OF DEFICIENCIES (X1} PROVIDEF/SURPLIER/CLIA (X2) MULTIPLE CONSTRUGCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A, BUILDING 01 - BROOKSIDE SENIOH LIVING COMPLETED
186194 5. WING 10/22/2018
MAME OF PROVIDER OR BUPFLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
200 BROOKSIDS DRIVE
Sl
THE FORUM AT BROOKSIDE LOUISVILLE, KY 40243
00y 1D SUMMAHRY STATEMENT OF DEFICIENGIES ) PROVIDEF'S PLAN OF CORRECTION {X8)
PREFIN (EAGH DEFICIENOY MUST BE PRECEDED BY FULL PHIEFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
K 062 | Continued From page 9 K082

9-6.2

Control Valves Malntenance Annually 9-3.6
Preaction/Deluge Valves Malntenance Annually
9-4.3.8.2

Dry Plpe Valves/Quick-Opening

Devices

Mealntenance Annually 9-4.4,3.2
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