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revealad she was unaware of a confiict with the
right shift staff, and had not realized this was a
concern through reviewing the interviews with
staff. Even though staff had written statements
regarding the conflict. The SSD staled the
investigation was a team approach and tha
former Administrator, who was the Administrator
during the investigation, reviewed the initial
investigation report and the final five (5} day
report. The S50 stated the former Administrator
had decided the allegations from the morning of
07/03/14 were unsubstantiated, because they
could not determiine the timeframe in which
Resident #26 was left wet. However, she
indicated the incident was not thoroughly
investigated.

Interview with the HR Director revealed the
former Administrator led and directed the
investigation and due to a miscommunication she
only had the information related to Resident #26
being left wet, and she just focused on this
resident during the investigation. She stated she
knew other residents were left wet; however, was
unstire who they were and was not directed by
the Administrator to follow up on investigations
related to those residents. She assumed the
Administrator was following up on the nen
interviewable residents who were left wet the
morning of 07/03/14. She further acknowledged
she was unaware there was a conflict between
staff on the night shift on the South Unit, and had
not noted this in completing her part of the
investigation.

Interview with the DON, on 07/23/14 at 6:10 PM,
revealed she was informed of "people being left
wet" on 07/03/14 by LPN#12 and the ADON/UM
of the South Unit. She stated she had not
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reviewed the investigation. However, as the
department head of nursing, she should have
reviewed it, especially since it was related to
resident care, She stated she should have besn
more involved in the investigation and had just
learned of the confiict between SRNA#19 and
#21 that day when {zlking to RN #5. Further
interview revealed there should have been a
process in place to address the non-interviewable
residents who were left wet on 07/03/14, and skin
assessments should have been performed on
these residents.

Interview on 07/31/14 at 10:14 AM, with the
former Administrator, who was the Administrator
in charge of the facility from 05/15/14 through
07/11/14, revealed she became aware on
07/03/14 that Resident #26 had-been left wet the
morning of 07/03/04 and other residents being left
wet as well; however, she did not realize the other
residents were left wet the same morming. She
stated the facility did an investigation and during
the investigation the DON made her aware of the
conflict between SRNA#19 and SRNA#21. The
Administrator stated she should have followed up
on the conflict as this could impact resident care
if the staff did not work together; however, she
was unaware if anyone addressed the issue. She
stated the issue should have been addressed by
tha HR Director or the SDN.

Further inferview with the former Adminisirator,
revealed SRNA#19 was placed on suspension
on 07/03/14 pending the outcome of tha
investigation. She further stated the investigation
was conducted as a feam with herself, the DON,
the HR Director and the SSD, and they metas a
team and discussed the findings of the
investigation. The farmer Administrator stated,
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they decided the aflegation related to Resident
#24 being left wet was unsubstantiated due to
conflicting statements from staff regarding how
long the resident had been left wet, Continued
interview, with the Former Administrator, revealed
skin assessments should have been performed
on the other residents (Resident #5, #28, #29,
and #27) who were left wet as part of a thorough
investigation, The Administrator stated she
should have read and reviewed the investigation
to ensure it was thorough; however, she did not
review the written investigation.

Interview on 07/31/14 at 11:47 AM, with the
current Administrator, revealed he started on
07/09/14. He stated the former Administrator had
covered operational issues and discussed
findings from the survey conducted 06/30/14
through 07/03/14. The current Adminisirator
reporied the former Administrator discussed two
(2) residents who were part of an investigation;
however, he could not recall who the names of
the residents. I addition, he could not recall for
certain if the former Administrator fold him about
a conflict on the night shift between SRNA#19
and SRNA#21; hawever, he acknowledged he
was aware there had been issues with SRNA
#19.

The facility provided an acceptable Credible
Allegation of Compliance (AOC) on 07/30/14 that
allzged removal of the IJ effective 07/29/14.
Review of the AQC revealed the facility
implemented the foilowing:

1. The faciiity opened and investigated the five
{5) reported allegations of neglect identified on
the 06/30/14 through 07/03/14 Survey for
Residents #5, #26, #27, #28, and #29. Initiai
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Reports were completed with the five (3) day
follow up reports pending completion of the
investigations, The allegations were investigated
by tha Clinical Nurse Executive, Corporate Nurse
Consultant, Special Projects Administrator,
Administrator, HR Director, SSD, Corporate
Diractor of Compliance and Signature Care
Consultant.

2. One hundred percent (100%) of the resident
population recelved head to toe assessments by
the DON, the ADON, MDS Coordinator, Wound
Care Nurse, SDC, Evening Nurse Supervisor,
Corporate Nurse Consultant and Charge Nurses
on 07/23/14.

3. Residents with a BIMS of eight (8) or above
were interviewed by the ADON, Admissions
Director, Dietary Director, MDS Coordinators,
Medical Records Director, Business Office
Manager, Housekeeping Director, SDC, Supply
Coordinator, Quality of Life Director or Chaplain
which was completed on 07/25/14 for any abuse,
neglect, or misappropriation concems.

4. Families and responsible parties ware
interviewed for residents with a BIMS below eight
{8) which was initiated on 07/25/14 and as of
07/28/14, thirty-seven (37) of fifty-six (66) had
been completed, for any abuse, neglect, or
misappropriation concerns. The facility would
continue to attempt contacting families and
rasponsibls parties daily to identify any concerns
until remaining Power of Aftorney's (POA's) had
been reached. Concerns were addressed per
policy and procedure as fo reporting requirements
and resident protection,

5. Staff was interviewed for any abuse, neglect,
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ar misappropriation concerns by the ADON,
Admissians Director, Dietary Director, MDS
Coordinators, Medical Records Director,
Business Office Manager, Housekeeping
Director, SDC, Quality of Life Director or Chaplain
on 07/25/14. initial reporis were made on the
allegations relative to those interviews,

8. Initial Reports were made on 07/25/14 related
to the alleged allegations refative to the interviews
with residents, families, responsible parties, and
staff. Thorough investigations were initiated on
07/25/14 by the Clinical Nurse Executive,
Corporate Nurse Consultant, Specizl Projects
Administrator, Administrator, HR Director, SSD,
Corporate Director of Compliance and Signature
Care Consultant on those residents Identified with
appropriate follow up reporting on the allegations
received.

7. Abuse, neglect and misappropriation audits,
assessments, interviaws and questionnaires were
reviewed by the Special Projects Adrministrator,
DON, Corporate Nurse Consultant or Chief Nurse
Executive on 07/27-07/28/14 far any indications
of abuse, neglect or misappropriation concerns.

B. The Medical Director was notifled of the
Immediate Jeopardy on 07/25/14 by the DON and
Special Projects Administrator. An Emergency
Quality Assurance (QA) Meeting was held on
07/26/14 with the Corporate Director of Risk
Management, Clinical Nurse Executive,
Corporate Nurse Consultant, Medical Director,
Special Projects Administrator, DON, HR
Dirgctor, SSD and SDC related to the Immediate
Jeopardy.

8. The DON, two (2) ADONs, MDS Coordinators,
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8DC, Dietary Director, Business Office Manager,
S80, Chaplain, Admissions, Director, Medical
Records Director, HR Director, Therapy Services
| Manager, Supply Manager, Envirenmental

Services Manager, Plant Operations Director,
Quality of Life Director and Wound Nurse were
re~educated on 07/23/14 and the Administrator
was re-educated on 07/28/14, upon his return, by
the Corporate Nurse Consultant on the Abuse,
Neglect and Misappropriation Policy and
Procedure which included fraining, prevention,
identification, investigation, protection and
reporting, as weil as, providing care per residents'
individualized care plans, They could not return
to work until the abuse, neglect, misappropriation
education was provided and post test
administered and a one hundred percent (100%)
score was obtained on the posttest. Ifa
manager did not scare a one hundred percent
{100%} on post test, the manager was
immediately re-educated and a post test was
re-administered.

10, The facility's Administrator, DON, ADON's,
MDS Coordinators, SDC, Dietary Director,
Business Office Manager, S8D, Chaplain,
Admissions Director, Medical Records Director,
HR Director, Therapy Services Manager, Supply
Manager, Envircnmental Services Manager, Plant
Operations Director, Quality of Life Director and
Wound Nurse educated stakeholders related to
the Abuse, Neglect, and Misappropriation Policy
which included training, prevention, idantification,
investigation, protection and reporling, as well as,
praviding care per residents’ individualized care
plans starfing on 07/23/14 and continued until
07/28/14. No staff would be allowed to work until
this education was provided and the post test
administered and a one hundred percent (100%)
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score obtained. Eighty-seven (87) of ninety-six
(96) were completed by 07/28/14.

11, Administrator, DON, ADON's, MDS
Coordinators, SDC, Digtary Director, Business
Office Manager, §SD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Managar, Plant
Operations Director, Quality of Life Director and
Wound Nurse provided education to stakeholders
which was initiated on 07/26/14 to nursing staff
related to incontinence care and Activities of Daily
Living {ADL's) care per the Care Plan and
answering call lights. Calls and certified letters
had been sent notifying staif thay must complete
training before returning to work relative to
incontinence care and Activities of Daily Living
{ADL's) Care per resident individualized Care
Plan and answering call lights in a timely
manner.

12. Education regarding the Abuse, Neglect and
Misappropriation Policy would be included in the
orientation process for newly hired staff. No
newly hired person would be able to wark until
this education was provided and a post test
administered and one hundred percent (100%)
score oblained provided by staff development.

13, Staff assessment of knowledge test
regarding abuse, neglect and misappropriation
was belng administered by the Administrator,
DON, ADON's, MDS Coordinator, SDGC, Dietary
Director, Medical Records Director, Business
Office Manager, SSD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Sarvices Manager, Plant
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Operations Director, Quality of Life Director and
Wound Care Nurse {o five (5) staff members on
each shift and different staif members until the
immediacy was removed.

14. Ten (10) staif questionnaires would be
administered daily fo ensure continued
understanding of the Abuse, Neglect and
Misappropriation Policy. Results of the
questionnaires, tests, ten (10) resident skin
assessments cf rasidents with a BIMS less than
eight (8) per day, ten (10) residents with a BIMS
greater than eight (8} interviews would be
reviewed daily until the immediacy was resolved
by the Administrator, DON, Nurse Consultant or
Chief Nurse Executive. Any concerns revesled
on the above to include injuries of unknown
source would be reported immediately {o the
Abuse Coordinator, Adminisirator, ON,
Corporate Nurse Coordinator, Regional Vice
President of Operations, Special Projects
Administrator, or Chief Nurse Exscutive.

15. Resuits of the staff questionnaires, resident
interviews and skin assessments would ba
reviewed daily by the Administrator, DON, Nurse
Consultant or Chief Nurse Executive with results
reported to the Quality Assurance (QA)
Committee weakly to determine the further need
of continued education or revision of plan. Based
on the evaluation the QA Committee would
decide at what frequency the staff questionnaire
wauld need to continue. Concerns identified
would be corrected immediately and reported to
the Administraior or DON to ensure an
investigation of suspected abuse, neglect or
misappropriation was investigated/completed and
reporting guidelines were met along with any
reporting of violation of resident rights.
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16. Administrator, DON, ADONs, MDS
Coordinator, SDC, Dietary Director, Business
Cffice Manager, $SD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Director, Plant
Operations Director, Quality of Life Director,
Wound Care Nurse, Corporate Nurse Consuitant,
Regional Vice Prasident or Clinical Nurse
Executive would conduct call light audits through
direct observation and monitoring tool daily
twenty-four (24) hours a day seven (7) days a
week on each shift fo monitor compliance untit
the immediacy was removed, Then five (5) call
lights daily on each shift (fifteen {18) tatal)
ongoing and reperted to QA Committee weekly
during immediacy and monthly affer immediacy
was remmoved. Charge Nurses would provide
direct observation of call light responsiveness and
ensure all residents were getting needs met for
plan of care each shift. Incontinence care
observation would be completed for ten (10)
residents daily until the immeadiacy was removed
then ongoing for five (5) residents daily with
results being reported to the QA Committee
weekly during immediacy and monthly after the
immediacy was removed.

17. Human Resources (HR) Dirsctor performed
an audit of staff files for any abuse, neglect or
misappropriation concems 7/26/14 through
7127/14 and the items reviewed included
coaching, counseling forms, susperision forms,
termination forms, abuse reqistry checks,
background checks and licensure to 07/03/14.
Results of the audit was given to the
Administrator, DON or Corporate Nurse
Consultant on 07/27/14, to review for any abusae,
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neglect or misappropriation concerns that needed
reported, None were identified.

18. Information on "Caring for the Caregiver
which addresses the signs of stress and burn out,
showing the caregiver ways to tope and reduce
stress and useful ways that frisnds could offer
help to the caregiver were posted by the time
clock on 07/27/14 by the Special Projects
Administrator.

19. Anurse from the regional team or corporate
office had been onsite since 07/21/14 and would
remain in the facility daily until the Immaediate
Jeopardy was lifted. The nurses from the
regionat team home ofiice were assisting with
investigations, observing staff treatment of
residents, performing chart audits and providing
oversight and consultation. The Chief Nurse
Executive would be in daily contact with tha
Corporate Nurse Consultant and would review
aflegations.

20. Grisvances and Resident Questionnaires
since 07/23/14 wera reviewed by the
Administrator, DON, Chief Nurse Executive, HR
Director, Admissions Director or Regional Nurse
Consultants 07/27/14 through 07/28/14 to
determine if any items documented were a
reportable event. Al} issues identified wers
reported and investigations initiated per the
facllity's policy and procedure. The Administrator,
3303, or the DON would review daily, the
grievances and Incident/Accident Reports, until
immediacy was lifted, starting 07/27/14 to .
determine if there were reportable allegations
which had been identified, then daily Monday
through Friday during the Morning Stand-Up
Meeting. SSD or the DON would report to the
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| abuse, neglect and misappropriation investigation

Administrator any identified allegations of abuse,
neglect or misappropiiation immediately after
their review. The Administrator would raview any
allegations of abuse, neglect or misappropriation
for reporting to the Office of Inspector General,
Adult Protective Services and Ombudsman and
appropriate authorities as required by state law.

21. The Administrator, DON, SSD would raview
and discuss abuse, neglect and misappropriation
allegations daily to ensure the resident was
protected, the perpetrator was remaved from
resident care area, reports to the State Survey
Agency, APS and Ombudsman were filad timely,
and a thorough investigation was completed. The
Abuse Coordinator (SSD) would maintain an

log starting on 07/27/14 that would include
documentation of the following: validate
protection of residents; perpetrator was removed
from resident care ares; reports to the State
Survey Agency and Adult Protective Services
(APS) were filed timely; and a thorough
investigation was completed. The Abuse
Coordinator and one of the following:
Administrator, DON, Chief Nurse Executive or
Regional Nurse Consultant would review the
abuse, neglect and misappropriation log daily
until rernoval of the Immediate Jeopardy,
beginning on 07/27/14, to validate protection of
the resident, that the perpetrator was removed
from the resident care area, that reports to the
State Survey Agency and APS and appropriate
authorities required by state law, wera filed timely,
and a thorough investigation had been
completed, '

22. In the event of any new reports of alleged
abuse, neglect, or misappropriation of property,
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after the Immediate Jeopardy was removed, the
Signature Care Consuftant or Chief Nursing
Executive would validate the resident was
protected, report was filed timely, the perpetrator
was removed from rasident care area and a
thorough investigation was compieted,

23. Beginning on 07/27/14, the care plan
conferences for each resident would include any
abuse, neglect or misappropriation concerns
which the residents or families had. Resident
safety would be validated and then the aliegation
would ke reported to the Charge Nurse. The
Abuse, Neglect and Misappropriation Policy would
then be followed.

24. Administrative oversight of the facility would
be compleled by the Special Projects
Administrator, the Regional Vice President of
Operations, Chief Nursing Officer, Signature Cars
Consultant, member of the regional staff team or
Chief Operating Officer daily until removal of the
immediacy beginning 07/21/14, then weekly for
four {4) weeks, then monthly.

25. AQuality Assurance Meeting would be held
weekly for four {4) weeks beginning 07/26/14,
then monthly for recommendations and further
follow up regarding the above stated plan. At that
time based upon evaluation the QA Commitiea
would determine at what frequency any ongoing
audits would need to continue.

The State Survey Agency validated the
implementation of the facility's AOC as follows:

1. Review of the facilities investigations revealed
the five (5) reported allegations involving
Resident's #5, #27, #28, and #29 have been
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completed with a five (5) day follaw up, A
re-investigation was done ralated to allegations
for Resident #28.

Interview, on 07/31/14 at 7:08 PM, with the

Corporate Nurse Consultant revealed the facitity

had investigated the allegations regarding

Resident's #5, #26, #27, #28, and #29 and found

them all to be substantiated.

2. Review of copies of resident head to toe
assessments ravealed gl residents were

assessed and the assessmenis were performed

on 07/23/14 on North and South Hall, with a
recorded census on 07/23/14 of fifly six (56)
residents on North Hall and fifty-one (51)

residents on South Hall. There was no concerns
revealed during review of the skin assessments.

Interview, on 07/31/14 at 526 PM, with the

Wound Care Nurse revealed she was in charge

of the skin assessments, and she and other
nurses completed skin assessmenis on one
hundred percent (100%) of the residents in the

' building.

3. Review of Resident Interviews revealed

residents with a BIMS of eight (8) and above wera

interviewed, which Included forty-six (46)
residents, related to abuse, neglect, and
misappropriation concerns. Concerns were
addressed per policy and procedure as to
reporting requirements and resident protection.

4. Review of family interviews for residents with a
BIMS of less than eight (8) revealed thirty-seven

(37) of fifty-six (56) of these interviews were
completed as of 7/28/14 related to abuse,
neglect, and misappropriation concemns.

F 400
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Concemns were addressed per policy and
procedure as fo reporting requirements and
resident protection.

Interview with the DON on 08/01/14 at 10:00 AM,
revealed the interviewable residents were
interviewed, as well as, the families of residents
with a BIMS score of less than eight (8) and she
reviewed the interviews for any congermns.

5. Review of the Stakeholder {Staff) Investigative
Interviews revealed they were conducted in
reference to abuse, neglect and misappropriation
concerns 7/23/14 through 7/25/14 for &l regular
and part-fime staff,

Interview on 07/31/14 with SRNA#24 at 2:00
PM; Activily Assistant at 2:15 PM; SRNA#37 at
2:20 PM; Diatary Alde #5 at 2,30 PM; SRNA#36
at 2:30 PM; SRNA#11 at 2:40 PM; Housekeeper
#4 at 2:45 PM; SRNA#5 at 2:55 PM; SRNA#34
at 3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at
3:50 PM; RN #1 af 3:55 PM; LPN #12 at 4:10 PM;
ADON/Unit Manager (UM} of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 PA,
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 5:17 PM; SRNA#35 at 5:49 PM; LPN #13 at
6:05 PM, Dietary Manager at 6:15 PM; and SRNA
#4 at 7:40 PM revealed they were all interviewed
and asked if they were aware of any abuse,
neglect, or misappropriation,

6. Review of the allegations relative to the
interviews with residents, families, responsible
parties, and staff concerns revealed they were
investigated with initial reports completed.

interview with the Corporate Nurse Consultant on
07/31/14 at 7:08 PM revealed there was several
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reportable allegations from the interviews which
she assisted with conducting, and the facility
investigated with follow up actions and reporting.

7. Review of the Abuse, Neglect, and

Misappropriation audits, assessments, interviews
and guestionnaires revealed they were reviewed
by the DON, Coerporate Nurse Consultant, Chief
Nurse Executive or Special Projects Administrator
on 07/27/114 and 07/28/14.

Intarview with the DON on 08/01414 at 10:00 AM
revealed they expanded on the abuse questlons
giving scenarios to the staff to have them choose
which type of abuse was occurring in the
scenarios, She stated she reviewed the ahuse
audits, assessments, interviews, and
questionnaires.

8. Review of the Quality Assurance Signature

' Sheet and Minutes revealed an Emergency QA

meeting was held on Saturday, D7/26/14, with the
Medical Director, Special Projects Administrator,
Birector of Nursing Services, Director of Clinical
Risk Management, Staff Development, Certified

| Nurse Executive, Corporate Nurse Caonsultant,

Human Resources Director, and Social Services
Director to discuss current Immediate Jeopardy
deficiencies and a Plan of Correction,

Interview with the DON cn 08/01/14 and the
Corporate Nurse Consultant en 07/31/14 at 7:08
PM confirmed the QA Mesting was held on
07/26/14 with the Medical Director. Interview with
the HR Director on 07/31/14 at 5:45 PM revealed
during the emergency QA Meeting they discussed
the Immediate Jeopardy deficiencies and the
reason for the deficiencles as well as discussed
the audits, interviews, questicnnaires and

F 490
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interviewing that was being done related o the
deficiercles.

9. Review of the sign In sheets dated 07/23/14
regarding training for the Administrative staff of
the facility regarding the Abuse, Neglect and
Misappropriation Policy revealed the Certified
Nurse Executive educated the DON, ADON's,
MDS Coordinator, SDC, Dietary Director,
Business Office Manager, Sccial Services
Director, Chaplain, Admissions Direclor, Medical
Records, HR Director, Therapy Services
Manager, Supply Manager, Environmental
Services Manager, Plant Operations Director,
Quality of Life Director and Wound Care Nurse
received the training.

Review of the sign in sheet on 07/28/14 for
training on the Abuse, Neglect and
Misappropriation Policy, revealed the
Administrator of the facility was educated on skin
assessments, interviews, the Abuse, Neglect, and
Misappropriation Policy, and the Education
session regarding the Plan of Carrection.

Interview with the ADON/UM of the South Unit on
07/31/14 at 3:30 PM, ADON/UM of the North Unit
on 07/31/14 at 4:45 PN, HR Director on 07/31/14
at 5:45 PM, the Digtary Director on 07/31/14 at
6:15 PM, and the DON on 08/01/14 at 10:00 AM,
revealed they recaived training on abuse, neglect
and misappropriation and had to take a post test
in which they had to score a one hundred percent
(100%).

Review of the post test administerad for

Department Administrative Managars revealed a
score of one hundred percent (100%) related to
abuse, neglect, and misappropriation education.
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Interview on 07/31/14 at 7:08 PM with the
Corporate Nurse Consultant, revealed the
Department Administrative Managers scored a
one hundred percent (100%) on the post test
related to abuse, neglect and misappropiiation
education.

10. Review of the inservices revesled education
was conducted with stakeholders related ta
abuse, neglect, and misappropriation 07/23/14
thraugh 07/28/14 in which they had to score a
one hundred percent (100%) on the post test or
retake the test,

Interview with the Staff Development Coordinator
(SDC) on 07/31/14 at 5:15 PM, and the SSD on
07/31/14 at 6:30 PM revealed she and other
administrative staff educated the stakeholders
refated to abuse, neglect and misappropriation
and completed these inservices.

Interview on 07/31/14 with SRNA #24 at 2:00 PM;
Activity Assistant af 2:15 PM: SRNA #37 at 2:20
P, Dietary Aide #5 at 2:30 PM: SRNA #36 at
2:30 PM; SRNA#11 at 2:40 PM; Housekeeper #4
at 2:45 PM; SRNA#5 at 2:55 PM; SRNA #34 at
3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at 3:50
PM; RN #1 at 3:55 PM; LPN #12 at 4:10 P,
ADON/Unit Manager (UM} of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 P,
RN #5/Evening Shift Supsrvisor at 5:00 PM; LPN
#3 at 5117 PM; SRNA#35 at 5:49 PM: LPN #13
at 8:05 PM; Dietary Manager at 6:15 PM; and
SRNA#4 at 7:40 PM revealed they were ail
educated on the facility's Abuse, Neglect and
Misappropriation Policy, which included training,
prevention, identification, investigation, protection
and reporting.
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Review of the sign in sheets from 07/23/14

through 07/28/14 revealed Iinservices were

conducted with the facility stzif regarding the
Abuse and Neglect Policy. Review of the
post-test revealed some staif had to be
re-educated and staff eventually received a one
hundred percent {100%) on the post tests,
Documentation provided from the facility revealed
telephone calls and cerlified lefters were sent to
staff who did not complete education and
informed they could not return to work until the
education was completed.

Interview on 07/31/14 with SRNA#24 at 2:00 PM;
Activity Assistant at 2:15 PM; SRNA#37 at 2:20
PM; Dietary Aide #5 at 2:30 PM; SRNA#36 at
2:30 PM; SRNA#T at 2:40 PM; Housekeeper #4
at 2:45 PM; SRNA #5 at 2:55 PM; SRNA#34 at
3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at 3:50
PM; RN #1 at 3:55 PM; LPN #12 at 4,10 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM; ADOM/UM of the Narth Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 517 PM; SRNA#3S at 5:49 PM; LPN #13
at 6.05 PM; Dietary Manager at 6:15 PM; and
SRNA #4 at 7:.40 PM revealed they were all
sducated related to abuse, neglect, and
misappropriation in which they had to score a one
hundred percent {100%) on the post test or
retake the test.

11. Review of the sign in sheets on 7/26/14 and
decumentation of education provided revsaled
additienal education was conducted with
stakeholders regarding incontinence care, ADL
care per resident individualized plan cf care, and
answering call lights in a timely manner to the
facility staff. Review of documentation provided
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by the facility revealed telephone calls and
certified letters were sent to staff who did not
complete education and informed they could not
return to work untit the education was complated,
Further review revealed the stakeholders had to
score a one hundred percent (100%) on the post
test or retake the test. Further review revealed ail
but four (4) pm (as ne=eded) staff had taken the
test and scored a one hundred percent (100)%.

Interview on 07/31/14 with SRNA#24 at 2:00
PM; Dietary Aide #5 at 2:30 PM; Housekeeper #4
at 2:45 PM; Activity Assistant at 2:15 PM; Distary
Manager at 6:15 PM; ADON/Unit Manager (UM)

of the South Hall at 4:30 PM: RN #5/Evening Shift

Supervisor at 5:00 PM; ADON/UM of the Nerth
Unit at 4:45 PM; SRNA#16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA #37 at 2:20 PM; SRNA
#11 at 2:40 PM; SRNA #5 at 2:55 PM: SRNA#34
at 3:30 PM; SRNA #28 at 3:30 PM; LPN #11 at
3:40 PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM; SRNA
#35 at 5:49 PM; and SRNA #4 at 7:40 PM
revealed they all had received inservice training
regarding incontinence care, ADL care per
resident individualized plan of care, and
answering call lights in a timely manner.

12. Review of the naw orientation schedule
revealed all new employees will complete

education regarding the facility's abuse and
neglect and successfully complete post test,

Interview with the SDC on 07/31/14 at 5:15 PM
confirmed the abuse and neglect education was a
part of the new orientation schedule for new
employees,

13. Review of the Stakeholder Assessment of
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Knowledge Tests regarding the Abusse, Neglect
and Misappropriation Policy revealed the test was
administered to five (5) stakeholders each shift
and continued with different stakeholders.

interview on 07/31/14 with SRNA#24 at 2:00 PM;
Digtary Aide #5 at 2:30 PM; Housekeeper #4 at
2:45 PM; Activity Assistant at 2:15 PI; Dietary
Manager at 6:15 PM; ADON/Unit Manager (UM)
of the South Hall at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM; ADON/UM of the North
Unit at 4:45 PM; SRNA#16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA #37 at 2:20 PM; SRNA
#11 at 2:40 PM; SRNA#5 at 2:55 PM: SRNA #34
at 3:30 PM; SRNA#28 at 3:30 PM; LPN #11 at
3:40 PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM: SRNA
#35 at 5:49 PM; and SRNA #4 at 7:40 PM
revesaled they all had received the Assessment of
Knowledge Test regarding abuse, neglect and
misappropriation,

14. Review of the questionnaires, skin
assessments, and Interviews revealed ten (10)
stakeholder questicnnaires, ten (10) skin
assessments for resigdents with a BIMS of less
than eight (B), and ten (10) interviews with
residents with a BIMS of eight (8) or greater than
eight (8} were administered daily related to
understanding of tha abuse, neglect, and
misappropriation policy. Concerns were
addressed per policy and procedure as to
reporting requirements and resident protection.

Interview with the DON on 08/01/10 at 10:00 AM
revealed, the facility was still administering ten
(10) questionnaires to stakeholders a day,
performing ten (10) skin assessments a day for
residents with a BIMS of less than eight (8), and
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conducting ten (10) interviews a day with

15. Review of the QA Minutes dated 07/26/14

be reviewed daily and results and were to be
feported to QA weekiy.

revealed the stakeholder guastionnaires, skin
assessments and resident interviews were
reviewed daily by her and taken to the QA
Meeting weekly.

16. Review of the call light audits revealed

a day on each shift, Further review of the call

which was ongoing. Review of lhe audits for
Incontinence care revealed observation of
incontinence care was completed for ten (10}
residents daily. Review of the cal light audits
revealed an improvement in cal| light respense
time as the auditing continued.

charge nursas they were providing direct
observation of call fight responsiveness and

per the care plan,

revealed call light audits were still being done
twenty-four (24) hours a day on each shift and

residents who had a BIMS of eight (8) or greater
related to abuse, neglect, and misappropriation.

revezled the stakeholder questionnaires, residant
skin assessments and resident interviews were in

Interview with the DON on 08/01/14 at 10:00 AM

monitoring was being dena twenty-four hours {24)

light audits revealed fiva (5) call lights audits was
being done daily on each shift (fifteen (15) total)

Interview on 07/31/4 4, with LPN #11 at 3:40 FM:
RN #1 at 3:55 PM; LPN #12 at 4:10 PM; LPN #3
at 5:17 PM; and LPN #13 at 6:05 PM verified, as

ensuring the residents were getling needs met as

Interview with the DON on 08/01/14 at 10:00 AM,

F 430
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Meeting.

concemns were identifiad.

signs of stress and burn-out.

timeclock related to stress and burn out,

revealed there was a sign posted by the

feeling stress and burn out,

facility throughout the survey.

Corporate Nurse Consuitant revealed a

Corporate Nurse had bean in the building since

observation of incontinence care was still being
done for ten (10) residents daily and the results of
the audits would be taken to the weskly QA

17. Review of the audits revealed the Human
Resources Director conducted an audit of the
personnel charts for any history of abuse,

neglect, or misappropriation concerns and no

Interview with the HR Director an 07/31/14 at 5:45
PM revealed she had performed an audit of the
parsonnel files looking for any abuse chargs,
coaching/counseling/suspension/termination
related to abuse, license verification, eriminal
background checks and abuse registry checks.

18. Observation on 07/31/14 at 11:00 AM -
revealed a sign was posted by the time clock to
personne! to address Caring for the Caragiver -

Interview with SRNA #24, on 07/31/14 at 2:00
PM, revealed she was aware of the sign at the

Intarview with the DON on 08/01/14 at 10:00 AM

timeclock for personnel related to what to do i

19, Observation revealed a nurse from the
corporate office of the facility was present on the

Interview on 07/31/14 at 7:08 PM with the

F480
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07/21/14 on someone would remain at the facifity
until the immediacy was removed,

20, Review of the Grievances and Resident
Questionnaires since 07/23/14 revealed they
were reviewed by the Administrater, DON, Chigf
Nurse Executive, HR Director, Admissions
Director and/or Regional Nurse Consultants by
07/28/14. Concerns wera addressed per policy
and procedure as 1o reporting requirements and
resident protection,

interview with the Administratar on 08/01/14 at
1146 AM, revealed he had been reviewing daily
the grievances, incident reports and resident and
staff questionnaires to identify any reporiable
allegations and the facility was reviewing them
daily Monday through Friday in the morning stand
Up meeting. He stated the DON and 58D were to
report any allegations of abuse to him and he was
to review the investigations to ensura there was
corrective action, appropriate follow up, and
reporting.

21. Review of the Allegation Log, revealed the
following; validate protection of residents,
perpetrator removed from resident care areg,
reports to the Inspector General and APS were
filed timely, and a thorough investigation was
completed.

Interview with the SSD on 07731114 at 6:30 PV
revealed she was the Abusa Ceordinator and she
reviewed allegations of abusa and grievances
daily with the Administrator. She stated Accident
and Incident reports, aftegatians of
abuse/neglecﬂmisappropriation and grievancas
were reviewed daily in the clinical meeting
Monday through Friday with the DON and other
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Administrative Staff. She stated there was a new
tool used for logging investigations which
included the date of submission, resident name,
description of allegation, perpetrator, date the five
{5) day investigation was to ba completed, and
the date state agencies were notified of tha
findings. The SSD stated she was responsible for
keeping the log up to date with new reportable
allegations.

22. Review of the facility binder provided to the
surveyors refated to the 1, revealed
documentation that in the event of any new
reports of alleged abuse, neglect, or
misappropriation the Signature Cara Consultant
or Chief Nursing Executive would be contacted
prior to making the final five day investigation to
the State Survey Agency to validata the resident
was protected, report was filed timely, the
perpetrator was removad from the patient area
and a thorough investigation was compieted.

Interview with the Administrator on 08/01/14 at
11:46 AM, revealad in the event of any allegation
of abuse, neglect or misappropriation, corporate
was to review the investigation prior to sending
the five (5) day final report to the State Survey
Agency.

23. Review of the facility binder provided to the
surveyors related to the I, revealed
documentation stating care pan conferences
would include any abuse, neglect or
misappropriation concerns that the families or
residents may have.

Interview with the DON on 08/01/14 at 10:00 AM,
revealed all care plan conferences would include
questioning residents and families sbout any

|
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concerns related to abuse, neglect or
misappropriztion.

24, Interview with the Administrator on 08/01/14
at 11:46 AM, revealed Corporate Administrative
oversight of the facility was to continue until the
immediacy was removed, then would continue
weekly for four (4) weeks and then monthly.

25. Intervizw on 08/01/14 at 11:46 AM with the
Administrator confirmed there would be a weekly
QA meeting to Include Corporate oversight
weekly for four (4) waeks, then monthly and the
last meeting was 07/26/14, He stated during the
meeting they would discuss the audits and
recommendations for frequency of continued
audits related to the deficlencies cited.

F 518 483.75(m)(2) TRAIN ALL STAFF-EMERGENCY
§8=K | PROCEDURES/DRILLS

The facility must frain all employees in emergency
procedures when they begin to work in the facility,
periodically review the procedures with existing
staff, and carry out unannounced staff drills using
those procedures,

This REQUIREMENT is not met as evidenced
by:

A Recartification Survey/Extended Survay
concluded on 07/03/14 identified Immeadiate
Jeopardy in the areas of 42 CER 483.25 Quality
of Care (F-323) and 42 CFR 483,75
Administration (F-490, F-518 and F-520) all ata
Scope and Severity (S/S) of a "K". After
Supervisory review the Recertification Survey was
re-opened and an Abbreviated Survay
investigating KY00021980 was initiated on

F 490

F518] rFs18

Inunedinte corrective action for residenty
found to he affoctod:

+  No residents were identified 1o be afl fected

Idenliﬁcdtién of ather residents that have the
potential to be affected:

¢ All residents residing on the Northwest and
Southwest halls have the potential to be
affected. There is no construction at this
time, thus no other residents are affected,
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identified on 07/25/14 In the areas of 42 CFR
483.13 Resident Behavior and Facility Practice
(F-224, F-225 and F-2286), 42 CFR 483.30
Nursing Services (F-353), and 42 CFR 483,75
Administration (F-490) all at a Scope and Severity
(S/8) of a "K",

Based on cbservation, interview, record review,

-and raview of the facility's Fire Emergency Plan

and Evacuation Plan, during the 07/03/14 survay,
it was determined the facility failed to have an
effective system to ensurs the facility's
emergency evacuation plan was updated related
to ongoing construction, and ta ensure all
employees were frained in smergency
procedures related to safety and evacuation.

On 06/24/14, construction began outside the
Northwest hallway exit and and the Dining room
exit and on 06/27/14 the Southwest haliway exit
deor had pavement remaved, affecting the safe
path to a public way for thesa three (3) exits. The
facility failed to update the emergency evacuation
plan related fo the Northwest hallway, Dining
room, and Southwest haliway exits and failed to
provide training to staff regarding using the exits
as a means of evacuation during the
construction. Staff interviews revealed they
would have used the affected exits fo the cutside
if an emergency arose which required residents
to be evacuated. (Refer to F-323)

The facility's failure to ensura the emergancy
evacuation plan was updated and failure to have
an effectiva system in place to ensure staff wera
adequately frainad in emergency procedures
related to safely and evacuation was likaly to

LEXINGTON, KY 40517
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F 518 | Continued From page 346 F 318 Measures taken to assure there will not be a-
07/22{14 and concluded with a new exit data of recurrence:
08/01/14. A second Immediate Jeopardy was )
+ S5CC in serviced Administrator and entire

safely & QA committees consisting of
DON, ADON, MDSN, SDC, WCN, DOA,
BOM, RSM, MRM, DSM, ESD, SDC,
POD and HRD/AIT, SSD, QolD), QoL
(QoLA and Chaplain,  Education was
provided from June 30 1o July 91, 2014 and
covered  conmstruction  planmning  and
continued  safety  of the  residents,.
additionally the construction plan and.
assignments, that delinented which staff was
responsible for AOC were dispersed to all.
departments,

Construction plan initiated on June 30, 2014
incluided new rounds, amended exit
dingrams and placement of signage in
appropriate areas that included all public’
and employee entrances indicating which
doors closed refated 10 construction, New
signg related to DO NOT USE" were
placed on the affected doors,

In-services performed for all staff from June
30 to July 01, 2014 by SCC, Administrator,
DON, ADON, DSM, SDC, MDSN, ESD,

HRIVAIT, ESNS, MRM, BOM, DOA,
RSM, QoLD, QuLA, WCN, Chaplain and
S8D for all staff  Education consisted of '
the new evacuation plan and centinued
safety of the residents,

All residents of BIMS § or greater were
informed of the construction and alternate
evacuation roufes and signs from June 390 to
July 01, 2014 by the SSD and QoL

i
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cause risk for serlous injury, harm, impalrment or
death. The lmmediate Jeopardy was identified
on 06/30/14, and was dstermined to exist on
06/24/14. The facility was notified of the
Immediate Jeopardy on 06/30/14,

The facility provided an acceptable Credible
Allegation of Compliance {AQC) on 07/03/14 with
the facility alleging removal of the Imimediate
Jeopardy on 07/02/14, The Immediate Jeopardy
was verified to be removed on 07/02/1 4, with
remaining non-compliance at a Scope and

Severity of a "E", while the facility develops and
Implements a Plan of Correaction, and the facility's
Quality Assurance continuss to monitor to ensure
the emergency evacuation plan is updated and ail
staff ara trained in emergency procedures related
to safety and evacuation,

The findings include;

Review of the facility's, "Disaster Freparedness"
Manual, dated January 2005, revesled a fire
safety procedure plan which stated when
preparing for an evacuation after a fire alarm
sounded, staff should first check the primary axit
route and if it was clear and safa yse that exit.
Further review of the fire safety procedure plan
revealed no documented evidence it had been
changed to address the construction taking place
oulside the Northwest hallway exit door, the
Dining room exit door, or the Southwest hallway
exitdoor. Additionally, the facifity was unable to
provide documented evidenca they had
developed and implemented a revised
emargency evacustion pian spacific to address
the three (3} exits involved in construction,

Review of the facility's, "Fire Safely Pracedures
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F 518 | Continued From page 347 F 518 Responsible parties of resident with BIMS

less than 8 were notified of the construction |
and temporary evacuation roufes from June
30 to July 01, 2014 by the Chaplain and
DA,

Signs were placed on main enbrance and
employee doors that construction is in
progress on June 30, 2014 by the HRI/AIT
and POD.

All new temporary dingrams were created
for southwest hall, northwest hall, dining
room, dietary services and taundry area by
the POD and posted on all lemporary
alternate  evacuation routes en June 30,
2014,

Medical director was notified on June 30,
2014 by the DON and is in agreement with
steps taken,

Al staff  hag  been educated  on
environmental hazard identification by the
SCC, Administrator, DON, ADON, DSM,
SDC, MDSN, ESD, HRIVAIT, FSNS,
MRM, BOM, DOA, RSM, Qol3, QolA,
WOCN, Chaplain and S8D. This education

was performed on August 25, 2014 w
September 12, 2014, Any staff member not
educated by September 12, 2014 will not be
allowed to work & shift until being
educated,
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F 518 Continued Fram page 348 F518| ¢ DBeginning August 02, 2014 the POD or
Orientation Training", undated, revealad in an PCODA will conduct environmental hazards
evacuation staff should first check the prmary rounds weekly x4 weeks to identify any
exit route, as indicated in the fire safety holential hazards and forward results to the
procedure plan, and use that exit if it was clear Administrator, After the first 4 weeks, these
and safe. will be conducted monthly and forwarded to
the Administrator.
Reviaw of the facility's, "South Nursing
Department Fire Emargency Guidelines” and ¥ Stakeholders  were  nofified  of  the
"North Nursing Department Fire Emergency coustriection  being  completed  and
Guidelines" both undated, revealed staff should reverting hack fo the original evacuation
check the primary exit route and if it was blocked plan on dugust  15-25, 2014, Al
use the secondary route. stakeholders not completing this education
, were sent letters on August 23, 2014
Review of the facility's maps for the Southwest notifying themn of the change in plan. The
hallway and Northwest haliway revealed the exit individuals responsible for notifying the
doors at the end of the haliways were noted fo be staff were HRD/AIT, PODA, POD, (JoLA,
used as an exit route. Review of the facility's ESNS, IWNS, DOA, DON, Chaplain, RSM,
map in the dining room revealed the exit door ADON, MDSN, MRM, DSM, ESM, BOM,
located thére was noled to be used as an exit Qol.D, §5D, SDC, or WCN.
route.
Monitoring fo assure continuing compliance:
Review of the "Town Hall Meeting and Inservice
Agenda” dated 06/20/14, revealed a bullst list ¢ DBeginning August 06, 2014 the POD or
which included "construction on drive". There PODA shall repart all construction activity,
was no written information regarding what the plans and results of environmental hazards
inservice included for reference. Continuad audits to the QA commiltee weekly x4 and
review revealed there were twenty-eight (28) staff then  moumthly  for  any  [uriher
signaturas listed on the inservice out of one recomniendations and resolutions.
hundred and fifty (150) employees in the facility. :
Further review of the facility's decumeniation Date of Compliance 09-27-14
revealed no documented evidence the facility had
provided inservice training for all staf regarding
the fire exits affected by the construction and on
any changes to the facility's evacuation plan.
Ohservations on 06/30/4 from 5:15 PM to 5:24
PM, of the three (3) areas affected by
construction ravealed: the dining room fire exit -
door had s concrate pad leading to a thres and &
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half (3.8) inch drop off to gravel and rebar

(common steel bar used widely in construction to
reinforce concrete); the Northwest hallway fire
exit had a ramp which lzd to a thres {3) inch drop
off from the ramp to gravel and rebar; and the
Southwest haltway fire exit door had a ramp
which led to a four and a half {4.5) inch drop off
with gravel. Observation outside alf three (3) of
these fire exit doors revealed there was a dirt and
recky uneven surface.

Additional observation on 06/30/14 revealaed no
signs were posted at the affacted exits to alert
staff these exits wera not accessible due o tha
construction, and there were no new evacuation
routes observed posted,

Interview with the Director of Plant Cperations, on
06/30/14 at 2:20 PM, revealed construction
began on 06/24/14. Per inferview, he was
unaware of any updated evacuation plan relatad
to the new construction. . He stated staff including
himsalf received no formal training refated to any
new evacuation plan due to construction afthough
these thres (3) exits were not safely accessible in
tase of an emergency evacuation,

Interview, on 08/30/14 at 5:01 PM, with tha Social
Service Director (SSD) revealed she knew about
the construction project. Howevar, she was
unaware of any new evacuation plan and thought
the staff were to use the Northwest, and
Southwest exits in the case of an emergency
situation. The SSD stated staff should have been
educated on a new evacuation plan due to
construction because under the current
evacuation plan the Narthwest and Southwest
exits as well as the dining room exit were to he
used In the cass of an emergency evacuation,
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Interview, on 08/30/14 at 3:16 PM, with State
Registerad Nursing Assistant (SRNA) #1 revealed
if an emergency situation arose sha would have
used the Northwest hallway, Southwest haliway,
and Dinlng rcom exits to evacuate residents, She
stated even though she was aware of the

not affected by it.

Interview, on 06/30/14 at 3:20 PM, with
Housekesper #1 revealed sha had not been told
not to use the Northwest hallway, Southwest
haliway or Dining room axits, and indicated she
would have used the exits to evacuate residents
in the case of an emergency.

interview, on G6/30/14, at 5:15 PM, with Licensed
Practical Nurse (LPN) #4 revealed prior to
06/30/14 she had not been nofified of any new
evacuation foutes or that there was construction
outside the building, However, she received
aducation today, 06/30/14, related io a new
emergency plan after the State Survey Agency
entered the building,

Interviaw, on 06/30/14 at 5:17 PM, with the
second shilt Supervisor/Registered Nurse (RN)
#5 revealed she did not formally Inservice all of
her staff not fo use the exils affected by the
construction; however, did verbally tefl some of
the staff. She stated formal inservicing refated to
a new evacuation plan in the case of an
emergency had started that day, 06/30/14, after
the State Survey Agency entered the building.

interview, on 06/30/14 at 5:30 PM, with
Housekeeper #2 revealed his supervisor
informed him of the construction in the back of

construction, as far as she knew those exits wara |
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the building; however, he had not received an
inservice related to a new evacuation plan in case
of emergency due to the censtruction.

Interview, on 06/30/14 at 5:52 PM, with LPN 21
revealed she was not educated Prior o 06/30/14
regarding not using the Northwest hallway and
Southwest hallway exit doors because of the
consiruction. She stated the State Survey
Agency was already in the building before she
received any inservicing, She indicated staff
should have heen formaily inserviced regarding
not using the affected exits “last” week when
construction began.

Interview, on 06/30/14 at 5:55 PM, with SRNA #3
revealed she had not been aware there was
construction at the back of the facility until
(6/30/14. She stated she had received education
that day, 06/30/14, by the Assistant Director of
Nursing (ADON)Unit Manager of the North Hall.
SRNA#3 indicated she had also been told that
day staff was not use the affected exit doars at
the back of the building.

Interview, on 08/30/14 at 7:30 PM, with LPN #3
revealed even though she knew construction was
taking place, she had not recaived any new
information regarding a new avacuation plan.
She indicated sha was unaware of the affected
exits which were not accessible because of the
construction.

interview, on 06/30/14 at 5:17 PM, with the
Assistant Director of Nursing (ADON)/Unit
Manager for the South hall revealed before the
construction started there had been no formal
inservices related to a new evacuation plan in the
case of an emergency; however, the facility had
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initiated formal inservicing that day, 06/30/14.

doors were not accessible due to the
construction,

the inservice and i alternate routes for

morning "Stand Up Mesting”, about the

She stated educating the staff prior to the
canstruction would have been important, as the
Northwest hallway and Southwest hallway exit

Interview, on 06/30/14 at 5:05 PM, with the
Director of Nursing (DON) revedled she was told
on 06/17/14 in a "Stand Up Meeting", that
construction would start on 08/1 8/14; however,
the construction was delayed and started at a
later date. According fo the DON, staff in the
"Stand Up Meeting" were told not to use the exit
doors in the Northwest hallway and Southwest
hallway as the sidewalks were being replaced
cutside those doors. However, she had not been
educated regarding alternate routes to use for
emergency evacuation. The DON stated it would
be important to have an alternate evacuation plan
and ta ensure all staff were inserviced on the
plan. She stated the Staff Development Nurse
(SPN) inserviced staff regarding the construction;
however, she did not know if all staff had received

emergencies was included in the inservice.

Interview with the Staff Development Nurse
(SDN) on 06/30/14 at 5:30 PM, revealed she was
told by the Director of Plant Operations during a

construction project and was to!d staff could not
use the exits to the back of the bullding including
the Dining reom exit. Centinued interview
revealed the DON had asked her to iet staif know
which doors would be inaccessible due to
canstruction; however she was not told who to
inservice and was not formally notified of new
evacuation routes, She stated she did an
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informal verbal inservice at the last "Town Hall
Meeting", on 06/20/14, and told the staff present
which doors would be inaccessible due to
construction, which were the Southwest door, the
Dining room door, and the kitchen door, She
stated she also told staff to thay could use the
front doors, therapy doars, north side door and
south side door, and the door to tha employes
parking lot for evacuation of residents. The SDN
stated she alsa told staff during the inservice if
the residents were in the dining room during an
avacuation they were to use the employee
-1 parking lot doors or the front doors to exit.
According to the SDN, she told staff in the
inservice if residents nseded to be evacuated
from the Southwest wing they were to use the
Southeast exit door to the parking lot. The SDN
further stated she had alsa verbally inserviced the
South Unit SRNAs and nurses, the Activity
Directer, the Minimum Data Set (MDS)
Coordinators and the wound nurse related to the
construction and which doors to use for an
emergency evacuation. However, she stated shie
was unaware of the date of the inservice, and
was unable to submit the inservice or signatures
of staff present from the inservice. Further
interview revealed sha was unaware there Was
construction near the Northwest exit daor and did
not inservice staff related to that deor. She stated
she was unaware of any new formal evacuation
plan in case of fire or cther emergency.

Review of the "Town Hall Meeting and Inzervice
Agenda" dated 06/20/14, revealed a bullet list

which included "construction on drive”. There
was no written information in the inservice for
reference, Thare were twenty-eight (28)
signatures listed for the inservice out of one
hundred and fifty (150) employees in the facllity.
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Interview with the Administrator on 06/30/14 at
7:00 PM, revealed she started at the facility on
05/15/14, and was told by the pravious
Administrator there would be construction which
included replacing damaged pavement on the
west or back side of the building. She stated
during the "morning meetings” she discussed tha
construction project with the managers; however,
they did not discuss the safety aspects related to
the construction. She stated in hindsight she

should have ensured there was a new emergency

evacuation plan specificaily addressing the three
(3) exits affected during the construction, as well
as, formal inservicing and education of staff
related to which doors were aifected related to

construction and which doors wers to be used for

alternate rouies.

Further interview with the Administrator and
previous Administrator on 07/01/14 at 12:00 PM,
revealed it would be very important for staff to be

aware of which doors led to the construction zone
"1 In order to ensure those doors were rict used in
| the case of an emergency evacuation,

The faciiity was unable to provide documented
evidence they had developed and implemented a
revised emergency evacuation plan specific to
address the three (3) exits Involved in
construction,

The facility provided an acceptable, credible
Altegation of Compliance (AOC) on 07/03/14,

which alleged removal of the Immediate Jeopardy

{10}, effective 07/02/14. Review of the AOC
revealed the facility implementad the following:

1. The Regional Nurse Consultant {RNGC)
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construction plan and assignments, that

included the creation of new routes and

housekeeping, therapy, laundry and

inserviced the Administrator and the entire Safety
Committes (Human Resources Director/Safety
Director, ADON North, Business Office Manager
(BOM), Chaplain, Clinical Social Worker (CSW),
‘Rehabilitation {Rehab) Manager, Medical
Records Director, Dietary Director, Housekeeping
Director, Activity Diractor, Staff Developrment
Coordinater {SDC), Plant Operations Director,
DON, ADON South, MDS LPN, MDS RN and
Marketing Director, who were also the Quality
Assurance (QA) Committee, on 06/30/14 during a
Safety Commitiee meeting held to discuss the
facility's Fire Safety Procedure for alternate
evacuation routes due to construction, The
education covered construction planning and
continued safety of residents, Additionally, the

delineated which staff member was responsible

for what piece of the AQC, were dispersed to alf

departments by the Administrator and the Safaty
Committee Director, The constiuction plan

temporary exit diagrams, placement of signage
outlining the construction plan in appropriate
areas that included the front ehtrance, parking lot
entrance and the doors which were closed related
to the construction. New signs stating "DO NOT
USE" were also placed on the affected doors.

2. Inservices were initiated on 06/30/14 and
07701114, by the DON, Assistant Director of
Nursing (ADONj), Dietary Manager (DM), Staff
Development, Business Offica Manager (BOM),
Housekeeping Director and Rahabilitation
{Rehab) Director for all staff, including dietary,

maintenance. The education consisted of the
new evacutation plan and continued safety of
residents. Additionally, no employee would be

F 518
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allowed to work until the education was provided
and the post tast completed to ensura
compliance with exit routes, The Administrater
maintained an amployee roster to cresscheck
with the training log to assure no employee was
alfowed to work until the education was received.
One hundred and fifty-five (155) employees of
one hundred and sixty-three (163) employees had
treen educated by 07/01/14. The facility did not
utilize agency staff,

3. All residents with a BIMS score of eight (8) or
greater on their last MDS were informed of the
construction and alternate evacuation routes, as
well as, the the new evacuation signs. Forty-eight
{48) residenis met the criteria and were informed
as indicated by the Activity Director and Social
Service Director an 06/30/14 and 07/01/14.

Responsible Parties of residents, who were.
frequent visitors {o the facility, were notified of the
construction and temporary evacuation routes, by
tefephone by the Chaplain and Marketing
Director. Thirty (30) Respoensible Parties wera
netified on 06/30/14 and 07/01/14, with plans to
continue notifications daily untit ali resident
famities/respansible parties were notified.

4. Signs were placed on the Maln Entrance and
the employee entrance doors on 06/30/14 by the
Maintenance Director to inform all visitors that
"Construction is in progress”. Also, new
termporary exit diagrams (maps) were created for
the South West/North West/ Dining Room/Dietary
Services/Laundry Area by the Safety Commiltee
on (06/30/14 and posted on all temporary alternate
evacuation routes. Signs were created and
posted on all "temporarily closed" evacuation
exifs that stated, "STOP-DO NOT USE" by the
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Maintenance Director an 06/3014.

8. The Medical Director was notified of the I}
07/01/14 by the DON.

6. A QA meeting was held on 07/01714 {o review
the new temporary exit diagrams for the South
West/North West/Dining Room, Dietary Services
and Laundry areas. Signs were created and
posted on all areas of temporary altarnate
evacuation routes, Signs were created and
posted on all temporarily closed evacuation exits
{0 "STOP-DO NOT USE". The the entire plan
was reviewed with the Medical Director on
07/01/14 during the QA mesating. The Medical
Director approved the plan developed by the
facility {o address the 1J. Another QA meeting
was scheduled for 07/09/14.

7. Maintenance was to audit daity beginning
07/01/14, to ensure signage was in place on the
Main Entrance and employee entrance door
informing all visitors "Construction is In process",
The maintenance audit was to include a daily
check to ensure the new ternporary exit diagrams
created for the South West/North Wes¥/Dining
Room, Distary Services and Laundry area's
remain posted an all temporary alternate
evacuation routes and to ensura that signs
created and posted on afi “ternporarily closed"
svacuation exits saying "STOP-DO NOT USE"
remafn in place. The results of the audits will be
turned in daily to tha Administrator until the
construction project is completed. The
Adrrtinistrator was do daily rounds of the signage
to assure accuracy of maintenance audits until
the project is completed. )

8. A staff questionnaire regarding exit routes and

F&18
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evacuation plan was being administerad by the
Administrator, DON, ADONs, SDC, Dietary
Director, BOM, Social Services Diractor (SSD),
Chaplain, Admissions Director, Medical Records
Directar, and HR Director to five {8) stafi .
members on each shift and different staff
members until the immediacy was removed
beginning 07/011/14. After the immediacy was
rermoved ten (10} staif questionnaires were to be
done daily to ensure continued understanding of
exit routes and evacuation plan, All resuits of the
questionnaires were to be reviewed by the
Administrator, DON or Regional Nurse
Consultant. The Administrator was to review ail
audits for completeness and accuracy, as well as,
conduct "spot checks” of questionnaires fo staff
to ensure knowledge and accuracy of audits.
Resuits of the staff questionnaires were {o be
raviewad by the QA Commiltee weekly to
determine the further need of continued
education or revision of the facility's plan, The
QA Committee was o determine at what
frequency the questionnaires for staff would need
to continue. Any concerns identified were fo be
corrected immediately and reported to the
Administrator,

9. A RNC has been onsite since 06/30/14, to
assist with compliance with staff education,
ensure daily audits were completed by the
Maintenance Director and turned into the
Administrator with no issues identified, and
ensure daily staff questionnaires were completed
as scheduled to ensure staff were aware of the
new exits/evacuation plan. The Vice President
(V/P) of Operations or Chief Nurse Executive
were In daily contact with the RNC to review the
above, Before the construction areas ars
re~opened, the areas are o be Inspected by the
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Administrator and Maintenance Director to ensure
the areas were safe for use.

The State Agency validated the Implementation of
the facility's AOC as fallows:

1. Interview with the Administrator on 07/02/14 at
4:03 PM, revealed she and the entire Safety
Committee had been inservicad by the RNC on
the construction pian, resident safety and the
new, temporary evacuation routes and diagrams
on 06/30/14 at approximately 8:15 PM,

Review of the education information revealed the
construction ptan which included the creation of
new routes and temporary exit diagrams,
placement of signage at the front doors, parking
lot entrance and doors which were to be closed
related fo the construction.

2. Review of the education information, including
the post tests, provided to all staff, revealed the
aducation included education on the construction
plan and new signs posted and included the
following statement, "due lo the racent
construction on the back driveway of the facility,
new evacuation routes have been implemented
until further notice”. Continued review of the
education material revealed the alternate
evacuation plan was included, as well as, the
questions for the post test to ensure competency
and understanding.

Interviews on 07/02/14 with Certified
Occupational Therapy Aide (COTA) #1 at 12:00
FM; the Rehab Manager at 12:02 PM; SRNA#5
at 12:03 PM; SRNA#6 at 1:55 PM; SRNA #7 at
1:58 PM; SRNA#8 at 2:01 PM; SRNA#0 at 2:04

PM; SRNA#10 at 2:07 PM; SRNA #11 at 2:10

F518
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PM; Housekeepar #3 at 2:20 PM; Housekeeper
#1 at 2:23 PM; Maintenance Assistant #1 at 2:24
PM; Dietary Aide #3 at 2:28 PM; Dietary Aide #1
at 2:32 PM; SRNA#3 at 3:11 PM; SRNA#T at
3:13 PM; SRNA#12 at 3:15 PM; SRNA#13 at
317 PM; SRNA#14 at 3:24 PM; SRNA#R1S at
3:26 PM; LPN #8 at 5:30 PM; RN #1 at 5:35 PM;
LPN #9 at 5:40 PM; and LPN #10 at 5:45 PM
revealed they had heen In-serviced on the
construction plan and the new, temporary
evacuation routes and the naw temperary exit
diagrams, along with taking a post test to ensure
they understood the education material,

Interview with the Administrator on 07/02/14 at
4:03 PM revealed she used an employee roster in
conjunction with training logs to assura no
employae worked without the education, she
continued by stating that to ensure accuracyfstaff
undarstanding of the education, she would select
two (2) completed post tests and re-interview that
staff person,

Review of documentation revealed the employee
roster had been crosschecked against an
employee fraining log to ensure employees had
not worked without receiving the education and
post test to ensure competency.

3. Review of the education documents revealed
all interviewable residents had been educated
and a questionnaire was used to ensure resident
understanding of the education refated to the new
evacuation plan and evacuation routes.

Interviews with Resident #24 on 07/02/14 at 11:30
AM and Resident #23 at 11:35 AM, revealed they,
had been educated and completed a

questionnaire related to the new construction and
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new evacuation plans.

Interview with the SSD on 07/02/14 at 2:37 PM,
revealed it had been her assignad task to
educate residents with a BIMS of eighi (8) or
greater on the construction plan and the new
temporary evacuation routes while construction
was in place. The S80 indicated she had
performed her education with interviewable
residents on 068/30/14 and 07/01/14.

Review of the education documents revealed tha
same education tool used for interviewable
residents had been used to educate residents!
respansible parties regarding the construction
and new evacuation plans,

Record review of phone logs revealed Resident
#25's family had been contacted regarding the
construction and educated on the temporary
evacuation routes,

Interview with the S3D on 07/02/14 at 2:37 PM,
revealed it had also heen her assigned task to
educate residents’ responsible parties on the
construction plan and the temporary evacuation
routes while construction was in place. The 85D
stated she initiated the education for responsibie
parties on 06/03/14 and 07/01/14. Continued
interview revealed she had answered any
questions the responsible parties might have had,
She indicated she would continue netification and
education until all responsible parties/families had
been contacted. Further interview revealed she
used the facility census sheet to ensure
responsible parties of non-interviewabls residents
received the construction education.

4. Observations, on 07/0214 at 11:15 AM,
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revealed the new signage was in place at the
Main Entrance and employes entrance doors as
alleged on the AQC. Continuad observation
revealed the new temporary exit diagrams were
also posted as alleged.

Observation, on 078/02/14 at 11:32 AM, revealed
signs stating "STOP-DO NOT USE" were posted
on the "temporarily closed” evacuation exits.

interview with the Maintenance Director on
07102114 at 11:40 AM, ravealed he had placed the
new signage and temporary exit diagrams on
06/30/14 at spproximately 8:30 PM,

5. Interview with the facility's Medical Director on
07/02/14 at 5:20 PM, revealed he had been
notified by the DON of the 1) an 07/01414.

6. Review of the minutes revealed a QA mesting
was held on 07/01/14, and revealed the Medical
Director was in attendance via telephone.

Interview with the facility's Medical Director on
(7/02/14 at 5:20 PM revealed he had bzen
notified by the DON of the IJ on 07/01/14, during
the QA meeting. He stated the plan implemented
by the facilify was a good plan, and he didin't think
there was anything he would have added to the
plan. Continued interview revealed he provided
insight on Qurality Measures and acted as a
resource for facilily stafi education as part of his
responsibilites as the Medical Director.

7. Review of the daily Maintenance Audit logs
beginning 07/01/14 revealed Maintenance was
performing daily rounds to verify, by initialing the
lag, that the Main Entrance and ermpioyze
entrance door signage remainad in place to
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inform visiters that construction was In progress,
the temporary exit diagrams remained posted on
all temporary evacuation routes and the
"STOP-DO NOT USE" signs remained in place
on the ternporarily closed evacuation routes.
Continued review of the Audit log revealed the
Administrator was also initialing the log indicating
she had performed walking rounds as verification
of the accuracy of the Maintenance audits until
the construction process is complated.

Interview with the Maintenance Director on
07/02/14 at 11:40 AM, revealed maintenance was
performing the daily audits and initialing the log
for verification.

interview with the Administrator on 07/02/14 at
4:03 PM, revealed she was performing her
walking rounds daily of the signage posted and
initialing the maintenance audit log.

B. Review of the staff education revealed a
questionnaire related to the exit routes and
evacuation plan. Review of the completed
guestionnaires revealed the Administrator, DON,
ADON, SDC, Distary Director, Medical Records
Director or HR Director had administered the
questicnnaire,

Interview with the Administrator on 07/02/14 at
4:03 PM revealed she, the DON or RNC had
reviewed the questionnaires. She indicated she
was performing "spot checks” of questionnaires
as per tha ACC. The Administrator stated the
questionnaire results would be taken to the
facility's QA Committee weekly and QA would
determine the frequency at which the
questionnaires would be used. According to the

Administrator, if there were any concems
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identified they wera to be reported to her.
9. Interview with the RNC on 07/02/14 at 4:45 PM
revealed she had been on site daily since
06/30/14. Continued interview ravealed she
assisted the Administrator in any capacity she
needed to ensure compliance with staff education
and snsurgthe daily Maintenance audits were
compieted accurately and turned into the
Administrator.
Interview with the Chief Nursing Executive on
07/02/14 at 4:50 PM, via telephone, revealed she
was in daily contact with the RNC and facility and
acted as arescurce when needed.
Interview with the Administrator an 07/02/14 at
4:03 PM, revealed prior to the construction areas
eing re-cpened, she and the Maintenance
Director will inspect the construction area to
ensure it is safe to use and institute re-education
for all staff, residents and/or their responsible
party.
F 5201 483.75(0)(1) QAA E 520! ¥ 520
gg=K | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS Tmmediate corrective action for residents
found to be affected:
A facility must maintain a qualily assessment and e N dentswere-identificdto-be-affected:
assurance commitiee consisting of the director of I Blucgrass Care & Rehabilitation
nur's_ing services; a physiclan designated by the Center is committed to maintaining &
;:g;]lég"sagtgf?_t least 3 other members of the quali_ty‘ assessment assu@ce committee
congisting of the Administrator, DON,
: Medical Director, and at least three (3)
The qqailty assessment and asstrance other members of the facility's staff. This
ccmmettsfe meets at least quarterjy to identify committes will meet at least quarterly to
issues with respect {o which qualily assessment identify issucs with respect fo which quality
and assurance activities are necessary; and essurance  activities are necessary: and
!
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develops and implements appropriate plans
F 520 Continued From page 365 F 520 of action fo correct identified quality

AState or the Secretary may not require

compliance of such commitiee with the
requirements of this saction,

a basis for sanctions.

of Care (F-323) and 42 CFR 483.75
Scope and Severity (S/S) of a "K", After

re-opened and an Abbraviated Survey

(S/S) of a "K",

develops and implementis appropriate plans of
action to correct identified quality deficiencies.

disclosure of the records of such committea
except insofar as such disclosure is related to the

Goed faith attempts by the commitiee to identify
and carrect quality deficiencies will not be used as

This REQUIREMENT is not met as avidenced

A
A Recertification Survey/Extended Survay
concluded on 07/03/14 identified Immediate
Jeopardy in the areas of 42 CFR 483.25 Quality

Administration (F-490, F-518 and F-520) all at a
Supervisory review the Recerification Suwey‘was

investigating KY00021980 was Initiated on
07/22/14 and concluded with a new exit date of
08/01/14. Asecond Immediate Jeopardy was
identified on 07/25/14 in the areas of 42 CFR
483.13 Resident Behavior and Facility Practice
(F-224, F-225 and F-226), 42 CFR 483.30
Nursing Services (F-353), and 42 CFR 483,75
Administration (F-490) all at a Scope and Severity

Based on observation, racord review, interview,
review of the facility's policy and Evacuation Plan,
during the 07/03/14 survey, it was determined the
facllity faited to have an effective sysfem to

deficiencies, However, the QA Commiyes
has  been meeting weekly  beginning
September I7, 2014,

2 : ineorporat
indiv idually-herein.—Specifie-ID-Profixt
identified —within— thi fot-—are—F303,
¥49 : 4 :

Resident #8, 14, 16, 17, 24, 32, 33, 36, and
three un-sampled residents GDand B
have all had grievances completed with
Resident #24 having an updated pain -
assessment and care plan completed July
23 to July 25, 2014 by SSbh,
Administrator, DON, MRM, QolLA,
ESD, DOA, MDSN, HRDVAIT and QalD
to include follow-up and resolution
reported to all appropriate state agencies,
Resident #35 discharged from the facility
on July 10, 2014,

Mdentification of other residents that have the
potentiat to be affected:

*

kol
F520- 234, F235_F296 and

L= b &

£33 ;
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Identify a Qualfty Assurance (QA) concern, and
develop and implement appropriate plans of
action.

The facility's QA system's failure to develop and
implement appropriate plans of acticn prevented
the facility from ensuring effective measures were
in place for appropriate evacuation of residents
from the Neorthwest and Southwest hallways and
dining room In case of fire or othar emergencies,
due to the exits not being accessibla related to
construction. The primary amergency exit routes
for the Northwest and Southwest Hallways wers
the exits at the end of the hallways leading
outside per the facility's evacuation plan,
however, observation revealed those were the
exits inaccessible due to the censtruction. This
could potentially affect sixty (60} residents out of
the facility's one hundred and tweniy-four {124)
residents in the event of an emergency
avacuation. {n addition, the map posted in the .
dining room revealed arrows leading to the
pulside exif, as the emergency exit route fram the
dining room. Observation revealed there was
construction outside the dining room door exit,
The facility's QA system failed to identify, develop
and implemert plans of action to address: the
construction culslde the facility leaving the three
{3) emergency exit doors without a safe path to a
public way; the need for a revised evacuation
plan in the case of a fire or other emergency
related fo the three (3) emergency exit doors; and
the need to ensure staif was trained and
knowledgeable of which fire exits were
appropriate far evacuation during the
construction. {(Refer to F-323, F-490 and F-518)

The facility's failure to develop and implement an
gvacuation plan during constructlon which
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F 520 Continued From page 386 F 5200 + Al residents with BIMs of 8 or above were

interviewed on July 23 to Jjuly 25, 2014 hy
550, HRD/AIT, Qolb, QolA, MARM,
Chaplain, BOM, DOA, ADON, SDC, SCC and
ESNS with any concerns voiced token
through the grievance process for follow-
up and resolution.

All residents with o 8IMS below 8,
Responsible Partles, POA or Guardian
were interviewed on luly 23 to August 04,
2014 by S50, HRD/AIT, DDA, MRM,
Chaplain, BOM, ABOM, ESD, D5M, SCC,
ADON, GQolA and QolD with ony concerns
taken through the grievance process for
follow-up and resolution. Anyone unable
to contact were sent certified letters on
July 29, 2014,

Measures taken to assure there will not be a
recurrence:

—As-the-QA-process—would-ineorporate—ail

identified—quality—deficlencies—as—stated
above-pleasereferto-this-section—under-all
alleged—doficienciss—contained--within—the
2567 —as—they-—would-—be—incorporated
individually-hereim—Specific-ID-Prefix-tags
identified—within—this—seetion—are-—1323;

F490FE3E 20 E224-F225-FI26-and
F353-

All staff will be in serviced on July 23 to
July 30, 2014 by the SDC, 5CC, HRD/AIT,
58D, ESNS, DON, ADON, WCN, RSM, QolD,
ClolA, BOM, Assistant BOM (ABGM),
Administrative Assistant (AA), MRM, DS,
ESD, POD, DOA, MDSN, Weekend Nmre
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affected firefemergency exits was fikely to to

The facility was notified of the Immediate
Jeopardy on 08/30/14.

The facility provided an acceptable Credible
the facility alleging removal of the Immediate

was verified to be removed on 07/02/14, with
remalning non-compliance at 42 CFR 483.75

continues to monitor to ensure the residents'
environment remains as free of accidental
hazards as was possible; and each resident
receives adequate supervision to prevent
accidents,

review of the facility's policy and investigation

survey, it was determined the facility failed to
have an effective system to develop and

resident griavances were acted upon and
resolved regarding calf light issues, {Refer ta
F-166) -

The findings include:

Review of the facility's, "Performance

cause risk for serious Injury, harm, impairment or
death. The Immediate Jeopardy was identified on
06/30/14 and determined to exist on 06/24/14,

Allegation of Compllance (AOC) an 07/03/14 with

Jeopardy on 07/02/14. The Immediats Jeopardy

Administration at a Scope and Severity of a "B",
while the facility develops and implernents a Plan
of Correction, and the facility's Quality Assurance

Based on observation, interview, record review,

reports and call light audits, during the 08/01/14

implement appropriate plans of action to ensure

to Grievance policy ond procedure. Re-
education was initlated on August 25,
2014 and wuas completed by September 12,
2014.

¢ Education has been provided by the scC
on July 23 to July 28, 2014 to alt
department heads related to following the
grievance policy and procedure and
assuring alf concerns are Investigated and
follow-up is completed timely.

¢ Any staff member not receiving the

education by September 12, 2014 will not

be allowed to work a shift until the

education hus been provided by the SDC,

SCC, HRD/AIT, 55D, ESNS, DON, ADON,

RSM, QolD, QolA, BOwm, ABOM, AA,

MRM, DSM, ESD, POD, DOA, MOSN, WNS,
550, Administrator or Chaplain,

|

¢ Beginning September 12, 2014 Residents
and  families ottending core plon
conferences shall be osked by the S50,
MDSN, QolD or licensed Nurse if there
have been any concerns and If grievance
process has been initiated and followed, If
resident or responsible party does not
attend the care plan conference the SDC,
HRD/AIT, 55D, ESNS, DON, ADON, RSM,
QolD, QolA, BOM, ABOM, AA, MRM,
DSM, ESD, POD, DDA, MDSN, WNS, $8D,
Administrator or Chaplain, shall attempt

Improvement Plan" Poficy, dated February 2008,
revealed it was the intent of the facility to conduct
an ongoing performanca improvement program

designed to: systematically moniter and evaluate

Event ID;A70311

to contact via phone x3 for response.
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the quality and appropriateness of resident care;
pursue opportunities to improve resident care;
resolve ldentifled problems; and Identiy
opportunities for impravement in a timely manner.
Further review revealed the Performance
Improverent (Pl) Committee and the facllity
would use the risk management approach to
astablish key quality indicators designed to
monitor effectivenass of estabiished systems
across depariments,

Referenca F-323, F-480, F-518

1. Review of the facility’s, "Disaster
Preparadness” Manual, dated January 2005,
revealed the fire safety procedure plan noted
when preparing for an evacuation when the fire
alarm was sounded the primary exit route should
be checked first, and if this exit was safe and
clear staff should use that exit if evacuation was
ordered., ’

Review of the facllity's, "North Nursing
Department Fire Emergency Guideiines" and
"South Nursing Depariment Fire. Emergancy
Guidelines", both Undated, revealed staif was to
check the primary exit route and if it was blocked
they were to use the secondary route,

Observatign of the maps posted across from the
nurse's station on the North and South units on
06/30/14, revealed the maps had arrows pointing
towards the exit doors at the end of the Northwest
and Southwest hallways leading to the cutside
indicating thuse decors were an exit route.
Additionally, review of the map posted in the
dining room on 06/30/14, revealed arraws leading
from the dining recom to the exit door, which led
putside the building, as an exit route from the

being completed daily across all shifts by
SDC, HRD/AIT, SSD, ESNS, DON, ADON,
RS0, QolD, QolA, BOM, ABOM, AA,
MRM, DSM, ESD, POD, BOA, MDSN, WNS,
Administrator, Chaplain or Licensed Nurse
related to call light chservations to ussure
answered timely and patient care needs
met. This will be ongolng until instructed
otherwise by QA Committee.

¢ Beginning Auvgust 02, 2014 five resident
interviews doily of residents with BIMS of
8 or above by the SDC, HRD/AIT, 55D,
ESNS, DON, ADON, RSM, QolD, QolA,
BOM, ABOM, AA, MRM, DSM, ESD, POD,
DOA, MDSN, WNS, SSD, Administrator,
Chaplain or Weekend Manager on Duty
{MOD] to address coll lights and any care
issues, This will be ohgoing until
instructed otherwise by QA Committee.

|

+ SCC educated the S3D on July 24, 2014
relative to  responsibility to address
complaints and grievances timely with
appropriate follow up per company policy
and regulatory gquidelines. This Is to
include any complaints from Resldent
Council.

Monitoring to assure continuing compliance:

abeover-pleasetefer-to-this-seetion-undarall
aHeged--defieiencies—contained-within-the
2567 as—they —weuld—be-incomperated
individually-hereiti—SpecificID-Prefin-tags
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dining room.

On 06/30/14 at 2:20 PM, interview with the
Director of Plant Operations revealed on 06/24/14
construction started with removal of the concrete
pavement outside of the Nerthwest hallway and
the dining room exit, and on 06/27/14 the
concrete pavement was ramoved outside the
Southwest hallway exit door. The Director of
Plant Operations stated he was not aware of the
facility having a revised evacuation plan related to
construction. He stated staff, including himseif,
had not received any formal training related to a
new evacuation plan due to construction, even
though those three (3) exits were not accessible
in case of an emergency evacuation because of
the construction.

Observations on 068/30/14 from 5:15 PM until 5:24
PM of the dining room exit door revealed a
concrete pad leading lo a thres and a half (3.5)
inch drop off which fed (o rebar (steel bar used in
construction to reinforce concrete) and gravel.
Observation of the Northwest hallway exit door
revealed a ramp teading fo a three (3) inch drop
off to gravel and rebar, Additionally, observation
of the Southwest hallway exit door revealed a
ramp leading to a four and a half {4.5) inch drop
off {o gravel,

interview, on 06/30/14 at 5:05 PM and 07/03/14
at 7:00 PM, with the Director of Nursing (DON)
revealed on 08/17/14, she was told construction
would be starting on 06/18/14 and they were told
to stay clear of the exit doors to the Northwest
and Southwest hallways exits because the
sidewalks were being replaced outside those
doors. However, she had not been educated as
fo the alternate routes to use for emergency

F490E518,-F520, 224, F235_ 1206 and
353 ’

¢ The Administrator will be responsible for
monitoring the grievance process to be
assured all  grievances have been
completed per the policy and procedure by
reviewing each grievance and the
grievance  log  weekly  beginning
September 22, 2014 until instructed
otherwise by the QA Committee.

+ Beginning August 06, 2014 oll cudits and
observations as well as grievances will be
brought to the QA committee weekly x 4
weeks ond then monthly ongoing by the
55D In order to track and trend and to
provide additional recommendatians for
ongoing process improvements,

Date of Completion: 09/27/2014
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avacuation due fo those exits being inaccessible,
The DON stated it would be important for the.
facility to have an alternate evacuation plan and
ensure staff were inserviced on this because staff
would be unable to get wheelchairs out the exits
by the constructicn. According to the DON, she
did not remember bringing up any safety
concerns related fo the construction In the last QA
Meeting. She further stated the facility had no QA
Nurse, and all the department heads wers
responsible for bringing their audits and tracking
and trending related to their departments to the
QA meetings to discuss findings.

Interview with the Staff Development Nurse
(SDN) on 06/30/14 at 5:30 PM, ravealed she was
aware there was construction taking place
outside the buiiding as new concrete was being
ptit on the driveway in the back of the building.
She stated she was told staff could not use the
exits at the back of the building including the
dining rcom exit and she had provided a verbal
inservice to some staff, on 06/20/14, related to
the construction and which exit doors to use for
an emergency evacuation. Howaver, she was
unaware there was construction near the
Morthwest hallway exit door and had not
inserviced staff related to the door being
inaccessible. She stated she was unaware of the
facility having any new formal evacuation plan in
case of fire or other emergency prior to or since
the construction began.

nterview, on 06/30/14 at 7:00 PM, with the
Administrator revealed she had been informed on
05/15/14, by the previous Administrator,
construction was to begin cn 068/17/14 to include
replacement of damaged pavement an the back
side of the building which was the west side. Sha
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stated however, the constructicn was delayed
and did not start until 06/24/14. Per interview, the
Administrator had discussed the construction
wauld consist of taking up the old concrete and
re-pouring concrete at the back of the building
every few days in the morning meetings.
However, she stated during those marning
meetings they had not discussed any safety
aspects related to the construction. The
Administrator explained the facility evacuation
plan stated if for some reason an exit could nat
be used, staff were to use another exit; but she
stated if aif staff was not aware they could nat usea
certain fire exit doors, this could cause a delay in
getting residents evacuated from the building in
an emergency sititation. The Administrator
indicated this was her first time having
construction in a building as Administrator and
therefore, had not thought about needing a new
emergency evacuation plan for the facility. She
stated in hindsight though she should have
ansured there was a new emergency evacuation
plan specific to address the three {3} emergency
fira exits not available for use during tha
construction. Per interview the Administrator
revealed the last QA meeting was 06/1 814, prior
to the initiation of construction. She stated she
had told the QA Committae in that meeting,
construction was getting ready to start. The QA
Committee had discussed the construction;
however, they had not identified or discussed any
safety aspects related to the fire exit doors which
would be inaccessible during the construction.

The facility provided an acceptable, credible
Allegation of Compliance (AOC) on 07/03/14,
which alleged ramoval of the Immediate Jeopardy
(M), effective 07/02/14. Review of the AQC
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revealed the facility impiemented the foilowing:

1. The Regional Nurse Consultant (RNC)
inserviced the Administrator and the entire Safety
Committee (Muman Resources Director/Safety
Director, ADON North, Business Office Manager
(BOM), Chaplain, Clinical Social Worker {CSW),
Rehabilitation {Rehab) Manager, Medical
Records Director, Dietary Director, Housekeeping
Director, Activity Director, Staff Development
Coardinator (SDC), Plant Operations Diractor,
DON, ADON Scuth, MDS LPN, MDS RN and
Marketing Director, who were also the Quality
Assurance (QA) Committee, on 06/30/14 during a
Safety Commiltiee meeting held to discuss the
facility's Fire Safety Procedure for alternate
evacuaticn routes due to censtruction. The
education covered construction planning and
continued safety of residents. Additicnally, the
construction plan and assignments, that
delineated which staff member was responsible
for what piece of the AOC, were dispersed to all
departments by the Administrator and the Safety
Committee Director, The construction plen
inciuded the creation of new routes and
ternporary exit diagrams, placement of signage

-| outlining the construction plan in appropriate

areas that included the front entrance, parking lot
antrance and the doors which were closed related
to the construction. New signs stating "DO NOT
USE" were afso placed op the affected doors.

2. Inservices wera initiated on 06/30/14 and
07/01/14, by the DON, Assistant Director of
Nursing (ADON}, Dietary Manager (DM), Staff
Development, Business Office Manager (BOM),
Housekeeping Director and Rehabilitation
(Rehab) Director for all staff, including dietary,
housekeeping, therapy, laundry and

410
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maintenance. The education consisted of the
new evacuation plan and continyed safaty of
residents, Additionally, no employee would be
allowed to work until the education was provided
and the post test completed to ensure
compliance with exit routes. The Administrator
maintained an employee roster to crosscheck
with the training log to assure no employee was
aflowed to work until the education was received,
One hundrad and fifty-five {155) employees of
one hundred and sixty-three (163) employees had
been educated by 07/01/14. The facility did not
utitize agency staff :

3. All residents with a BIMS score of &ight (8) or
greater on their fast MDS were informed of the
construction and alternate evacuation routes, as
well as, the the new evacuation signs. Fory-eight
(48) residents met the critaria and were infermed
as indicated by the Activity Diractor and Social
Service Director on 06/30/14 and 07/01/14.

Responsible Parties of residents, who were
frequent visitors to the facility, were notified of the
construction and temporary evacuation routes, by
telephone by the Chaplain and Marketing
Director. Thirty (30) Responsible Parfies were
notified on 06/30/14 and 07/01/14, with plans to
continue netifications daily until afl resident (

families/responsible parties were notified,

4. Signs were placed on the Main Entrance and
the employee entrance doors on 06/30/14 by the
Maintenance Director to inform all visitors that
"Construction is in progress”. Also, new
temporary exit diagrams (maps) were created for
the South West/North Wast/ Dining Reom/Dietary
Services/Laundry Area by the Safety Committee
on 06/30/14 and posted on all temporary alternata

F 520
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| Maintenance Director on 06/30/14.

' informing all visitors "Construction is in process”,

evacuation routes. Signs were created and
posted on all "tempararily closed" evacuation
axits that stated, "STOP-DO NOT USE" by the

5. The Medical Director was 'nozified of the 1J
07/01/14 by the DON,

6. A QA meeting was held on 07/01/14 to review
the new temporary exit diagrams for the South
West/North West/Dining Reom, Dietary Services
and Laundry areas. Signs were created and
posted an alf areas of temporary alternate
evacuation roufes. Signs were created and
posted on all temporarily closed svacuation exits
to "STOP-DO NOT USE", The the entire plan
was reviewed with the Madical Director on
07/01/14 during the QA meeting. The Medical
Director approved the plan developed by the
facility to address the 1J. Ancther QA meeting
was scheduled for 07/09/14.

7. Maintenance was to audit daily beginning
07/01114, to ensure signage was in place on the
Main Enirance and employee entrance door

The maintenance audit was fo include a daily
check to ensure the new temporary exit diagrams
created for the Scuth West/North West/Dining
Room, Dietary Services and Laundry area's
remain posted on all temporary alternate
evacuation routes and to ensure that signs
created and posted on all "temporarily closed”
evacuation exits saying "STOP-DO NOT USE"
remain in place. The results of the audits will ba
turned in dally to the Administrator untit the
canstruction project is completed, The
Administrator was do daily rounds of the signage
to assure accuracy of maintenance audits until
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Continued From page 375
the project is completed.

8. A staff questionnaire regarding exit routes and
evacuation plan was being administered by the
Administrator, DON, ADONs, SDC, Dietary
Director, BOM, Social Services Director {SSD),
Chaplain, Admissions Director, Medical Records
Director, and HR Director to five (5) staff
members on each shift and different staff
members until the immediacy was removed
beginning 07/01/14. After the immediacy was
removed ten (10} staff questionnaires were ‘o be
done daily to ensure continued understanding of
exit routes and evacuation plan. Al results of the
questionnaires were to be raviewed by the
Administrator, DON or Regional Nurse
Consuitant. The Administrator was to review all
audits for completeness and accuracy, as well as,
conduct "spot checks” of questionnaires to staff
to ensure knowledge and accuracy of audits.
Results of the staff questionnaires were to be
reviewed by the QA Commitiee weekly to
determine the further need of continued
education or ravision of the facility's plan. The
QA Committee was to determine at what
frequency the questionnaires for staff would need
to continue. Any concerns identifiad were to be
corrected immediately and reported to the
Administrator.

9. ARNC has been onsite since 06/30/14, to
assist with compliance with staff aducation,
ensure daily audits were completed by the
Maintenance Director and turned into the
Administrator with no issues identified, and
ensure daily staff questionnaires were completed
as scheduled to ensurs staff ware aware of the
new exits/evacuation plan. The Vice President
(V/IP) of Operations or Chief Nurse Executive

F 8620
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were in daily contact with the RNG to review the
abova, Before the construction areas are
re-openad, the areas are to be inspected by the
Administrator and Maintenance Director fo ensure
the areas were safe for use.

The State Agency validated the implementation of
the faciiity's AOC as follows:

1. Interview with the Administrator on 07/02/14 at
4:03 PM, revealed she and the entire Bafety
Committee had been inserviced by the RNC on
the construction plan, resident safety and the
new, temporary evacuation routes and diagrams
on 06/30/14 at approximately 8:15 PM.

Review of the education information revealed the
construction plan which included the creation of
new routes and temporary exit diagrams,
placernent of signage at the front doors, parking
lot entrance and doors which were to be closed
related to the construction.

2. Review of the education information, including
the post tests, provided to all staff, revealad the
education included education on the construction
plan and new signs posted and included the
following statement, "due to the recent
consiruction ¢n the back driveway of the facility,
new evacuation routes have besn implemented
until further notice". Continued review of the
aducation material revealed the altemate
evacuation plan was included, as well as, tha
guestions for the post test to ensure competency
and understanding.

Interviews on 07/02/14 with Cerified
Occupational Therapy Alde (COTA) #1 at 12:00
PM; the Rehab Manager at 12:02 PM; SRNA#5

F 520

FORM £MS-2887(02.-99) Pravious Versions Ghsolete Event ID:AT03H

Facility 10 100482 if eontinuation sheet Page 377 of 388



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

PRINTED: 09/02/2014
FORM APPROVED
OMB NO. 0938-0361

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X7} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTIGN iDENTIFICATION NUMBER: COMPLETER
A BUILDING
186446 B WING 08/01/2014

NAME OF PROVIDER OR SUPPLIER

BLUEGRASS CARE & REHABILITATION CENTER

STREETADDRESS, CITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
LEXINGTON, KY 40517

| PM; Housekeeper #3 at 2:20 PM; Housekeaper

at 12:03 PM; SRNA#6 at 1:55 PM: SRNA £7 at
1:58 PM; SRNA#B at 2:01 PM; SRNA#0 at 2:04
PM; SRNA#10 at 2:07 PM; SRNA#11 at 210

#1 at 2:23 PM; Maintenance Assistant #1 at 2:24
PM; Dietary Aide #3 at 2:28 PM; Distary Aide #1
at 2:32 PM; SRNA#3 at 3:11 PM; SRNA#1 at
3:13 PM; SRNA#12 at 3:15 PM; SRNA#13 at
3:17 PM; SRNA#14 at 3:24 PM: SRNA #15 at
3:26 PM; LPN #8 at 5:30 PM; RN #1 at 5:35 PM;
LPN #9 at 5:40 PM; and LPN #10 at 5:45 PM
revealed they had been in-serviced on the
construction plan and the new, temporary
evacuation routes and the new temporary exit
diagrams, along with taking a post test to ensure
they understeod the education material.

interview with the Administrator on 07/02/14 at
4:03 PM revealed she used an empioyee roster in
conjunction with training logs to assura no
employee worked without the education, she
centinued by stating that to ensure accuracy/staff
understanding of the education, she would select
two (2) completed post tests and re-interview that
staff person.

Review of documentation revealed the employes
roster had been crosschecked against an
employee fraining log fo ensure employees had
not worked without receiving the sducation and
post test to ensure competency,

3. Review of the education documents ravealed
all interviewable residents had been educated
and a questionnaire was used to ensure resident
understanding of the education related to the new
avacuation plan and evacuation routes,

Interviews with Resident #24 on 07/02/14 st 11:30
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AM and Resident #23 at 11:35 AM, revealed they
had been educated and completed 2
questionnaire related to the new construction and
new avacuation plans.

Interview with the S8D on 07/02/14 at 2:37 PM,
revealed it had been her assigned task o
educate residents with a BIMS of eight (8) or
greater on the construction plan and the new
temporary evacuation routes while construction
was in place, The SSD indicated she had
performed her education with interviewable
residents on 06/30714 and 07/01/14.

Review of the education documents revealed the
same education tool used for interviewable
residents had been used !o educate residents'
responsible parties regarding the construction
and new evacuation plans.

Record review af phone logs revealed Resident
#25's family had been contacted regarding the
construction and educated on the temporary
evacualion routes.

interview with the SSD on 07/02/14 at 2:37 PM,
revealed it had also been her assigned task to
educate residents’ responsible parties on the
construction plan and the temporary evacuation
routes while construction was in place. The $3D
stated she initiated the education for responsible
parties an 06/03/14 and 07/01/14, Contintled
interview revealed she had answered any
guestions the responsible parties might have had.
She indicated she would continue notifleation and
education untif alf respansible partiesffamities had
been contacted. Further interview revealed she
used the facility census shest {o ensure
responsible parties of non-interviewable residents

F 520

TORM CMS-2567{02-99) Previous Versions Obsolels ' Event ID:A70311

Facllity I 100482 if continuation sheet Pags 379 of 386




PRINTED: 09/02/2014

DEPARTMENT OF HEALTHAND HUMAN SERVICES | FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIFLE CONSTRUGTION (X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
1854486 B, WING 08/01/12014

STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLER
3578 PIMLICO PARKWAY

BLUEGRASS CARE & REHABILITATION CENTER .
; \ LEXINGTON, KY 40517
{(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION (45}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED DY FULL PREFtA (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
: DEFICIENGCY)
F 520 Continued From page 379 F 520

received the coﬂstmction education.

4. Observations, on 07/02/14 at 11:15 AM,
revealed the new signage was in place at the
Main Enfrance and employes entrance doors as
alleged on the AOC. Continued observation
revealed the new temporary exit diagrams were
also posted as alleged. '

Observation, on 078/02/14 at 11:32 AM, revealed
signs stating "STOP-DO NOT USE” were posted
on the "lemporarily closed" evacuation exits.

Interview with the Maintenance Direclor on
07/02/14 at 11:40 AM, revealed he had placed the
new signage and temporary exit diggrams on
06/30/14 at approximately 8:30 PM.

5. Interview with the facility's Medical Director en
07/02/14 at 5:20 PM, revealed he had been
notified by the DON of the 1J on 07/01/14.

6. Review of the minutes revealed a QA meeting
was held on 07/01/14, and revealed the Medical
Director was in attendance via telephone,

interview with the facility's Medical Director on
07102/14 at 5:20 PM revezled he had been
notified by the DON cf the |J on 07/01/14, during
the QA meeting. He stated the plan implemented
by the facility was a good plan, and he didn't think
there was anything he would have added o the
plan. Continued interview revealed ha provided
Insight on Quality Measures and acled as a
resource for facility staff education as part of his
responsikiities as the Medlcal Divactor,

7. Review of the daily Maintenance Audit logs
beginning 07/01/14 revealed Maintenance was
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performing dafly rounds to verify, by initialing the
log, that the Main Entrance and employee
antrance door signage remained in place to
inform visitors that construction was in prograss,
the temporary exit diagrams remained posted on
all temporary evacuation routes and the
"STCOP-DO NOT USE" signs remained in place
on the temporarily closed evacuation routes.
Continued review of the Audit log revealed the
Administrator was also initialing the log indicating
she had performed waiking rounds as verification
of the accuracy of the Maintenance zudits until
the construction process is cornpleted.

Interview with the Maintenance Direcior on
07/02/14 at 11:40 AM, revealed maintenance was
performing the daily audits and initialing the log
for verification.

Interview with the Administrator on 07/02/14 at
4:03 PM, revealed she was performing her
walking rounds daily of the signage posted and
initialing the maintenance audit fog.

8. Review of the stafi education revealed a
guestionnalra related to the exit routes and
evacuation plan. Review of the complsted
questicnnaires revealed the Administrator, DON,
ADON, 850G, Dietary Director, Medical Recards
Director or HR Director had administered the
questionnaire.

interview with the Administrator on 067/02/14 at
4:03 PM revealed she, the DON or RNC had
reviewed the guestionnaires. She Indicated she
was performing "spot checks" of guestionnaires
as per the AOC, The Administrator stated the
questionnaire results wouid be taken to the
facility's QA Committes weekly and QA would

F 520

FORM CMS-2567(02-99) Previous Versions Obsolate Event ID:AT0IN

Facility 1D: 100482 If eontinuation shest Page 381 of 386




DEPARTMENT OF HEALTH AND HUMAN SERVICES

GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/02/2014
FORMAPPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTICN : {(X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; COMPLETEDR
A BUILDING
185446 B. WING 08/01/2014

NAME CF PROVIDER OR SUPPLIER

BLUEGRASS CARE & REHABILITATION CENTER

STREETADDRESS, CITY, STATE, 2IP CODE
3576 PIMLICO PARKWAY
LEXINGTON, KY 40517

determine the frequency at which the
questionnaires would be used. According to the
Administrater, if there were any concemns
identified thay were ta be reported fo her.

9. Interview with the RNC on 07/02/14 at 4:45 PM
revealed she had been on sita daily since
06/30/14. Continued interview revealed she
assisted the Administrator in any capacity she
needed to ensure compliance with staif education
and ensure the daily Maintenance audits were
completed accurately and tumed into the
Administrator.

Interview with the Chief Nursing Executive on
07/02/14 at 4:50 PM, via telephione, revealed she
was in daily contact with the RNC and facility and
acled as a resource when neaded.

interview with the Administrator on 07/02/14 at
4:03 PM, revealed prior to the construction areas
being re-openad, she and the Maintenance
Director will inspect the construction area to
ensura it is safe to use and institute re-education
for all staff, residents and/or their responsible

party. ‘

Reference F-166

2. Review of the facility's poiicy titled,
"fnvestigating a Resident Grievance or
Complaint”, dated December 2010, revealed
grievances and/or complaints would be
Investigated and recorded on the
griavance/complaint log. The Policy noted the
Administrator would assign the responsibility of
investigating grievances and complaints to the
Social Services Director (SSD) or designee who

X4) D SUMMARY STATEMENT OF BEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC JDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 520 Continued From page 381 F 520

FORM CMS-2857({02-99) Frevious Versions Obsolete Event ID:A70311

Facifity ID: 100492

If continuation shest Page 382 of 386




DEPARTMENT OF HEALTH AND HUMAN SERVICES PR
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPFLIERICLIA (X2) MULTIPLE CONSTRUGTICON {X3) DATE SURVEY
AND PLAN GF CORRECTIGN [OENTIFICATION NUMBER: A BUILDING COMPLETED

185448 B. WING 08/01/2014
STREET ADDRESS, CHY, STATE, ZIF CODE

3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER LEXINGTON, KY 40517

NAME OF FROVIDER OR SUFFLIER

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES s} "PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COE‘AF}_}EHGH
DATE -

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

F 520 | Cantinued From page 382 F 520
would initiate an investigation. The policy
revealed the investigation and report were to
include a follow-up/recommendation for
correctiva action, a resolution, date of the
resolution and was to be reviewed by the
Administraior within three (3) working days of the
facility receiving the compiaint/grievance. The
Policy stated the resident or responsible party
was to be notified of the findings.

Review of the Resident Council Minutes for Apri,
May, June and July of 2014 revealed the
rasidents had complained of thefr call bells not
being answerad timealy in the past two (3) monihs.
Interview with residents during-the Group
interview and also Individual resident interviews
revealed they continued {o complain of their call
bells not being answered timely. However,
review of the facility's documentation regarding
grievance forms and call light audits revealed no
documented evidence the facility had attempted
to resolve the residents' grievances regarding call
bells, until 06/03/14, even though this had been
an ongaing concern expressed by residents since
April 2014,

Interview with the §8D, on 07/03/14 at 4:.08 PM
and on 07/28/14 at 7:20 PM, revealed to address
the Resident Council's concerns related to their
call lights net being answered timely, she
developed an audit for call lights to be performed
across all shifts and during shift changes. Tha
550 indicated the call light audits had been
initiated "a few months ago".

Per interview, on 07/03/14 at 3:42 PM, with the
Activities Diractor, with Registered Nurse (RN)
#4/Assistant Director of Nursing {ADON) at 4:35
PM, and at 5:41 PM with the Staff Development
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Coordinater (SDC) revealed call light audits wera
being conducted on all shifts. The Activity
Director stated residents had voiced concerns in
the Resident Council Meetings regarding staff
taking a long time to answer their call lights,
which were placed on grievance forms and given
to the Social Services Director (SSD) to
investigate. RN #4/AD0N revaaled the §SD was
responsible for the audits of the cail fights and the |
audits were supposed to be reviewad in the
facifity's Quality Assurance (QA) meetings.

The June 2014 call light audiis were reviewed
and revealed only the 7:00 AM to 3:00 PM, and
3:00 PM to 11:00 PM shift had been audited,
Continued review revealed no documented
evidence of call light audits conducted on the
11:00 PM {o 7:00 AM shift.

Further interview with the SSD, on 07/03/14 at
4:08 PM and on 07/25/14 at 7:20 PM, revealed
call light audits had not been completed during
the 11:00 PM o 7:00 AM shift because there
were not "a lot” of complaints related ta the night
shift. She stated after becoming aware of
problems regarding night shift on 07/03/14, after
surveyor intervention, the call light audits had
been initiated at that time on night shift.
However, the SSD indicated the call light audits
should have been done during night shift also, as
the QA process had been for audits to be
performed across all shifis,

Interview, on 07/03/14 at 5:20 PM and 08/01/14
at 8:34 AM with the Director of Nursing (DON),
revealed once a weeic adminisirative staff
discussed with residents how the staff
responsible for their care was doing with
answering their call lights. The DON repoited if a
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concern was identified, she would talk {o
residents more often regarding this. Per
interview, the DON indicated residents’ concerns
were why the facilify was continuing with the cail
light audits. She staled the facllity had been
aware of call lights being an issue refated to
Resident Council concerns and resident
interviews which had been taken o the QA
meetings and discussed. The DON stated when
concerns were identified and taken {o QA and
audits implemented, and if the issue continued fo
be 3 concern, audits were increased. Per
interview, she staled since "most” of the call light
concerns had been related to evening shift and
weekends the audits had baen performed during
those timeframe's, and stated the audits had
been performed from the information "we had".
She reported the S8 analyzed the "findings” of
the call light audits and looked for "patterns on
when it" took longer for staff to answer the call
lights,

interview, on 07/03/14 at 7:25 PM, with the
former Administrator and on 07/31/14 at 10:14
PM revealed she had not attended the facility's
June 2014 Quality Assurance {QA) Meeting. She
stated the factlity was conducting call light audits
when she became Administrator, and she knew
call lights were an issue in the Resident Counsel
Meetings. However, the Administrator reported
she was not sure if the call light audiis were baing
conducted an night shift. The Administrator
indicated the audits may have been more
effactive if the time it took for each call light o be
answered was the focus, instead of lcoking at the
average time for 3 call light to be answerad. She
did not think the current QA effort to improve the
timeliness of answering call bells had been
gffectiva to correct the problem.
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K000 INITIAL COMMENTS K 000
Building: 01

Plan Approval: 06/15/77

Survey under: NFPA 101 (2000 Edition)
Facility type: SNF/NF

Type of structure: Type V (111) Unprotected

Smoke Compartment: Six {§)

Fire Alarm: Complete Fire alarm System

Sprinkler System: Complete Sprinkler System
(Dry)

Generalor: Type |l Diesel and Type H Natural
Gas )

A Standard Life Safety Code Survey was initfated
on 06/30/14 and concluded on (07/02/14. The
facility was found not to be in compliance with the
requirements for participation in Medicare and
Medicaid in accordance with Title 42, Code of
Federal Regulations, 483.70(a) et seq. (Life
Safety From Fire) K-0038, and K-0048 (Life
Safely From Fire) at a Scopa and Severily at a
K" level. Immediate Jeopardy (1J) was identified
on 06/30/14 and determined to exist on 06/24/14,
with the potential of affecting residents in sixty
{60} of the facility's licensed beds. The facility
was notified of the iJ on 06/30/14. The facility
provided a credible Allegation of Complaince
(ACC) on 07/03/14 alleging removal of the iJ on
07/02/14. Based on the facility's implementation
of the AQC, |J was verified to be removed on

et ]
{X8) DATE

LABORATORY, CTORZOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
/Z JfZ_, égz@/m J?//af/?a/?/

Ar@deﬁﬂ&—cy stffemeht endlig with an asterisk {*} denotes a deficiency which the institution may be excused fram comecting providing it is defermiried that
other safeguards provide suffigient protection fo the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the data of survey whether or not a plan of corection is provided, For nursing homes. the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facitity. |f deficiencies are cited, an approved plan of comrection is requisite to continued

program participation.
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K000 | Continued From page 1 K000
07102114 as alleged. The facility is licensed for
one hundred and twenty-four (124) beds and the
census during the survey was one hundred and
twenty-four {124).
K 038 | NEPA 101 LIFE SAFETY CODE STANDARD K 038! 1c038
58=K

Exit access is arranged so that exits ara readily
accessible at all times in accordance with section
7.1, 19.21

This STANDARD is not met as evidenced by;
Based on observation and interviaw, it was
determined the facility failed to ensure exit access
was arranged so exits were readily accessibie at
all times in accordance National Fire Protection
Asscciation (NFPA) standards. The deficiency
had the potential to affect three (3) of eight (8)
exits, sixty (60) residents, staff and visitors.

The facility's failure to ensure the exit access was
arranged so exits were readily accessible at all
times in accordance National Fire Protection
Association (NFFA) standards, was likely to
cause risk for serious injury, harm, impairmeant or
death. Immediate Jeopardy was identified on
06/30/14 and delermined to exist on 06/24/14.
The facility was notified of the Immediate
Jeopardy on 06/30/14.

Additioanlly, based on observation and interview,
It was determined the facility failed to enstra

Immediate corrective action for residents

found to be nffected:
¢+ No residents were identified to be affected

Identification of other residents that have the
potential to be affected:

¢ All residents residing on the Northwest and
Southwest hails have the potential to be
affected. There is no construction at this
time, thus no other residents are affected.
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locks were used according to National Fire
Protection Association (NFPA) standards. The
deficiency had the potential to affect two (2) of six
(8) smoke compartments.

The facility provided an acceptable Credible
Allegation of Compliance {(A0C) on 07/03/14 with
the facility alleging removal of the Immediate
Jeopardy on 07/02/14. The Immediate Jeopardy
was verified to be removed on 07/02/14 as
ailleged, prior to exiting the facilty on 07/03/14.

The findings include:

1. Observation on 06/30/14 at 2:20 PM, with the
Director of Plant Operations, revealed the
Southwest Hall exit, the Southwest Hallway exit,
Northwest Hallway exit and dining room exits
were not useable due to the exits discharging into
an ongoing construction zone. There was no hard
surface to a public way from any of the exits.
Continued observation reveated the exit doors
were equipped with access-controlled magnetic
locks which could be released with a manual
ralease device; the doors were operational at the
fime of inspection. Observation further revealed
the exits did not have any signage indicating the
axits were not to be used in an emergency. The
axits lead to an uneven surface which was made
up of farge rock, dirt and rebar. In the event of
fire or ather emergency the existing conditions at
the affected exits would prohibit evacuation of
residents by wheeled devices and ambulatory
residents would be at exireme risk of falls even
with assistance. Interview with the Director of
Plant Operations at the time of observation
revealed all exils in the construction area were
stilf being used. Further interview revealed the

Director of Plant Operations was unaware of any |

+
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K 038 Continued From page 2 K 038 Measures taken to assure there will not be

recirrence:

Signature Care Counsultants (SCCg} in
serviced Administrator and entire safety &
Quality  Assursuce  (QA)  committees
consisting of Director of Nursing (DON),
Asgistant Director of Nursing (ADON},
MDS Nurse (MPSN), Stall Development
Coordinator (S1IC), Wound Care Nurse
(WCN), Director of Admissions {DOA),
Business Office Manager (BOM), Rehab
Services Manager (RSM), Medical Records
Manager  (MRM), Dietary  Services
Manager (DSM), Enviroamental Services
Director (I3SD), Plant Operations Director

{POD) and FHuman Resources
Director/ Adminisirator In Training
(HRI/AIT), Social  Services Director

{83D), Quality of Life Ddrector (QolD),
Qol.  Assistant (Qol.A) ond Chaplain.
Education was provided from June 30 1o
July 01, 2014 and covered construction
planning and continued safety of the

residents, additionally the construction plan
and assignments, that delincated which staff
was responsible for AQC were dispersed to
all departments,

Construction plan initiated on June 30, 2014
included new rounds, amended exit
diagrams and placement of signage in
appropriate areas that included ail public
and employee entrances indicating which
doors closed related to construction. New
signs related to “DO NOT USE" were
placed on the affected doors.

|
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Northwest Hallway exit door and the dining reom
exit, and by 06/27/14, the Southwest Hallway exit
door had pavement removed, affecting the safe
path to a public way for these three (3) exits.

Observation, an 06/30/14 at 5:15 PM, with the
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Connnu.eii From page 3 i . K038 +  In-services performed for all staff from June
staff training cor}ducted regarding exits affected 30 to July 01, 2014 by SCC, Administrator,
by the construction. DON, ADON, DSM, SDC, MDSN, ESD,
HRD/AIT, Evening Shif i i:
Interview, on 06/30/2014 at 2:32 PM, with the {ESNS) MR;;HEISM ngohfrffsi?pggfg
Adrinistrator revealed the facitity had discussed QoLA ,WCN ,Chapi:;in ami SSB’ for al],
the construction project in a town hall meeting on Staff, ’ Educ:;tinn consisted of the new
. sidents.
aware of the construction project. The resiens
Administrater was not aware of any training " . \ - .
involving staff regarding the emergency exits * Mﬁ m}gmff jef BI“\fIS S or gr “afcr were
haiﬂg aﬁecied by the CUnStrUCﬁOﬂ. mn DTI‘HL' ol the SGI}.‘:EI'?JL[IOH and al.tcmate
evacuation routes and signs from June 30 to
Interview, on 06/30/14 at 3:16 PM, with State July 01, 2014 by the SSD and QoLD.
Registered Nursing Assistant (SRNA) #1, . . _ . .
revgaled she was gware of the(r ccnstzuctinn due *  Responsible parties of resident with BIMS
to seeing the construction and hearing staff talk ]“’{;’ ﬂ,’a“ § were notified of the construction
about it. Further interview revealed however, she ;’g _““?plof“g e;’gc”a“"“ routes from June
would still use the exit in an emergency. "Dof uly 01, 2014 by the Chaplain and
Interview, on 06/30/14 at 3:20 PM, with a member .
of the housekeeping staff, Housekeeper #1, +  Signs were placed on main entr:mce' and
revealed she was made aware of the construction cmployee doors fh“qt canstruction 5 i
from the Housekeeping Supervisor. Further progress on June 30, 2014 by the HRD/AIT
interview revealad she was not sure if the exit and POD.
was still usable, and she was never told to not :
use the exit. She indicated she would still use the ¢ All new temporary diagrams were created
exit in an emergency. for southwes! hall, northwest hall, dining
room, dictary services and loundry area by
Continued interview, on 06/30/2014 at 3:23 PM, the POD and posted on all (emporary
with the Director of Plant Operations revealed on aliemate evacuation routes on June 30,
06/24/14 the facility began construction by 2014,
removing the concrete pavement outsida the
¢ Moedical Director was notified on June 30,

2014 by the DON and is in agreement with
steps taken,

|
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Interview, on 06/30/14 at 7:00 PM, with the
Administrator revealed she started at the facility
on 05415/14 and was told by the previous
Administrator on that date there would be
construction which included replacing damaged
pavement on the west side of the building. She
stated during the facility's morning meetings she
discussed with the managers the construction
would consist of tearing up the concrete and
re-pouring the concrete at the back of the
building; however, they did not discuss the safety
aspects related to the construction. She stated,
in hindsight she should have ensured there was a

| new emergency evacuation plan specific to

address the three (3) exits affected during the
construction, as well as, formal inservicing and
education with staff related to construstion and
which doors were to be used for alternate routes,
The facility was unable to provide documented
evidence that they had developed and
implemented an emergency evacuation plan
specific to address the three (3} exits involved in
consfruction,

2, Observation on 06/30/14 at 2:00 PM, with the
Director of Plant Operations, revealed two (2)
locks on the conference door, Further
observation revealed when both locks were
locked it took two {2) motions to release the door.
Interview with Diractor of Plant Operation, at the
time of observation, revealed he was not aware

i

Date of Completion:
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K038 Continued From paga 4 K038 Monitoring to assure continuing complinnec:
Director of Plant Operations, revealed: the dining
room exit had a 3.5 inch drop-off from the |¢ QA Committee meeting to assess existing
concrete pad to the gravel and rebar ares; the plans was held on July 0}, 2014 with
Northwest Hallway had a 3.0 inch drop-off from Administrator, DON, Medical Director,
the ramp to the concrete and rebar area: and the HRD/ATE, MRM, POD and DOA
Southwest Hallway had a 4.5 drop-off leading to altending.
large gravel.
+ Beginning August 06, 2014, the POD shall

report all construction activity, plans and
safety to the QA committee weekly x4 and

ther  monthly for  any further
recommendations and resolutions.
09/23/2014
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the locks were a deficiency In the Life Safety
Cade.

Observation on 07/01/14 at 10:41 AM, with the
Director of Plant Operatlons revealed the walk-in
cooler and walk-in freezer both had locks on the
outside. These locks when secured would
prevent scmeone from exiting the walk-in freezer
and walk-in cooler. Interview with the Director of
Piant Operations, at the time of observation,
revealed the locks had bean placed on the
walk-in freezer and walk-in cooler to prevent staff
from stealing from them after the kitchen had
closed.

The findings related to the locks were confirmed
with the Administrator at the exit conference.

The factlity provided an acceptable, credible
Allegation of Compliance (AOC) on 07/03/14,
which alleged removal of the Immediate Jeopardy
(i), effective 07/02/14. Review of the AOC
revealed the facility implemented the following:

1. The Regional Nurse Consuitant (RNC)
inserviced the Administrator and the entire Safety
Committee (Human Resources Director/Safety
Director, ADON North, Business Office Manager
(BOM), Chaplain, Clinical Social Worker (CSW),
Rehabilitation {Rehab) Manager, Medical
Records Director, Dietary Director, Housekeeping
Director, Activity Director, Staff Development
Coordinator {(SDC), Plant Operations Director,
DON, ADON South, MDS LPN, MDS RN and
Markating Director, who were also the Quaiity
Assurance (QA) Commitiee, on 06/30/14 during a
Safety Committee meeting held to discuss the
facility's Fire Safety Procedure for alternate
evacutation routes due to construction. The
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gducation covered construction planning and
continued safety of residents. Additionally, the
construction plan and assignments, that
delineated which staff member was responsible
for what piece of the AQC, were dispersed to all
departments by the Administrator and the Safety
Committee Director. The construction plan
inciuded the creation of new routes and
ternporary exit diagrams, placement of signage
outlining the construction plan in appropriate
areas that inciuded the front entrance, parking lot
entrance and the doors which were closed related
{0 the construction, New signs stating "DO NOT
USE" were also placed on the affected doors.

2. Inservices were initiated on 06/30/14 and
07/01/14, by the DON, Assistant Director of
Nursing (ADON), Dietary Manager (DM), Staff
Development, Business Office Manager (BOM),
Housekeeping Director and Rehabilitation
(Rehab) Directar for alf staff, including dietary,
housekeeping, therapy, laundry and
maintenance. The education consisted of the
new evacutation plan and continued safety of
rasidents. Additionally, no employee would be
allowed to work until the education was provided
and the post test completed {o ensure
compliance with exit routes. The Administrator
maintained an employee roster to crosscheck
with the training log o assure no employee was
allowed to work until the education was recelved.
One hundred and fifty-five (165) employees of
ane hundred and sixty-three (163) employees had
bean educated by 07/01/14. The facility did not
utilize agency staff.

3. All residents with a BIMS score of eight (8) or
greater on their last MDS ware infarmed of the

construction and afternate evacuation routes, as
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well as, the the new evacuation signs. Forty-gight
(48) residents met the criteria and were informed
as indicated by the Activily Director and Social
Service Director on 06/30/14 and 07/01/14,

Responsible Parties of residents, who were
frequent visitors to the Tacility, were notified of the
construction and temporary evacuation routes, by
ielephene by the Chaplzin and Marketing
Director. Thirty (30} Responsible Parties were
notified on 06/30/14 and 07/01/14, with plans o
continue notifications daily until all resident
families/responsible parties were notified.

4, Signs were placed on the Main Entrance and
the employee entrance doors on 06/30/14 by the
Maintenance Director to inform afil visitors that
"Construction is in progress”. Also, new
temporary exit diagrams (maps) were created for
the South West/North West Dining Room/Dietary
Services/Laundry Area by the Safety Commitiee
on 06/30/14 and posted on all temparary alternate
evacuation reutes, Slgns were created and
posted on all "temporarily closed” evacuation
exits that stated, "STOP-DO NOT USE" by the
Maintenance Director on 06/30/14.

5, The Medical Director was notified of the |J
07/01/14 by the DON,

g. A QA meeting was held on 07/01/14 to review
the new temparary exit diagrams for the South
West/North West/Dining Room, Dietary Services
and Laundry areas. Signs were created and
posted an all areas of temporary alternate
evacuation routes. Signs were created and
posted on ail temporarity closed avacuation exits
o "STOP-DO NOT USE". The the entire pian
was reviewed with the Medical Director on

(X410 SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION {%5)
FREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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07/01/14 during the QA meeting. The Medical
Director approved the plan developed by the
facility to address the IJ. Another QA meeting
was schedulad for 07/09/14.

7. Maintenance was ta audit daily beginning
07/01/14, to ensure signage was in place on the
Main Entrance and employee entrance door
informing ail visitors "Construction is in process™.
The maintenance audit was to include a daily
check to ensure the new temporary exit diagrams
created for the South West/North West/Dining
Rooam, Distary Services and Laundry area's
remain posted on all temporary alternate
evacuation routes and to ensure that signs
created and posted on all "temporarily closed"
evacuation exits saying "STOP-DO NOT USE"
remain in place. The resuils of the audits will be
turned in dally to the Administrator uniit the
construction project is completed. The
Administrator was do daily rounds of the signage
to assure accuracy of maintenance audits unti
the project is complated.

8. A staff questionnaire regarding exit routes and
evacuation plan was being administered by the
Administrator, DON, ADGNs, SDC, Dietary
Director, BOM, Social Servicas Director (S3D),
Chaplain, Admissions Director, Medical Records
Diracior, and HR Directaor to five (5) staff
members on each shift and different staff
members until the immediacy was removed
beginning 07/01/14. After the immediacy was
removed ten (10) staff questionnaires were {0 be
done daily to ensure continued understanding of
exit routes and evacuation plan, All resulls of the
questionnaires were to be reviewed by the
Administrator, DON ar Regional Nurse
Consultant. The Administrator was to review all
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audits for completeness and accuracy, as well as,
conduct "spot checks” of questionnaires fo staff
to ensure knowledge and accuracy of audits.
Results of the staff questionnaires were to be
reviewed by the QA Committee weekly to
determing the further need of continued
education or revision of the facility's plan. The
QA Committes was to determine at what
frequency the questionnaires for staff would need
to continue. Any concerns identified were to be
corrected immediately and reported to the
Adminisirator,

9. ARNC has been onsite since 06/30/14, to
assist with compliance with staff education,
ensure daily audits were completed by the
Maintenance Director and turned into the
Administrator with no issues identified, and
ensure daily staff questionnaires were completed
as scheduled to ensure staff were aware of the
new exits/evacuation plan. The Vice President
(ViP} of Operations or Chief Nurse Executive
were in daily contact with the RNC to review the
above. Before the construction areas are
re-opened, the areas are to be inspected by the
Administrator and Maintenance Director to ensure
the areas were safe for use.

The State Agency validated the im plementation of
the facllity's AOC as foliows:

1. Interview with the Administrator on 07/02/14 at
4:03 PM, revealed she and the entire Safety
Committee had been inserviced by the RNC on
the construction plan, resident safety and the
new, temporary evacuation routes and diagrams
on 06/30/14 at approximately 8:15 PM.

Review of the education information revealed the

K 038
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construction plan which included the creation of
new rautes and temporary exit diagrams,
placement of signage at the front doors, parking
lot entrance and doors which were to be closed
related to the construction.

2. Ravlew of the education information, including
the post tests, provided to all staff, revealed the
aducation included education on the construction
plan and new signs posted and included the
following statement, "due to the recent
consiruction on the back driveway of the facility,
new evacualion routes have been implemented
undil further notice". Continued review of the
education material revealed the alternate
evacuation plan was includad, as well as, the
questions for the post test to ensure competency
and understanding.

Interviews on 07/02/14 with Certified
QOccupational Therapy Aide (COTA) #1 at 12:00
PM: the Rehab Manager at 12:02 PM; SRNA#5
at 12:03 PM; SRNA%G at 1:55 PM; SRNA#7 at
1:58 PM: SRNA#8 at 2,01 PM; SRNA#9 at 2:04
P, SRNA#10 at 2:07 PM; SRNA#11 at 2110
PM; Housekeeper #3 at 2:20 PM, Housekeeper
#1 at 2:23 PM; Maintenance Assistant #1 at 2:24
PM; Dietary Aide #3 at 2:28 PM; Dietary Aide #1
at 2:32 PM; SRNA #3 at 3:11 PM; SRNA#1 at
3:13 PM; SRNA#12 at 3;15 PM; SRNA#13 at
3:17 PM: SRNA#14 at 3:24 PM; SRNA#15 at
3:26 PM: LPN #8 at 5:30 PM; RN #1 at 5:35 PM,
LPN #9 at 5:40 PM; and LPN #10 at 5:45 PM
revealed they had been in-serviced on the
consfruction plan and the new, temporary
evacuation routes and the new temporary exit
diagrams, along with {aking a post test o ensure

they understood the education material.

K038
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interview with the Administrator on 07/02/14 at
4:03 PM revealed she used an employea roster in
corjunction with fraining logs to assure no
employee worked without the education, she
continued by stating that to ensure accuracy/staff
understanding of the education, she would select
two (2) completed post tests and re-interview that
staff person.

Review of documentation revealed the employee
roster had been crosschecked against an
employae fraining log to ensure employees had
not worked without receiving the education and
post test (o ensure competency.

3. Review of the education documents revealed
all interviewable residents had been educated
and a questionnaire was used to ensure resident
understanding of the education refated to the new
evacuation plan and evacuation routes.

interviews with Resident #24 on 07/02/14 at 11:30
AM and Resident #23 at 11:35 AM, revealed they
had been educated and completed a
questicnnaire related to the new construction and
new evacuation plans.

Interview with the SSD on 07/02/14 at 2:37 PM,
revealed it had been her assigned task fo
educate residents with a BIMS of eight (8) or
greater on the construction plan and the new
temporary evacuation routes while construction
was in place. The S8D indicated she had
performed her education with interviewabfe
residents on 06/30/14 and 07/01/14.

Review of the education documents revealed the
same education tool used for interviewable
residents had been used to educate residents’

K038
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responsible parties regarding the construction
and new evacuation plans.

Record review of phone logs revealed Resident
#25's family had been contacted regarding the
construction and educated on the temporary
evacuation routes.

Interview with the SSD on 07/02/14 at 2:37 PM,
revealed it had also been her assigned task to
‘educaie residents’' responsible parties on the
construction plan and the temporary evacuation
routes while construction was in place. The SSD
stated she initiated the education for responsible
parties on 06/03/14 and 07/01/14. Continued
interview revealed she had answered any
questions the responsible parties might have had.
She indicated she would continue notification and
education unti! all responsible parties/families had
been contacted. Further Interview revealed she
used the facility census sheet to ensure
rasponsible parties of non-interviewable residents
received the construction education.

4, Observations, on 07/02/14 at 11:15 AM,
raevealad the new signage was in place at the
Main Entrance and employee entrance doors as
alleged on the AQC. Continued ocbservation
revesled the new temporary exit diagrams were
also posted as alleged.

Chbservation, on 078/02/14 at 11:32 AM, revealed
signs stating "STOP-DO NOT USE" were posied
on the "temporarily closed" evacuation exits.

Interview with the Maintenance Director on
07/G2/14 at 11:40 AM, revealed he had placed the
new signage and temporary exit diagrams on
06/30/14 at approximately 8:30 PM,
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5. Interview with the facility's Medical E)lreétor on
07/02/14 at 5:20 PM, revealad he had been
notified by the DON of tha 1J on 07/01/14.

6. Review of the minutes revealed a QA meeting
was held on 07/01/14, and revealed the Medical
Director was in attendance via telephone.

Interview with the facility's Medical Director on
07/02/14 at 5:20 PM revealed he had been
notified by the DON of the IJ on 07/01/14, during
the QA meeling. He stated the plan implemented
by the facility was a good plan, and he dide't think
there was anything he would have added to the
plan. Continued interview revealed he provided
insight on Quality Measures and acted as a
resource for facility staff education as part of his
responsibifities as the Medical Director,

7. Review of the daily Maintenance Audit logs
beginning 07/01/14 revealed Maintenance was
performing daily rounds to verify, by initialing the
log, that the Main Entrance and employee
entrance door signage remained in place to
inform visitors that construction was in progress,
the temporary exit diagrams remained posted on
all temporary evacuation routes and the
"STOP-DO NOT USE" signs remained in place
on the temnporarily closed svacuation routes.
Continued review of the Audit log revealed the
Administrator was also initialing the log indicating
she had performed walking rounds as verification
of the accuracy of the Maintenance audits until
the construction process is comgletad.

Interview with the Maintenance Director on
07/02/14 at 11:40 AM, revealed maintenance was
performing the daily audits and initialing the log
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for verification.

interview with the Administirator on 07/02/14 at
4:03 PM, revealed she was performing her
walking rounds daily of the signage posted and
initialing the maintenance audit log.

8. Review of the staff education revealed a
questionnaire related to the exit routes and
avacuation plan, Review of the completed
questionnaires revealed the Administrator, DON,
ADON, SBC, Dietary Director, Medical Records
Director or HR Director had administered the
questionnaire.

Interview with the Administratar on 07/02/14 at
4:03 PM revealed she, the DON or RNC had
reviewed the guestionnaires. She indicated she
was parforming "spot checks” of questionnaires
as per the AOC. The Administrator stated the
questionnalre resulfs would be taken to the
facility's QA Committee weekly and QA would
determine the frequency at which the
guestionnaires would be used. According to the
Administrator, if there were any coneerns
identified they were to be repaorted to her.

9. Interview with the RNC on 07/0214 at 4:45 PM
revealed she had been on sile daily since
06/30/M14. Continued Interview revealed she
assisted the Administrator in any capacity she
nesded {o ansure compliance with staff education
and ensure the daily Maintenance audits were
completed accurately and turned into the
Administrator.

{nterview with the Chief Nursing Executive on
07/02/14 at 4:50 PM, via telephone, ravealed she

was in daily contact with the RNC and facility and

K038
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acted as a resource when neaded.

Interview with the Administrator on 07/02/14 at
4:03 PM, revealed pricr to the construction areas
being re-opened, she and the Maintenance
Director will inspect the construction area to
ensure it s safe to use and institute re-education
for all staff, residents and/or their responsible

party.
Reference: NFPA 101 (2000 edition)

7.5.1.1 Exits shall be located and exit access
shall be arranged so that exits are readily
accessible at all times,

7.1.6.1 General. Walking surfaces in the means
of egress shall comply with 7.1.6.2 through
7.1.6.4.

Exception: Existing walking surfaces shall be
permitted where approved

by the authority having jurisdiction.

7.1.6.2 Changes in Elevation. Abrupt changes in
elevation of walking surfaces shall not exceed 1/4
in. (0.6 cm). Changes in elevation exceeding 1/4
in. (0.6 cm}), but not exceeding 1/2 in. (1.3 cm),
shall be beveled 1 io 2. Changes in elevation
exeeading 1/2 in. (1.3 cm) shall be considered a
change in level and shall be subject to the
requirements of 7,1.7.

7.1,8.3 Level. Walking surfaces shalf be
nominally level. The slope of a walking surface in
the direction of fravel shall not exceed 1 in 20
unless the ramp requirements of 7.2.5 are met.
The slope perpendicular to the direction of travel

shall not excead 1 in 48.

K 038
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7.1.6.4* Slip Resistance. Walking surfaces shail
be slip resistant under foreseeabie conditions.
The walking surface of each element In tha
means of egress shall be uniformly slip resistant
atong the naturaf path of travel,

7.1.7.1 Changes in level in means of egress shall
be achieved either by a ramp or a slair where the
elevation difference exceeds 21 in. (533.3 cm).

7.1.7.2* Changes in level in means of egress not
in excess of 21 in. {53.3 cm) shall bhe achieved
gither by a ramp or by a stair camplying with the
requirements of 7.2.2. The presence and location
of ramped portions of walkways shall be readily
apparent. The tread depth of such stair shall be
not less than 13 in. (33 cmt), and the presence
and location of each step shall be readily
apparent.

7.7.1* Exils shall termminate directly at a public
way or at an exterior exit discharge. Yards,
courts, open spaces, or other partions of the exit
discharge shall be of required width and size to
provide all occupants with a safe access to a
public way.

Exception No. 1: This requirement shall not apply
to interior exit discharge as otherwise provided in
7.7.2.

Exception No. 2: This requirement shall not apply
to rooftop exit discharge as otherwise provided in
7.7.6.

Exception No. 3: Means of egress shall be
permitted to terminate in an exterior area of
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refuge as provided in Chapters 22 and 23.

Center for Medicare and Medicaid servicas
survey and certification letter: 05-38

Reference: NFPA 101 (2000 edition)

7.2.1.5.4" Alatch or other fastening device on a
door shall be provided with a releasing device
having an obvious methad of operation and that
is readily aperated under all lighting conditions.
The releasing mechanism for any fatch shall be
located not less than 34 in. {86 cm), and not more
than 48 in.{122 c¢m), above the finished floor.
Doors shall be oparable with not mare than one
releasing operation.

Exception No. 1:* Egress doors from individual
living units and guest raoms of residentiat
occupancies shall be permitted to be provided
with devices that require not more than one
additional releasing operation, provided that such
device is operable from the inside without the use
of a key or tool and is mounted at z height not
exceeding 48 In. (122 cm) above the finished
floor, Existing security devices shall be permitted
to have two additional releasing operations.
Existing security devices other than automatic
tatching devices shall not be located more than
80 in. {152 cm) above the finished floor.
Automatic latching devices shall not be located
more than 48 in. (122 cm) above the finished
floor.

Exception Ne. 2: The minimum mounting height
for the releasing mechanism shall not be
applicable to existing installations.

i 7.2.1.5.1 Doors shall be arranged to be openead
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readily from the egress side whenever the
building Is occupied. Locks, if provided, shall not
require the use of a key, a tool, or special
knowtedge or effort for operation from the egress
side.

Exception No. 1: This requirement shall not apply
where otherwise provided in Chapters 18 through
23.

Exception No, 2: Exterior doors shall be permiited
to have key-operated locks from the egress side,
provided that the following criteria are met:

{a) Permission to use fhis exception is provided in
Chapters 12 through 42 for the specific
occupancy.

{b} On or adjacent to the doar, there is a readily
vigible, duralde sign in letters not less than 1 in.
{2.5 cm) high on a contrasting background that
reads as follows:

THIS DOOR TO REMAIN UNLOCKED
WHEN THE BUILDING 18 OCCUPIED

{c) The locking device is of a type that is readily
distinguishable as locked.

(d) A key is immediately available to any occupant
inside the building when it is locked.

Exception No. 2 shall be permitted o be revokead
by the authority having jurisdiction for cause.

Exception No. 3: Where permitted in Chapters 12
through 42, key operation shall be permitted,
provided that the key cannot be removed when
the door is locked from the side from which
egress is to be made.

STATEMENT OF DEFICIENCIES (%1} FROVIDER/SUPPLIER/CLIA {2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IENTIFICATION NUMBER: COMPLETED
A, BUILDING (1
185446 B. WiNG 07102/2014
NAME OF PROVICER QR SUFPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
38576 PIMEICO PARKWAY
BLUEGRASS CARE BILITATION CENTER
& REHA T LEXINGTON, KY 40517
X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CCRRECTION {5y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PBREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
K038 Continued From page 18 K038

FORM CMS-2567(02-99) Pravicus Versions Obsolete Event I0:AT0321

Facifity 10: 100482

If continuation shast Page 19 of 35



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

PRINTED: 08/19/2014
FORM APPROVED
QOMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A. BUILDING 01 COMPLETED
185446 B. WING 07/02/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER
LEXINGTON, KY 40517
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [ xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD 88 ‘ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY) (
| 2
|
K 048 NFPA 101 LIFE SAFETY CODE STANDARD K 048 K048 j
55=K

There is & written plan for the protection of all
patients and for their evacuation in the event of
an emergency.  19.7.1.1

This STANDARD is not met as evidenced by:
Based on observation, interview and facility
palicy review, it was determined the facility failed
to ensure there was a written plan for the
protection of ali residents, and for their
evacuation in the event of an emergency. The
deficiency had the potential to affect three (3) of
eight (8) exits, sixty (60) residents, staff and
visitors.

The facility's failure to ensure there was a written
plan for the protection of all residents according
Natlonal Fire Protection Association (NFPA)
standard, was likely to cause risk for serious
injury, harm, impalrment or death., The
Immediate Jeopardy was identified an 06/30/14
and determined to exist on 06/24/14. The facility
was notified of the Immediate Jaopardy on
06/30/14.

The facility provided an acceptable Credible
Allegation of Compliance (AOC) on 07/03/14 with
the facility aileging removal of the Immediate
Jeopardy on 07/02/14. The Immediate Jeopardy
was verified to be removed on 07/02/14 as
alleged, prior to exiting the faclfity on 07/03/14.

The findings include;

QObservation an 06/30/14 at 2:20 PM, with the
Director of Plant Operations, revealed ihe

Southwest Hallway, Northwest Hallway and dining

Immediate corrective action for residents

found te be affected:
+  No residents were identified to be aflected

Identification of ether residents that have the
l potential to be affected:

+ Al residents residing on the Northwest and
Southwest halls have the potential to be
affecied. There is no counstruction at this
time, thus no other residents are alfected,

Mensurcs taken to assure there will not be a
recurrence:

¢  SCC inserviced Administrater and cntire
safety & QA commitlees consisting of
DON, ADON, BOM, RSM, MRM, DSM,
ESD, SDC, POD and HRD/AIT, 8SD,
DOA, MDSN, WCN, QolD, QoLA and
Chaplain.  Education was provided from
June 30 to July 01, 2014 and covered
construction planning and continued safety
of the residenss, additionally  the
construction plan and assignments, (hat
delineated which staff was responsible lor
AOC were dispersed to all departments.

+  Construction plan initiated on June 30, 2014
included new  rounds, amended exit
disgrams md placement of signsge in
appropriate areas that included all public
and emploves entrances indicating which
doors closed related to construction. New
signs related to “DO NOT USE" were
placed on the affected doors.

;

H

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

Event iD: AT0321

Facility 10: 100492

if continuation sheet Page 20 of 35




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

PRINTED: 08/19/2014
FORM APPROVED
OMB NOQ, 0638-0391

| she had seen the construction and heard staff
i talking about it. Further inferview reveasled she

room axiis were not useahle due to the exits
discharging into an ongeing consiruction zone,
There was no hard surface to a public way from
these exits, Continued ohservation reveaied the
affected exits did not have any signage indicated
the exits were not {o be used in an emergency.
The exits lead to an uneven surface that was
made up of large rock, dirt and rebar. In the
event of fire or other emergency the existing
conditions at the affected exits would prohibit
evacuation of residents by wheeled devices and
ambulatory residents would be at extreme risk of
falls even with assistance. Inierview with the
Director of Plant Operations revealed all exiis in
the construction area were siill being used.
Further interview revealed he was unaware of any
staff training conducted regarding the exits
affected by the construction.

Interview, on 06/30/2014 at 2:32 PM, with the
Administrator revealed the facility had discussed
the construction project in a lown hall mesating on
06/20/2014. Further Interview revealed
department heads were supposed fo make staff
aware of the construction project. The
Administrator was not aware of any training
involving staff regarding the emergency exits
affected by the construction and stated the facility
had not developed an alternate evacuation plan.

Interview, on 06/30/14 at 3:16 PM, with State
Registered Nursing Assistant (SRNA) #1,
ravealed she was aware of the construction as

would usa the exils in an emergency.

Inferview, on 06/30/14 at 3:20 PM, Housekeeper

#1 revealed she was made aware of the
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01, 2014 by DON, ADON, DSM, SDC,
MDSN, ESD, HRD/AIT, ESNS, SCC,
BOM, DOA, RSM, QulLD, WCN, WNS,
Chaplain and S3D for all staff. Education
consisted of the new cvacuation plan and
continued safety of the residents.

All residents of BIMS 8 or greater were
informed of the construction and alicrnate
evacuation routes and signs from June 30 (©
July 01, 2014 by the S5D and QelD.

Responsible partics of resident with BIMS
less than 8 were notified of the construction
and teinporary evacuation roules from June
30 ro July 0%, 2014 by the Chaplain and
DOA.

Signs were placed on main entrance and
employee doors that construction i3 in
progress on Fune 30, 2014 by the HRIVAIT
and POD.

All new temporary dingrams were created
for southwest hall, northwest hall, dining
room, dietary services and laundry area by
the POD and posted on all temporary
alternate evacuation routes on June 30,
2014,

Medical director was notified on June 30,
2014 by the DON and is in agreement with
steps taken,

[
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construction by the Housekeeping Supervisor.
Further interview revealed she was not sure if the
exit was still usable and she was never told to not
use the exit. Housekeeper #1 indicated she
would use the exit in an emergency.

Inferview, on 06/30/2014 at 3:23 PM, with the
Director of Plant Operations, revealed on
06/24/14, the facility began construction by
remaving the concrete paverment outside the
Northwest Haflway exit door and the dining room
exit door, and by 06/27/14, !he Southwest
Hallway exit door had pavement removed,
affecting the safe path to a public way for thase
three (3} exits,

Observation on 06/30/14 at 5:15 PM, with the
Director of Plant Operations, revealed: the dining
room exit had a 3.5 inch drop-off from the
concrete pad ta the gravel and rebar area: the
Northwest Haliway had a 3.0 inch drop-off from
the ramp to the concrete and rebar area; and the
Southwest Hallway had a 4.5 drop-off leading to
large gravel.

Interview with the Administrator on 06/30/14 at
7:00 PM, revealed she was informed by the
previous Administrator when she started at the
facility on 05/15/14 there would be construction
which included replacing damaged pavement on
the west or back side of the building. She stated
she had discussed the construction in the
morning meetings with the department managers
telling them the construction would consist of
tearing up the concrete and re-pouring the
concrete at the back of the building. However,
she stated they had not discussed the safety
aspects related to the construction nor had they
developed a written plan for alternate evacuation.
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Monitoring to assurc continuing compliance:

*

QA Committee meeting to assess existing
plans was held on July 01, 2014 with
Administrator, DON, Medicsl Director,
HRD/AIT, MRM, POD and DOA
aftending,

Beginning August 06, 2014, the POD shall
repott all construction activity, plans and
safety to the QA commitiee weekly x4 and

then  monthly  for  any  further
recommendations and resolutions,
Date of Completion:

19/23/2014
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She stated, in hindsight she should have ensured
there was a new emergency evacuation plan

E specific to address the three (3) axits affected

- during the construction. The Administrater stated
she also should have ensured formal inservicing
and education with the staff related to
construction and which doors were to be used for
alternate routes. The facility was unable to
provide documented evidence that they had
developed and implemented an new emergency
svacuation plan specifically to address the three
{3) exits involved in construction.

The faciiity pravided an acceptable, credible
Allegation of Compliance (AOC) on 07/03/14,
which alleged removal of the kmmediate Jeopardy
(1), effective 07/02/14, Review of the AOC
revealed the facility implemented the following:

1. The Regional Nurse Consultant (RNC)
inserviced the Administrator and the entire Safety
Commitiee (Human Resources Director/Safety
Director, ADON Narih, Business Office Manager
(BOM), Chaplain, Clinical Soctai Worker (CSW),
Rehabilitation {Rehab) Manager, Medical
Records Director, Dietary Director, Housekesping
Diractor, Activity Director, Staff Development
Caoordinater (SDC), Plant Operations Director,
DON, ADON South, MDS LPN, MDS RN and
Marketing Director, who ware also the Quality
Assurance (QA) Committee, on 08/30/14 during &
Safety Committee meeting held to discuss the
facility's Fire Safety Procedure for allernate
avacuation routes due to construction. The
education covered construction planning and
continued safety of residents. Additionally, the
construction plan and assignments, that
delineated which staff member was responsible
for what piece of the AQC, were dispersed to all
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depariments by the Adminisirator and the Safety
Committee Director. The construction plan
included the creation of new routes and
temporary exit diagrams, placement of signage
outlining the construction plan in approprizte
areas that included the front entrance, parking lot
entrance and the doors which were closed related
to the construction. New signs slating "DO NOT
USE" were also placed on the affected doors,

2. Inservices were initlated on 06/30/14 and
07/01/14, by the DON, Assistant Director of
Nursing (ADON), Dietary Manager (DM), Staff
Develapment, Business QOffice Manager (BOM),
Housekeeping Director and Rehabilitation
(Rehab) Director for all staff, including dietary,
housekeeping, therapy, laundry and
mairtenance. The education consisted of the '
new evacutation plan ard continued safety of
residents. Additionally, no employae would be
 allowed ta work until the education was provided
and the post test completed to ensure i
compliance with exit routes. The Administrator
maintained an employee roster to crosscheck
with the training log to assure no employee was
allowed to work until the education was received.
One hundred and fifty-five (155) employees of
one hundred and sixty-three (163) employees had

been educated by 07/01/14. The facility did not
utilize agency staff. '

. 3. All residents with a BIMS score of eight (8) or

| greater on their last MDS were informed of the
construction and alternate evacuation routes, as
well as, the the new evacuation signs. Forty-eight
{48) residents met the criteria and were informed
{ as indicated by the Activity Director and Social
Service Director on 06/30/14 and 07/01/14.
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Responsible Parties of residents, who wera
frequent visitors to the facility, were notified of the
construction and temporary evacuation routes, by
telephone by the Chaplain and Marketing
Director. Thirty (30) Responsibla Parties were
notified on 068/30/14 and 07/01/14, with plans to
continue notifications daily until ail resident
families/responsible parties were notified. i

4, Signs were placed on the Main Entrance and
the employee entrance doors on 06/30/14 by the
Maintenance Director to inform ail visitors that
“Construction is in prograss”. Also, new
temparary exit diagrams (maps) were created for
the South West/North West/ Dining Room/Dietary
Services/Laundry Area by the Safety Committes
on (6/30/14 and posted on all temporary alternate
evacuation routes. Signs were created and
posted on all "temporarily closed" avacuation
exits that stated, "STOP-DO NOT USE" by the
Maintenance Director on 06/30/14.

5. The Medical Director was notified of the |J
07/01/14 by the DON.

8. A QA meeting was heald on 07/01/14 to review
the new temporary exit diagrams for the South
West/North West/Dining Room, Dietary Services
and Laundry areas. Signs were created and
posted on all areas of temporary aiternate
evacuation routes. Signs were created and
posted on all temporarily closed evacuation exits
o "STOP-DO NOT USE", The the entire plan
was reviswed with the Medical Direclor on
07/01/14 during the QA meeting. The Medical
Director approved the plan developed by the
facility to address the 1J. Another QA meeting
was scheduled for 07/09/14,
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7. Maintenance was to audit daily beginning
07/01/14, to ensure signage was in place on the
Main Entrance and employse entrance doar
infarming all visitors "Construction Is in process™
The maintenance audit was to include a daily
check to ensure the new temporary exit diagrams
created for the South West/North West/Dining
Room, Dietary Services and Laundry area's
remain posted on all temporary alternate
evacuation routes and to ensure that signs
created and posted on all “temporarily closed"
evacuation exits saying "STOP-DO NOT USE"
remain in place. The resuits of the audits will be
turned in daily to the Administrator untii the
caenstruction project is complsted. The
Administrator was do dafly rounds of the signage
to assure accuracy of maintenance audits until
the project is completed.

8. A staff questionnaire regarding exit routes and
evacuation plan was being administered by the
Administrator, DON, ADONs, SDC, Dietary
Director, BOM, Social Services Director {SSD),
Chaplain, Admissions Director, Medical Records
Director, and HR Director to five (5) staff
members on each shift and different staff
members until the immediacy was removed
beginning 07/01/14. After the immediacy was
removed ten (10) staff quastionnaires were to be
done daily to ensure continued understanding of
exit routes and evacuation plan. All results of the
questionnaires wers to be reviewed by the
Administrator, DON or Regional Nurse
Consultant. The Administrator was to review all
audits for completeness and accuracy, as well as,
conduct "spot checks” of questionnaires to staff
to ensure knowledge and accuracy of audits,
Results of the staff questionnaires were to be
reviewed by the QA Committee weekly to

K 048
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determine the further need of continued
education or revision of the facility’s plan. The
QA Commitiee was to delermine at what
frequency the questionnaires for staff would need
to continue. Any concerns identified were to be
corrected immediately and reported to the
Administrator.

9. A RNC has been onsite since 06/30/14, to
assist with compllance with staff education,
ensure dajly audits were completed by the
Maintenance Director and iurned into the
Administrator with no issues identified, and
ensure daily stafi questionnaires were completed
as scheduled fo ensure siaff were aware of the
new exits/evacuation plan, The Vice President
{VIP) of Operations or Chief Nurse Executive
were in daily conlact with the RNC to review the
above. Before the construction areas ara
re-opened, the areas are to be inspected by the
Administrator and Maintenance Direclor to ensure
the areas were safe for Lse.

The State Agency vatidated the implementation of
the facility's AOC as follows:

1. inferview with the Administrator on 07/02/14 at
4:03 PM, ravealed she and the entire Safety
Committee had been inserviced by the RNC on
ihe construction plan, resident safety and the
new, lemporary evacuation routes and diagrams
on 06/30/14 at approximately 8:15 PM.

Review of the education information revealed the
construction plan which included the creation of
new routes and femporary exit diagrams,
placement of signage at the front doors, parking
iot entrance and doors which were to be closed

related to the construction,

K048
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2. Review of the education information, including
the post tests, provided to all staff, revealed the
educalion included education on the construction
plan and new signs posted and included the
following statement, "due to the recent
construction on the back driveway of the facility,
new aevacuation routes have been implemented
until further notice". Continued review of the
education material revealad the alternate
evacuation plan was included, as well as, the
guestions for the post test to ensure compeatency
and understanding.

Interviews on 07/02/14 with Certified
Occupational Therapy Aide (COTA) #1 at 12:00
PM; the Rehab Manager at 12:02 PM; SRNA #5
at 12:03 PM; SRNA#6 at 1:55 PM: SRNA #7 at
1:58 PM; SRNA#8 at 2:01 PM; SRNA #9 at 2:04
FM; SRNA#10 at 2:07 PM: SRNA #11 at 2:10
PM; Housekeeper #3 at 2:20 PM; Housekeeper
#1 at 2:23 PM; Maintenance Assistant #1 at 2:24
FM; Dietary Aide #3 at 2:28 PM; Dietary Aide #1
at 2:32 PM; SRNA#3 at 3:11 PM: SRNA #1 at
3:13 PM; SRNA#12 at 3:15 PM; SRNA #13 at
3:17 PM; SRNA#14 at 3:24 PM: SRNA #15 at
3:26 PM; LPN #8 at 5:30 PM; RN #1 at 5:35 PM;
LPN #9 at 5:40 PM; and LPN #10 at 5:45 PM
revealed they had been in-serviced on the
construction pfan and the new, temporary
evacuation routes and the new temporary exit
diagrams, along with taking a post lest to ensure
they understood the education material.

interview with the Administrator on 07/02/14 at
4:03 PM revealed she used an employee roster in
conjunction with training logs to assure no
employee worked without the education, she

continued by stating that to ensure accuracy/staff
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understanding of the education, she would select
two (2) completed post tests and re-interview that
staff person.

Review of documentation revealed the employee
roster had been crosschecked against an
employee fraining log to ensure employees had
not worked withaut recelving the education and
post test to ensure competency.

3. Raview of the education documents revealed
all interviewable residents had been educaled
and a questiohnaire was usad to ensure resident
understanding of the education related to the new
evacualion plan and evacuation routes.

Interviews with Resident #24 on 07/02/14 at 11:30
AM and Resident #23 at 11:35 AM, revealed they
had been educated and completed a
questionnaire related to the new construction and
new svacuation plans.

interview with the 88D on 07/02/14 at 2:37 PM,
revealed it had been her assigned task to
aducate residents with a BIMS of eight {(8) or
greater on the construction plan and the new
tsmporary evacuation routes while construction
was in place. The 85D indicated she had
performed her education with interviewable
rasidenis on 06/30/14 and 07/01/14,

Review of the education documents revealed the
same education tool used for interviewahle
-residents had been used fo educate residents’
responsible parties regarding the construction
and new evacuation plans.

Record review of phone logs revealed Resident
#25's family had been contacted regarding the
Event IDIA70324 Faciiity 10 190482 if confinuation sheel Page 29 of 35
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construction and educated on the temporary
evacuation routes.

Interview with the SSD on 07/02/14 at 2:37 PM,
revealed it had also been her assigned task to
educate residents’ responsible parties on the
construction plan and the temporary evacuation
routes while construction was in place. The SSD
stated she initiated the education for responsible
parties on 06/03/14 and 07/01/14. Continued
interview revealed she had answered any
questions the responsible parties might have had.
She indicated she would continue notification and
educalion until all responsible parties/families had
been contacted. Further interview revealed she
used the facility census sheet to ensure
responsible parties of non-interviewable residents
received the construction education.

4. Observations, on 07/02/14 at 11:15 AM,
revealed the new signage was in place at the
Main Entrance and employee entrance doors as
alleged on the AOC. Continued observation
revealed the new temporary exit diagrams were
also posted as alleged.

Observation, on 078/02/14 at 11:32 AM, revealed
signs stating "STOP-DO NOT USE” were posted
on the "temporarily closed” evacuation exits.

Interview with the Maintenance Direclor on
07/02/14 at 11:40 AM, revealed he had placed the
new signage and temporary exit diagrams on
(06/30/14 at approximately 8:30 PM.

5. Interview with the facility's Medical Director on
07/02/14 at 5:20 PM, revealed he had been
notified by the DON of the 1J on 07/01/14.

|
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6. Review of the minutes revealed a QA meseting
was held on 07/01/14, and revealed the Medical
Director was in attendance via telephone.

interview with the facility's Medical Director on
07/02/14 &t 5:20 PM revealed he had been
notified by the DON of the 1 on 07/01/14, during
the QA meeting, He stated the plan implemented
by the facility was a gacd plan, and he didn't think
there was anything he would have added fo the
plan, Continued interview revealed he provided
insight on Quality Measures and acied as a
resource for facility staff education as part of his
responsibilities as the Medical Director.

7. Review of the daily Maintenance Audit logs
beginning 07/01/14 revealed Maintenance was
performing daily raunds to verify, by initizling the
lag, that the Main Entrance and employee
ardrance door signage remained in place to
inform visitors that construction was in progress,
the temporary exit diagrams remained posted on
all temporary evacualion routes and the
"STOP-DO NOT USE" signs remained in place
on the temporarily closed evacuation routes,
Continued review of the Audit log revealed the
Administrator was also initialing the log indicating
she had performed walking rounds as verification
of the aceuracy of the Maintenance audits unii
the construction process is completed.

Interview with the Maintenance Director on
07/02/14 at 11:40 AM, revealed maintenance was
performing the daily audits and initlaing the log
for verification.

Interview with the Administrator on 07/02/14 at
4:03 PM, ravealad she was performing her
walking rounds dally of the signage posted and

K048
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initialing the maintenance audit log.

8. Review of the staff education revealed a
questionnaire related to the exjt routes and
evacuation plan. Review of the completed
guestionnaires revealed the Administrator, DON,
ADON, SDC, Dietary Director, Medical Records
Director or HR Director had administered the
questionnaire.

Interview with the Administrator on 07/02/14 at
4:03 PM revealed she, the DON or RNC had
reviewed the questionnaires. She indicated she
was performing "spot checks" of questionnaires
as per the AQC. The Administrator stated the
questionnaire results would be taken to the
facility's QA Committee weekly and QA would
determine the frequency at which the
questionnaires would be used. According to the
Administrator, if there were any concerns
identified they were to be reported to her.

9. Interview with the RNC on 07/02/14 at 4:45 PM
revealed she had been on site daily since
06/30/14. Continued interview revealed she
assisted the Administrator in any capacity she
needed to ensure compliance with staff education
and ensura the daily Maintenance audits were
completed accurately and turned into the
Administrator.

Interview with the Chief Nursing Executive on
07/02/114 at 4:50 PM, via telephone, revealed she
was In daily contact with the RNC and facility and
acted as a resource when needed.

Interview with the Administrator on 07/02/14 at
4:03 PM, revealed prior to the consiruction areas
being re-opened, she and the Maintenance

K 048
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| appropriate fire
- alarm signal to warn ather building occupants and
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Director will inspect the construction area to
ensure it is safe to use and institute re-education
for ail staff, residents and/or their responsible

party.
Refersnce: NFPA 101 {2000 editfon)

19.7.1.1 The administration of every health care

occupancy
shall have, in effect and available io all

supervisory personnel,
wriften copies of g plan for the protection of all

persans in the

event of fire, for their evacuation {o 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 alt 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.

19.7.2.1* For health care cccupancies, the proper
protection

of patients shail require the prompt and effective
rasponse of

health care personnel. The basic response
required of staff

shall include the removal of all cocupants directly
invalved

with the fire emergeney, transmission of an
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summon
staff, confinement of the effects of the fire by
closing doors to

isolate the firg area, and the relocation of patients
as detailed

in the health care occupancy ' s fire safety plan.

19.7.2.2 Awritten health care occupancy fire
safety plan shall

provide for the following:

{1) Use of atarms

(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 flaors and building for
evactation

{8) Extinguishment of fire

19.7.2.3 All health care occupancy personnel
shaill be

instructed in the use of and response to fire
alarms. In addition,

they shall be instructed in the use of the code

phrase to

ensure transmission of an alarm under the
foltowing conditions:

(1) When the individual who discovers a fire must
irmmediately

go to the aid of an endangered person

(2) During a malfunction of the building fire alarm
system

Personnel hearing the cade announced shall first
activate

the building fire alarm using the nearest manual
fire alarm

box and then shall execute immediately their

duties as outlined
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In the fire safety plan.

18.7.3 Maintenance of Exits. Proper maintenance
shall be

provided to ensure the dependability of the
method of evacuation

selected. Health care occupancies that find it

necessary
to lock exits shall, at all times, maintain an
adequate staff quaiified

to release locks and direct cccupants from the

immediale
danger area to a place of safely in case of fire or

other emergency.
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