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An Emergency Preparedness Survey was
conducted by the Indiana Department of Health
in accordance with 42 CFR 483.475.

Survey Date: 06/14/2021

Facility Number: 000769
Provider Number: 15G247
AIM Number: 100248810

At this Emergency Preparedness survey, Res
Care Community Alternatives SE IN was found
not in compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.475

The facility has 8 certified beds. All 8 beds are
certified for Medicaid. At the time of the survey,
the census was 7.

The requirement at 42 CFR, Subpart 483.475 is
NOT MET as evidenced by:

Quality Review on 06/24/21

E 0009 403.748(a)(4), 416.54(a)(4), 418.113(a)(4
441.184(a)(4), 482.15(a)(4), 483.475(a)(4
Bldg. -- 483.73(a)(4), 484.102(a)(4), 485.625(a)(4
485.68(a)(4), 485.727(a)(5), 485.920(a)(4
486.360(a)(4), 491.12(a)(4), 494.62(a)(4)
Local, State, Tribal Collaboration Process
§403.748(a)(4), §416.54(a)(4), §418.113(a)
(4), §441.184(a)(4), §460.84(a)(4),
§482.15(a)(4), §483.73(a)(4), §483.475(a)
(4), §484.102(a)(4), §485.68(a)(4),
§485.625(a)(4), §485.727(a)(5), §485.920(a)

~— — — ~—

E 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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(4), §486.360(a)(4), §491.12(a)(4),
§494.62(a)(4)

[(a) Emergency Plan. The [facility] must
develop and maintain an emergency
preparedness plan that must be reviewed,
and updated at least every 2 years [annually
for LTC facilities]. The plan must do the
following:]

(4) Include a process for cooperation and
collaboration with local, tribal, regional, State,
and Federal emergency preparedness
officials' efforts to maintain an integrated
response during a disaster or emergency
situation. *

* [For ESRD facilities only at §494.62(a)(4)]:
(4) Include a process for cooperation and
collaboration with local, tribal, regional, State,
and Federal emergency preparedness
officials' efforts to maintain an integrated
response during a disaster or emergency
situation. The dialysis facility must contact
the local emergency preparedness agency at
least annually to confirm that the agency is
aware of the dialysis facility's needs in the
event of an emergency.

Based on record review and interview, the
facility failed to ensure the emergency
preparedness plan included a process for
cooperation and collaboration with local, tribal,
regional, State, or Federal emergency
preparedness officials' efforts to maintain an
integrated response during a disaster or
emergency situation, including documentation of
the ICF/IID facility's efforts to contact such
officials and, when applicable, of its participation
in collaborative and cooperative planning efforts
in accordance with 42 CFR 483.475(a)(4). This

E 0009

1.The emergency plan policies
and procedures will be updated at
a minimum every 2 years to
include a continuity of operations
plan which addresses notification
of the Indiana State Department of
Health during a disaster or
emergency.

2.The area supervisor and
program manager will train all staff
on the updated policies and
procedures and the program

07/14/2021
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deficient practice could affect all occupants. overview will be placed in the
Emergency Disaster
Findings include: Preparedness Manual for
reference as needed.
During record review with the Residential 3.The emergency plan policies
Manager on 06/14/2021 between 11:00 a.m. and and procedures will be updated to
1:15 p.m., the facility provided a document titled include a continuity of operations
"Res Care Emergency/Disaster Preparedness plan which addresses notification
Manual" as documentation of their Emergency of the Indiana State Department of
Preparedness Plan. No documentation could be Health during a disaster or
located ensuring the emergency preparedness emergency.
plan included a process for cooperation and 4.The Area Supervisor will
collaboration with local, tribal, regional, State, or ensure the EPP is updated
Federal emergency preparedness officials' annually and all staff are trained
efforts to maintain an integrated response during on the Emergency Preparedness
a disaster or emergency situation, including Manual and have knowledge of
documentation of the ICF/IID facility's efforts to where it is kept in the home and
contact such officials and, when applicable, of its all its content. Upon visiting a
participation in collaborative and cooperative home, the Program Manager will
planning efforts. Based on interview at the time review the Emergency
of record review, the Residential Manager Preparedness Manual and
acknowledged the lack of information and could document the visit on the Home
provide no further documentation. Visitor Sign In form located in
each home.
This deficiency was reviewed with the 5.Monitoring of Corrective
Residential Manager during the Exit Conference Action: A member of the Site
held on 06/14/2021. Review Team, consisting of the
QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area
Supervisors will complete monthly
site reviews of each location and
document any issues/findings on
the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
necessary to correct all issues.
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E 0015

Bldg. -

403.748(b)(1), 418.113(b)(6)(iii), 441.184(b)
(1), 482.15(b)(1), 483.475(b)(1), 483.73(b)
(1), 485.625(b)(1)

Subsistence Needs for Staff and Patients
§403.748(b)(1), §418.113(b)(6)(iii),
§441.184(b)(1), §460.84(b)(1), §482.15(b)
(1), §483.73(b)(1), §483.475(b)(1),
§485.625(b)(1)

[(b) Policies and procedures. [Facilities]
must develop and implement emergency
preparedness policies and procedures,
based on the emergency plan set forth in
paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, and the communication plan at
paragraph (c) of this section. The policies
and procedures must be reviewed and
updated every 2 years [annually for LTC
facilities]. At a minimum, the policies and
procedures must address the following:

(1) The provision of subsistence needs for
staff and patients whether they evacuate or
shelter in place, include, but are not limited to
the following:

(i) Food, water, medical and pharmaceutical
supplies

(ii) Alternate sources of energy to maintain
the following:

(A) Temperatures to protect patient health
and safety and for the safe and sanitary
storage of provisions.

(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm

The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
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systems.
(D) Sewage and waste disposal.
*[For Inpatient Hospice at §418.113(b)(6)
(iii):] Policies and procedures.
(6) The following are additional requirements
for hospice-operated inpatient care facilities
only. The policies and procedures must
address the following:
(iii) The provision of subsistence needs for
hospice employees and patients, whether
they evacuate or shelter in place, include,
but are not limited to the following:
(A) Food, water, medical, and
pharmaceutical supplies.
(B) Alternate sources of energy to maintain
the following:
(1) Temperatures to protect patient health
and safety and for the safe and sanitary
storage of provisions.
(2) Emergency lighting.
(3) Fire detection, extinguishing, and alarm
systems.
(C) Sewage and waste disposal.
Based on record review and interview, the E 0015 1.The administrator will ensure 07/14/2021
facility failed to ensure emergency preparedness the emergency plan policies and
policies and procedures include at a minimum, procedures addresses the
(1) The provision of subsistence needs for staff provision of subsistence needs for
and clients, whether they evacuate or shelter in staff and clients, whether they
place, include, but are not limited to the evacuate or shelter in place,
following: (i) Food, water, medical, and including but not limited to the
pharmaceutical supplies. This deficient practice following: (i) Food, water, medical,
could affect all occupants. and pharmaceutical supplies. (ii)
Alternate sources of energy to
Findings include: maintain — (A) Temperatures to
protect resident health and safety
Based on record review and interview on and for the safe and sanitary
06/14/2021 between 11:00 a.m. and 1:15 p.m. storage of provisions; (B)
with the Residential Manager (RM) the Emergency lighting; (C) Fire
emergency preparedness plan did not address detection, extinguishing, and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0IUR21 Facility ID: 000769 If continuation sheet Page 5 of 58
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medical and pharmaceutical supplies in the event
of all risks identified in the Emergency
Preparedness Plan. Based on interview
concurrent with record review with the RM was
not able to explain the policy and procedures for
medical and pharmaceutical supplies for
emergency conditions.

This deficiency was reviewed with the RM during
the Exit Conference held on 06/14/2021.

alarm systems; and (D) Sewage
and waste disposal in accordance
with 42 CFR 483.475(b)(1).

2.The area supervisor and
program manager will train all staff
on the policies and procedures
and the program overview will be
placed in the Emergency Disaster
Preparedness Manual for
reference as needed.

3.The corrective action will be
monitored and reviewed for
effectiveness at a minimum
bi-annual

4.The Area Supervisor will
ensure the EPP is updated
annually and all staff are trained
on the Emergency Preparedness
Manual and have knowledge of
where it is kept in the home and
all its content. Upon visiting a
home, the Program Manager will
review the Emergency
Preparedness Manual and
document the visit on the Home
Visitor Sign In form located in
each home.

5.Monitoring of Corrective
Action: A member of the Site
Review Team, consisting of the
QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area
Supervisors will complete monthly
site reviews of each location and
document any issues/findings on
the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
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E 0018

Bldg. -

403.748(b)(2), 416.54(b)(1), 418.113(b)(6)
(i) and (v), 441.184(b)(2), 482.15(b)(2),
483.475(b)(2), 483.73(b)(2), 485.625(b)(2),
485.920(b)(1), 486.360(b)(1), 494.62(b)(1)
Procedures for Tracking of Staff and
Patients

§403.748(b)(2), §416.54(b)(1), §418.113(b)
(6)(ii) and (v), §441.184(b)(2), §460.84(b)
(2), §482.15(b)(2), §483.73(b)(2),
§483.475(b)(2), §485.625(b)(2), §485.920(b)
(1), §486.360(b)(1), §494.62(b)(1).

[(b) Policies and procedures. The [facilities]
must develop and implement emergency
preparedness policies and procedures,
based on the emergency plan set forth in
paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, and the communication plan at
paragraph (c) of this section. The policies
and procedures must be reviewed and
updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies
and procedures must address the following:]

[(2) or (1)] A system to track the location of
on-duty staff and sheltered patients in the
[facility's] care during an emergency. If
on-duty staff and sheltered patients are
relocated during the emergency, the [facility]
must document the specific name and
location of the receiving facility or other

necessary to correct all issues.

The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
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location.

*[For PRTFs at §441.184(b), LTC at
§483.73(b), ICF/IIDs at §483.475(b), PACE
at §460.84(b):] Policies and procedures. (2)
A system to track the location of on-duty staff
and sheltered residents in the [PRTF's, LTC,
ICF/IID or PACE] care during and after an
emergency. If on-duty staff and sheltered
residents are relocated during the
emergency, the [PRTF's, LTC, ICF/IID or
PACE] must document the specific name
and location of the receiving facility or other
location.

*[For Inpatient Hospice at §418.113(b)(6):]
Policies and procedures.

(i) Safe evacuation from the hospice, which
includes consideration of care and treatment
needs of evacuees; staff responsibilities;
transportation; identification of evacuation
location(s) and primary and alternate means
of communication with external sources of
assistance.

(v) A system to track the location of hospice
employees' on-duty and sheltered patients in
the hospice's care during an emergency. If
the on-duty employees or sheltered patients
are relocated during the emergency, the
hospice must document the specific name
and location of the receiving facility or other
location.

*[For CMHCs at §485.920(b):] Policies and
procedures. (2) Safe evacuation from the
CMHC, which includes consideration of care
and treatment needs of evacuees; staff
responsibilities; transportation; identification
of evacuation location(s); and primary and
alternate means of communication with
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external sources of assistance.
*[For OPOs at § 486.360(b):] Policies and
procedures. (2) A system of medical
documentation that preserves potential and
actual donor information, protects
confidentiality of potential and actual donor
information, and secures and maintains the
availability of records.
*[For ESRD at § 494.62(b):] Policies and
procedures. (2) Safe evacuation from the
dialysis facility, which includes staff
responsibilities, and needs of the patients.
Based on record review and interview, the E 0018 1.The administrator will ensure 07/14/2021
facility failed to ensure emergency preparedness the emergency plan policies and
policies and procedures include a system to track procedures addresses the
the location of on-duty staff and sheltered clients tracking of staff and clients,
in the ICF/IID facility's care during and after an whether they evacuate or shelter
emergency. If on-duty staff and sheltered clients in place. Including the
are relocated during the emergency, the ICF/IID consideration of care and
facility must document the specific name and treatment needs of evacuees, staff
location of the receiving facility or other responsibilities; transportation;
location in accordance with 42 CFR 483.475(b) identification of evacuation
(2). This deficient practice could affect all locations; and primary and means
occupants. of communication with external
assistance.
Findings include: 2.The area supervisor and
program manager will train all staff
Based on record review on 06/14/2021 between on the policies and procedures
at 11:00 a.m. and 1:15 p.m. with the Residential and the program overview will be
Manager (RM) there was nothing in the placed in the Emergency Disaster
Emergency Preparedness policy which addressed Preparedness Manual for
a system to track the whereabouts of staff and reference as needed.
clients during an emergency. Based on interview 3.The corrective action will be
concurrent with record review, the RM was not monitored and reviewed for
able to describe the policy and procedures for effectiveness at a minimum
tracking during an emergency. The RM bi-annual
acknowledged that there was no written policy 4.The Area Supervisor will
and procedure which addressed the tracking of ensure the EPP is updated
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0IUR21 Facility ID: 000769 If continuation sheet Page 9 of 58
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staff and clients. annually and all staff are trained
on the Emergency Preparedness
This issue was reviewed with the RM during the Manual and have knowledge of
Exit Conference held on 06/14/2021. where it is kept in the home and
all its content. Upon visiting a
home, the Program Manager will
review the Emergency
Preparedness Manual and
document the visit on the Home
Visitor Sign In form located in
each home.
5.Monitoring of Corrective
Action: A member of the Site
Review Team, consisting of the
QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area
Supervisors will complete monthly
site reviews of each location and
document any issues/findings on
the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
necessary to correct all issues.
The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
E 0020 403.748(b)(3), 416.54(b)(2), 418.113(b)(6)
(ii), 441.184(b)(3), 482.15(b)(3), 483.475(b)
Bldg. -- (3), 483.73(b)(3), 485.625(b)(3), 485.68(b)
(1), 485.727(b)(1), 485.920(b)(2), 491.12(b)
(1), 494.62(b)(2)
Policies for Evac. and Primary/Alt. Comm.
§403.748(b)(3), §416.54(b)(2), §418.113(b)
(6)(ii), §441.184(b)(3), §460.84(b)(3),
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§482.15(b)(3), §483.73(b)(3), §483.475(b)
(3), §485.68(b)(1), §485.625(b)(3),
§485.727(b)(1), §485.920(b)(2), §491.12(b)
(1), §494.62(b)(2)

[(b) Policies and procedures. The [facilities]
must develop and implement emergency
preparedness policies and procedures,
based on the emergency plan set forth in
paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, and the communication plan at
paragraph (c) of this section. The policies
and procedures must be reviewed and
updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies
and procedures must address the following:]

[(3) or (1), (2), (6)] Safe evacuation from the
[facility], which includes consideration of
care and treatment needs of evacuees; staff
responsibilities; transportation; identification
of evacuation location(s); and primary and
alternate means of communication with
external sources of assistance.

*[For RNHCls at §403.748(b)(3) and ASCs
at §416.54(b)(2)]

Safe evacuation from the [RNHCI or ASC]
which includes the following:

(i) Consideration of care needs of evacuees.
(ii) Staff responsibilities.

(iii) Transportation.

(iv) Identification of evacuation location(s).
(v) Primary and alternate means of
communication with external sources of
assistance.

* [For CORFs at §485.68(b)(1), Clinics,
Rehabilitation Agencies, OPT/Speech at
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§485.727(b)(1), and ESRD Facilities at

§494.62(b)(2):]

Safe evacuation from the [CORF; Clinics,

Rehabilitation Agencies, and Public Health

Agencies as Providers of Outpatient Physical

Therapy and Speech-Language Pathology

Services; and ESRD Facilities], which

includes staff responsibilities, and needs of

the patients.

* [For RHCs/FQHCs at §491.12(b)(1):] Safe

evacuation from the RHC/FQHC, which

includes appropriate placement of exit signs;

staff responsibilities and needs of the

patients.

Based on record review and interview, the E 0020 1.The emergency plan policies 07/14/2021

facility failed to ensure emergency preparedness and procedures will be updated to

policies and procedures include information for include a continuity of operations

safe evacuation from the ICF/IID facility, which plan which addresses safe

includes consideration of care and treatment evacuation of from the ICF/IID

needs of evacuees; staff responsibilities; facility and includes consideration

transportation; identification of evacuation of care and treatment needs of

location(s); and primary and alternate means of evacuees; staff responsibilities;

communication with external sources of transportation; identification of

assistance in accordance with 42 CFR evacuation location(s); and

483.475(b)(3). This deficient practice could primary and alternate means of

affect all occupants. communication with external

sources of assistance.
Findings include: 2.The area supervisor and
program manager will train all staff

Based on review of Emergency Preparedness on the updated policies and

Plan entitled: "Res Care Emergency/Disaster procedures and the program

Preparedness Manual" with the Residential overview will be placed in the

Manager (RM) during record review from 11:00 Emergency Disaster

a.m. to 1:15 p.m. on 06/14/2021, the plan to Preparedness Manual for

address safe evacuation was incomplete. The reference as needed.

facilities documentation of the medical needs of 3.The corrective action will be

4 of the 7 residents was missing from the binder. monitored and reviewed for

Based on interview at the time of record review, effectiveness at a minimum

the RM stated these sheets maintained the bi-annual
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information that would be sent with a resident if
the need to evacuate was determined. The RM
acknowledged that the sheets for all of the
current residents were not in the binder at the
time of record review.

This deficiency was reviewed with the RM during
the Exit Conference held on 06/14/2021.

403.748(b)(5), 416.54(b)(4), 418.113
441.184(b)(5), 482.15(b)(5), 483.475
483.73(b)(5), 484.102(b)(4), 485.625(b)(5
485.68(b)(3), 485.727(b)(3), 485.920(b)(4),
486.360(b)(2), 491.12(b)(3), 494.62(b)(4)
Policies/Procedures for Medical
Documentation

§403.748(b)(5), §416.54(b)(4), §418.113(b)
(3), §441.184(b)(5), §460.84(b)(6),
§482.15(b)(5), §483.73(b)(5), §483.475(b)
(5), §484.102(b)(4), §485.68(b)(3),
§485.625(b)(5), §485.727(b)(3), §485.920(b)
(4), §486.360(b)(2), §491.12(b)(3),
§494.62(b)(4).

b)(3),
b)(5).
)
)

= A =~ X

[(b) Policies and procedures. The [facilities]
must develop and implement emergency
preparedness policies and procedures,
based on the emergency plan set forth in
paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, and the communication plan at
paragraph (c) of this section. The policies
and procedures must be reviewed and
updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies
and procedures must address the following:]

[(5) or (3),(4),(6)] A system of medical
documentation that preserves patient

the, Program Manager, Area
Supervisor, and Residential
Manager

The persons responsible will be
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information, protects confidentiality of patient

information, and secures and maintains

availability of records.

*[For RNHClIs at §403.748(b):] Policies and

procedures. (5) A system of care

documentation that does the following:

(i) Preserves patient information.

(ii) Protects confidentiality of patient

information.

(iii) Secures and maintains the availability of

records.

*[For OPOs at §486.360(b):] Policies and

procedures. (2) A system of medical

documentation that preserves potential and

actual donor information, protects

confidentiality of potential and actual donor

information, and secures and maintains the

availability of records.

Based on record review and interview, the E 0023 1.The emergency plan policies 07/14/2021

facility failed to ensure emergency preparedness and procedures will be updated to

policies and procedures include a system of include a continuity of operations

medical documentation that preserves client plan which addresses a system of

information, protects confidentiality of client medical documentation of from

information, and secures and maintains the the ICF/IID facility and includes

availability of records in accordance with 42 consideration of maintaining

CFR 483.475(b)(4). This deficient practice protection of confidentiality of

could affect all occupants. patient information and secures

and maintains availability of
Findings include: records.
2.The area supervisor and

During review of the emergency preparedness program manager will train all staff

documentation on 06/14/2021 between 11:00 on the updated policies and

a.m. and 1:15 p.m. with the Residential Manager procedures and the program

(RM), no policies and procedures which include overview will be placed in the

a system of medical documentation that Emergency Disaster

preserves client information, protects Preparedness Manual for

confidentiality of client information, and secures reference as needed.

and maintains the availability of records was 3.The corrective action will be
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available to review. Based on interview at the
time of record review, the RM stated that
documentation was available for review.

403.748(c)(2), 416.54(c)(2), 418.113(c)(2),
441.184(c)(2), 482.15(c)(2), 483.475(c)(2),
483.73(c)(2), 484.102(c)(2), 485.625(c)(2),

monitored and reviewed for
effectiveness at a minimum
bi-annual

4.The Area Supervisor will
ensure the EPP is updated
annually and all staff are trained
on the Emergency Preparedness
Manual and have knowledge of
where it is kept in the home and
all its content. Upon visiting a
home, the Program Manager will
review the Emergency
Preparedness Manual and
document the visit on the Home
Visitor Sign In form located in
each home.

5.Monitoring of Corrective
Action: A member of the Site
Review Team, consisting of the
QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area
Supervisors will complete monthly
site reviews of each location and
document any issues/findings on
the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
necessary to correct all issues.

The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
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485.68(c)(2), 485.727(c)(2), 485.920(c)(2),
486.360(c)(2), 491.12(c)(2), 494.62(c)(2)
Emergency Officials Contact Information
§403.748(c)(2), §416.54(c)(2), §418.113(c)
(2), §441.184(c)(2), §460.84(c)(2),
§482.15(c)(2), §483.73(c)(2), §483.475(c)
(2), §484.102(c)(2), §485.68(c)(2),
§485.625(c)(2), §485.727(c)(2), §485.920(c)
(2), §486.360(c)(2), §491.12(c)(2),
§494.62(c)(2).

[(c) The [facility] must develop and maintain
an emergency preparedness communication
plan that complies with Federal, State and
local laws and must be reviewed and updated
at least every 2 years [annually for LTC
facilities]. The communication plan must
include all of the following:

(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local
emergency preparedness staff.

(i) Other sources of assistance.

*[For LTC Facilities at §483.73(c):] (2)
Contact information for the following:

(i) Federal, State, tribal, regional, and local
emergency preparedness staff.

(i) The State Licensing and Certification
Agency.

(iii) The Office of the State Long-Term Care
Ombudsman.

(iv) Other sources of assistance.

*[For ICF/IIDs at §483.475(c):] (2) Contact
information for the following:

(i) Federal, State, tribal, regional, and local
emergency preparedness staff.

(i) Other sources of assistance.

(iii) The State Licensing and Certification
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Agency.
(iv) The State Protection and Advocacy
Agency.
Based on record review and interview, the E 0031 1.The administrator will ensure 07/14/2021
facility failed to ensure the emergency the emergency plan policies and
preparedness communication plan includes a procedures will be updated to
method for sharing information from the include a continuity of operations
emergency plan that the facility has determined plan which includes how to
is appropriate with clients and their families or communicate with Indiana
representatives in accordance with 42 CFR Protection and Advocacy
483.475(c)(8). This deficient practice could Services (IPAS).
affect all occupants. 2.The area supervisor and
Findings include: program manager will train all staff
on the continuity of operations
During review of the emergency preparedness plan and the plan will be present in
documentation on 06/14/2021 between 11:00 the Emergency Disaster
a.m. and 1:15 p.m. with the Residential Manager, Preparedness Manual for
information for contacting the State of Indiana reference as needed.
through the gateway and email were missing 3.This information is located in
from the contact list. The RM agreed that contact section 3 of the Emergency
information for the State of Indiana was missing Disaster Preparedness Manual
from the written Emergency Plan. 4.The corrective action will be
monitored and reviewed for
This issue was reviewed with the RM during the effectiveness at a minimum
Exit Conference held on 06/14/2021. bi-annual
5.The Executive Director will
review and approve the continuity
of operations plan and how to
communicate with Indiana
Protection and Advocacy
Services. The quality assurance
manager and program manger will
ensure the most current continuity
of operations and how to
communicate with Indiana
Protection and Advocacy
Services is in the Emergency
Preparedness Manual.
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403.748(c)(3), 416.54(c)(3), 418.113(c)(3),
441.184(c)(3), 482.15(c)(3), 483.475(c)(3),
483.73(c)(3), 484.102(c)(3), 485.625(c)(3),
485.68(c)(3), 485.727(c)(3), 485.920(c)(3),
486.360(c)(3), 491.12(c)(3), 494.62(c)(3)
Primary/Alternate Means for Communication
§403.748(c)(3), §416.54(c)(3), §418.113(c)
(3), §441.184(c)(3), §460.84(c)(3),
§482.15(c)(3), §483.73(c)(3), §483.475(c)
(3), §484.102(c)(3), §485.68(c)(3),
§485.625(c)(3), §485.727(c)(3), §485.920(c)
(3), §486.360(c)(3), §491.12(c)(3),
§494.62(c)(3).

[(c) The [facility] must develop and maintain
an emergency preparedness communication
plan that complies with Federal, State and
local laws and must be reviewed and updated
at least every 2 years [annually for LTC
facilities]. The communication plan must
include all of the following:

(3) Primary and alternate means for
communicating with the following:

(i) [Facility] staff.

(ii) Federal, State, tribal, regional, and local
emergency management agencies.

*[For ICF/IIDs at §483.475(c):] (3) Primary
and alternate means for communicating with
the ICF/IID's staff, Federal, State, tribal,
regional, and local emergency management
agencies.

Based on record review and interview, the
facility failed to ensure the emergency
preparedness communication plan includes (3)
Primary and alternate means for communicating
with the following: (i) ICF/IID facility's staff (ii)
Federal, State, tribal, regional, or local
emergency management agencies in accordance

E 0032

1.The method of communicating
using both a primary and alternate
means of communicating with
ICF/ID staff, Federal, State,
regional, and local emergency
managements agencies will be
place in the EPP by the Program

07/14/2021
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with 42 CFR 483.475(c)(3). This deficient Manager.
practice could affect all occupants.
1.All staff will be trained on the
Finding Include: method of communicating using
both a primary and alternate
Based on record review of the Emergency means of communicating with
Preparedness Plan on 04/14/2021 between ICF/ID staff, Federal, State,
11:00 a.m. and 1:15 p.m., the facility was to regional, and local emergency
listen to the radio for weather related managements agencies.
emergencies. Based on interview with the
Residential Manger (RM) on 06/14/2021 1.Area Supervisor will ensure
between 11:00 a.m. and 1:15 p.m., the RM was the EPP includes a copy the
not sure where the radio was, if it had charged method of communicating using
batteries, and when it was tested. The RM both a primary and alternate
acknowledged that the EP required a radio and means of communicating with
that she was not sure if there was one in proper ICF/ID staff, Federal, State,
working order in the house. regional, and local emergency
managements agencies.
This deficiency was reviewed with the RM during
the Exit Conference held on 06/14/2021. 1.The Area Supervisor will
ensure the EPP is updated
annually and all staff are trained
on the Emergency Preparedness
Manual and have knowledge of
where it is kept in the home and
all its content. Upon visiting a
home, the Program Manager will
review the Emergency
Preparedness Manual and
document the visit on the Home
Visitor Sign In form located in
each home.
1.Monitoring of Corrective
Action: A member of the Site
Review Team, consisting of the
QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area
Supervisors will complete monthly
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site reviews of each location and
document any issues/findings on
the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
necessary to correct all issues.
The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
E 0034 403.748(c)(7), 416.54(c)(7), 418.113(c)(7),
441.184(c)(7), 482.15(c)(7), 483.475(c)(7),
Bldg. -- 483.73(c)(7), 484.102(c)(6), 485.625(c)(7),
485.68(c)(5), 485.727(c)(5), 485.920(c)(7),
491.12(c)(5), 494.62(c)(7)
Information on Occupancy/Needs
§403.748(c)(7), §416.54(c)(7), §418.113(c)
(7) §441.184(c)(7), §482.15(c)(7),
§460.84(c)(7), §483.73(c)(7), §483.475(c)
(7), §484.102(c)(6), §485.68(c)(5),
§485.68(c)(5), §485.727(c)(5), §485.625(c)
(7), §485.920(c)(7), §491.12(c)(5),
§494.62(c)(7).
[(c) The [facility] must develop and maintain
an emergency preparedness communication
plan that complies with Federal, State and
local laws and must be reviewed and updated
at least every 2 years [annually for LTC
facilities]. The communication plan must
include all of the following:
(7) [(5) or (6)] A means of providing
information about the [facility's] occupancy,
needs, and its ability to provide assistance,
to the authority having jurisdiction, the
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Incident Command Center, or designee.
*[For ASCs at 416.54(c)]: (7) A means of
providing information about the ASC's needs,
and its ability to provide assistance, to the
authority having jurisdiction, the Incident
Command Center, or designee.
*[For Inpatient Hospice at §418.113(c):] (7)
A means of providing information about the
hospice's inpatient occupancy, needs, and
its ability to provide assistance, to the
authority having jurisdiction, the Incident
Command Center, or designee.
Based on record review and interview, the E 0034 1.The administrator will ensure 07/14/2021
facility failed to ensure the emergency the emergency plan policies and
preparedness communication plan includes a procedures will be updated to
means of providing information about the include a method to share
ICF/IID facility's occupancy, needs, and its occupancy needs and ability to
ability to provide assistance, to the authority provide assistance to the Authority
having jurisdiction or the Incident Command Having Jurisdiction.
Center, or designee in accordance with 42 CFR 2.The area supervisor and
483.475(c)(7). This deficient practice could program manager will ensure the
affect all occupants. policies and procedures update
including a method to share
Findings Include: occupancy needs and ability to
provide assistance to the Authority
Based on record review of the emergency Having Jurisdiction is present in
preparedness plan on 06/14/2021 between 11:00 the Emergency Disaster
a.m. and 1:15 p.m. with the Residential Manager, Preparedness Manual for
there is no documentation in the plan for the reference as needed.
sharing of occupant's needs during an evacuation 3.The corrective action will be
or other emergency. Based on interview at the monitored and reviewed for
time of review, the RM stated that she had effectiveness at a minimum
limited knowledge of the EP and the policies and bi-annually.
procedures. The RM indicated that there was no 4.The Area Supervisor will
additional documentation to be reviewed. ensure the EPP is updated
annually and all staff are trained
This deficiency was reviewed with the RM during on the Emergency Preparedness
the Exit Conference held on 06/14/2021. Manual and have knowledge of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0IUR21 Facility ID: 000769 If continuation sheet Page 21 of 58




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

PRINTED: 07/21/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING - COMPLETED
15G247 B. WING 06/14/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2401 CORNWELL DR
RES CARE COMMUNITY ALTERNATIVES SE IN JEFFERSONVILLE, IN 47130
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CAEACH CORRECTIVE ACTIONSHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
where it is kept in the home and
all its content. Upon visiting a
home, the Program Manager will
review the Emergency
Preparedness Manual and
document the visit on the Home
Visitor Sign In form located in
each home.
5.Monitoring of Corrective
Action: A member of the Site
Review Team, consisting of the
QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area
Supervisors will complete monthly
site reviews of each location and
document any issues/findings on
the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
necessary to correct all issues.
The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
E 0035 483.475(c)(8), 483.73(c)(8)
LTC and ICF/IID Sharing Plan with Patients
Bldg. -- §483.73(c)(8); §483.475(c)(8)
*[For LTC Facilities at §483.73(c):]
[(c) The LTC facility must develop and
maintain an emergency preparedness
communication plan that complies with
Federal, State and local laws and must be
reviewed and updated at least annually. The
communication plan must include all of the
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following:]
*[For ICF/IIDs at §483.475(c):]
[(c) The ICF/IID must develop and maintain
an emergency preparedness communication
plan that complies with Federal, State and
local laws and must be reviewed and updated
at least every 2 years. The communication
plan must include all of the following:]
(8) A method for sharing information from
the emergency plan, that the facility has
determined is appropriate, with residents [or
clients] and their families or representatives.
Based on record review and interview, the E 0035 1.The administrator will ensure 07/14/2021
facility failed to ensure the emergency the emergency plan policies and
preparedness communication plan includes a procedures will be shared with
method for sharing information from the patient’s and guardians during
emergency plan that the facility has determined annual meetings. The Emergency
is appropriate with clients and their families or Plan will be made available for
representatives in accordance with 42 CFR review at request of patients and
483.475(¢c)(8). This deficient practice could guardians.
affect all occupants. 2.The administrator will ensure
the emergency plan policies and
Findings Include: procedures will be shared with
patient’s and guardians during
Based on record review of the Emergency annual meetings. The Emergency
Preparedness Plan with the Residential Manager Plan will be made available for
(RM) on 06/14/2021 between 11:00 a.m. and review at request of patients and
1:15 p.m., there is no information in the plan guardians.
addressing the method for sharing information 1.The QIDP, Area Supervisor
from the plan with the residents and their and Program Manager will ensure
families. Based on interview at the time of the emergency plan policies and
record review, the RM acknowledged that the procedures is shared with
EPP did not include a method for sharing patient’s and guardians during
information. annual meetings.
2.The Program Manager, and
This deficiency was reviewed with the RM during Area Supervisor will ensure a
the Exit Conference held on 06/14/2021. copy of the Emergency
Preparedness Manual is available
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403.748(d)(1), 416.54(d)(1), 418.113
441.184(d)(1), 482.15(d)(1), 483.475
483.73(d)(1), 484.102(d)(1), 485.625
485.68(d)(1), 485.727(d)(1), 485.920
486.360(d)(1), 491.12(d)(1)

EP Training Program
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d)(1
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onsite and at ResCare
Jeffersonville main office for

review the Emergency
Preparedness Manual and

each home.
3.Monitoring of Corrective
Action: A member of the Site

QA department, Program
Managers, QIDP-D’s, Nurse
Manager, AED, and Area

be reviewed by each Area

the, Program Manager, Area
Supervisor, and Residential
Manager

patient and guardian review. The
Area Supervisor will ensure staff
have knowledge of where the
Emergency Preparedness Manual
is kept in the home and all its
content updated. Upon visiting a
home, the Program Manager will

document the visit on the Home
Visitor Sign In form located in

Review Team, consisting of the

Supervisors will complete monthly
site reviews of each location and
document any issues/findings on
the site review. Site Review will

Supervisor and Program Manager
for that home and follow-up as

necessary to correct all issues.

The persons responsible will be
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§403.748(d)(1), §416.54(d)(1), §418.113(d)
(1), §441.184(d)(1), §460.84(d)(1),
§482.15(d)(1), §483.73(d)(1), §483.475(d)
(1), §484.102(d)(1), §485.68(d)(1),
§485.625(d)(1), §485.727(d)(1), §485.920(d)
(1), §486.360(d)(1), §491.12(d)(1).

*[For RNCHls at §403.748, ASCs at
§416.54, Hospitals at §482.15, ICF/IIDs at
§483.475, HHAs at §484.102,
"Organizations" under §485.727, OPOs at
§486.360, RHC/FQHCs at §491.12:]

(1) Training program. The [facility] must do
all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness
training at least every 2 years.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies
and procedures are significantly updated,
the [facility] must conduct training on the
updated policies and procedures.

*[For Hospices at §418.113(d):] (1) Training.
The hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing hospice employees, and individuals
providing services under arrangement,
consistent with their expected roles.

(ii) Demonstrate staff knowledge of
emergency procedures.

(iii) Provide emergency preparedness
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training at least every 2 years.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff),
with special emphasis placed on carrying out
the procedures necessary to protect patients
and others.

(v) Maintain documentation of all emergency
preparedness training.

(vi) If the emergency preparedness policies
and procedures are significantly updated,
the hospice must conduct training on the
updated policies and

procedures.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) After initial training, provide emergency
preparedness training every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v) If the emergency preparedness policies
and procedures are significantly updated,
the PRTF must conduct training on the
updated policies and procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing on-site
services under arrangement, contractors,
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participants, and volunteers, consistent with
their expected roles.

(ii) Provide emergency preparedness
training at least every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures, including informing
participants of what to do, where to go, and
whom to contact in case of an emergency.
(iv) Maintain documentation of all training.
(v) If the emergency preparedness policies
and procedures are significantly updated,
the PACE must conduct training on the
updated policies and procedures.

*[For LTC Facilities at §483.73(d):] (1)
Training Program. The LTC facility must do
all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected role.

(ii) Provide emergency preparedness
training at least annually.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

*[For CORFs at §485.68(d):](1) Training.
The CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all
new and existing staff, individuals providing
services under arrangement, and volunteers,
consistent with their expected roles.

(i) Provide emergency preparedness
training at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
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emergency procedures. All new personnel
must be oriented and assigned specific
responsibilities regarding the CORF's
emergency plan within 2 weeks of their first
workday. The training program must include
instruction in the location and use of alarm
systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies
and procedures are significantly updated,
the CORF must conduct training on the
updated policies and procedures.

*[For CAHs at §485.625(d):] (1) Training
program. The CAH must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires,
protection, and where necessary, evacuation
of patients, personnel, and guests, fire
prevention, and cooperation with firefighting
and disaster authorities, to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(i) Provide emergency preparedness
training at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies
and procedures are significantly updated,
the CAH must conduct training on the
updated policies and procedures.

*[For CMHCs at §485.920(d):] (1) Training.
The CMHC must provide initial training in
emergency preparedness policies and
procedures to all new and existing staff,
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individuals providing services under
arrangement, and volunteers, consistent with
their expected roles, and maintain
documentation of the training. The CMHC
must demonstrate staff knowledge of
emergency procedures. Thereafter, the
CMHC must provide emergency
preparedness training at least every 2 years.
Based on record review and interview, the E 0037 1.The administrator will ensure 07/14/2021
facility failed to ensure the emergency the emergency plan policies and
preparedness program (EPP) training and testing procedures initial training in
program includes a training program. The ICF/IID emergency preparedness policies
facility must do all of the following: (i) Initial and procedures to all new and
training in emergency preparedness policies and existing staff, annual emergency
procedures to all new and existing staff, training, documentation of the
individuals providing services under arrangement, training and staff demonstration of
and volunteers, consistent with their expected knowledge of the emergency
roles; (ii) Provide emergency preparedness procedures is completed and
training at least every two years; (iii) Maintain present in the EPP manual. The
documentation of all emergency preparedness ResCare “On The Job” training
training; (iv) Demonstrate staff knowledge of checklist will be updated to include
emergency procedures; (v) If the emergency initial training in emergency
preparedness policies and procedures are preparedness of all new
significantly updated, the facility must conduct employees. The annual training
training on the updated policies and procedures requirements list will also be
in accordance with 42 CFR 483.475(d) (1). This updated to include the training of
deficient practice could affect all occupants. all existing employees.
2.The residential manager, area
Findings Include: supervisor and program manager
will provide initial training to all
Based on record review of the Training Program new staff and the ResCare trainer
on 06/14/2021 between 11:00 a.m. and 1:15 will provide annual training to
p.m. with the Residential Manager (RM), there is existing staff. Testing results will
no documentation of training for new employees be available to demonstrate staff
and no documentation of biannual training for knowledge of emergency
staff in the documentation. procedures. The training and
testing documentation will be
This deficiency was reviewed with the RM during present in the Emergency
the Exit Conference held on 06/14/2021. Disaster Preparedness
Manual/HR personnel files for
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reference as needed. The
associate executive director will
review the training documentation
to ensure it has been completed
and is present. The safety
committee will review and update
annually as needed.
3.This information is located in
section 22 of the Emergency
Disaster Preparedness Manual
The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
E 0039 403.748(d)(2), 416.54(d)(2), 418.113(d)(2),
441.184(d)(2), 482.15(d)(2), 483.475(d)(2),
Bldg. -- 483.73(d)(2), 484.102(d)(2), 485.625(d)(2),
485.68(d)(2), 485.727(d)(2), 485.920(d)(2),
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements
§416.54(d)(2), §418.113(d)(2), §441.184(d)
(2), §460.84(d)(2), §482.15(d)(2),
§483.73(d)(2), §483.475(d)(2), §484.102(d)
(2), §485.68(d)(2), §485.625(d)(2),
§485.727(d)(2), §485.920(d)(2), §491.12(d)
(2), §494.62(d)(2).
*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:
(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:
(i) Participate in a full-scale exercise that is
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community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that
requires activation of the emergency plan,
the [facility] is exempt from engaging in its
next required community-based or individual,
facility-based functional exercise following
the onset of the actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the
full-scale or functional exercise under
paragraph (d)(2)(i) of this section is
conducted, that may include, but is not
limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency plan
at least annually. The hospice must do the
following:

(i) Participate in a full-scale exercise that is
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community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires
activation of the emergency plan, the hospital
is exempt from engaging in its next required
full scale community-based exercise or
individual facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice
per year. The hospice must do the following:
(i) Participate in an annual full-scale
exercise that is community-based; or

(A) When a community-based exercise is
not accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires
activation of the emergency plan, the
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hospice is exempt from engaging in its next
required full-scale community based or
facility-based functional exercise following
the onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH]
must do the following:

(i) Participate in an annual full-scale
exercise that is community-based; or

(A) When a community-based exercise is
not accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the [PRTF, Hospital, CAH]
experiences an actual natural or man-made
emergency that requires activation of the
emergency plan, the [facility] is exempt from
engaging in its next required full-scale
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community based or individual, facility-based
functional exercise following the onset of the
emergency event.

(i) Conduct an [additional] annual
exercise or and that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must
conduct exercises to test the emergency plan
at least annually. The PACE organization
must do the following:

(i) Participate in an annual full-scale
exercise that is community-based; or

(A) When a community-based exercise is

not accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual
natural or man-made emergency that
requires activation of the emergency plan,
the PACE is exempt from engaging in its next
required full-scale community based or
individual, facility-based functional exercise
following the onset of the emergency event.
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(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills
using the emergency procedures. The [LTC
facility, ICF/IID] must do the following:

(i) Participate in an annual full-scale
exercise that is community-based; or

(A) When a community-based exercise is
not accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences

an actual natural or man-made emergency
that requires activation of the emergency
plan, the LTC facility is exempt from
engaging its next required a full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.
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(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is
not accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
natural or man-made emergency that
requires activation of the emergency plan,
the ICF/IID is exempt from engaging in its
next required full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:
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(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]
(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that
requires activation of the emergency plan,
the HHA is exempt from engaging in its next
required full-scale community-based or
individual, facility based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
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community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and
a set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan,
the OPO is exempt from engaging in its next
required testing exercise following the onset
of the emergency event.

(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the [RNHCI's and OPQO's] emergency plan,
as needed.

*[ RNCHls at §403.748]:
(d)(2) Testing. The RNHCI must conduct
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exercises to test the emergency plan. The
RNHCI must do the following:
(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the E 0039 1.The administrator will ensure 07/14/2021
facility failed to conduct an additional exercises the emergency plan policies and
to test the emergency plan at least every two procedures includes the
years. The facility had documentation of participation in a full-scale
counting the COVID pandemic as an actual community based exercise and a
emergency that required activation of the table top exercise in accordance
existing EPP. The ICF/IID facility must do the with CFR 483.475(d)(2) and
following: present in the EPP manual.
(1) Conduct an additional exercise that may 2.To meet the requirements for
include, but is not limited to the following: the Emergency/Disaster
a. A second full-scale exercise that is Preparedness training, the facility
community-based or an individual, facility-based must conduct mock drills twice a
functional exercise. year. These should be conducted
b. A mock disaster drill; or the same months other simulated
c. A tabletop exercise or workshop that is led by drills are completed (January and
a facilitator that includes a group discussion led July).
by a facilitator, using a narrated, 3.The Program Manager and
clinically-relevant emergency scenario, and a set Area Supervisor will ensure the
of problem statements, directed messages, or facility will conduct at least two
prepared questions designed to challenge an full scale or one full scale
emergency plan. exercise and a table top
(iii) Analyze the ICF/IID facility's response to exercise to test the emergency
and maintain documentation of all drills, tabletop plan at least annually
exercises, and emergency events, and revise the 4.Area Supervisor will ensure
ICF/IID facility's emergency plan, as needed in Mock drill form is sent to the
accordance with 42 CFR 483.475(d)(2). This Program Manager for review
deficient practice could affect all occupants. and follow-up. Program
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Manager will forward Mock Drill
Findings include: to the QA department for
review and filing.
Based on record review of RES CARE 5.A community based full
"Emergency/Disaster Preparedness Manual" scale drill has been scheduled
documentation with the Residential Manager with local emergency
(RM) between 11:00 a.m. to 1:15 p.m. on responders and will be
06/14/2021, documentation of biannual conducted on April 9, 2019.
additional exercise or activation of the 6.Monitoring of Corrective
Emergency Preparedness Plan was not available Action: A member of the Site
for review. Based on interview during record Review Team, consisting of the
review with the RM, it was determined that the QA department, Program
EPP did not include scheduled testing or an Managers, QIDP-D’s, Nurse
actual activation documentation other than for Manager, AED, and Area
COVID. The RM agreed with this assessment. Supervisors will complete monthly
site reviews of each location and
The issue was reviewed with the RM during the document any issues/findings on
Exit Conference held on 06/14/2021. the site review. Site Review will
be reviewed by each Area
Supervisor and Program Manager
for that home and follow-up as
necessary to correct all issues.
The persons responsible will be
the, Program Manager, Area
Supervisor, and Residential
Manager
K 0000
Bldg. 01
A Life Safety Code Recertification Survey was K 0000
conducted by the Indiana Department of Health
in accordance with 42 CFR 483.470(j).
Survey Date: 06/14/2021
Facility Number: 000769
Provider Number: 15G247
AIM Number: 100248810
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K §100

Bldg. 01

At this Life Safety Code survey, RES CARE
Community Alternatives SE IN was found not in
compliance with Requirements for Participation
in Medicaid, 42 CFR Subpart 483.470(j), Life
Safety from Fire and the 2012 Edition of the
National Fire Protection Association (NFPA)
101, Life Safety Code (LSC), Chapter 33,
Existing Residential Board and Care
Occupancies.

This one story building is not protected by
automatic sprinklers. The facility has a fire alarm
system with smoke detection in corridors and all
living areas. The facility has a capacity of 8 and
had a census of 7 at the time of this survey.

Calculation of the Evacuation Difficulty Score
(E-Score) using NFPA 101A, Alternative
Approaches to Life Safety, Chapter 6, rated the
facility Prompt with an E-Score of 0.7.

Quality Review on 06/24/21

NFPA 101

General Requirements - Other

General Requirements - Other

2012 EXISTING

List in the REMARKS section any LSC
Section 33.1 or 33.2 General Requirements
that are not addressed by the provided
K-tags, but are deficient. This information,
along with the applicable Life Safety Code or
NFPA standard citation, should be included
on Form CMS-2567.

1. Based on observation and interview, the
facility failed to ensure 3 of 3 portable fire
extinguishers located in the facility were
inspected at least monthly and the inspections
were documented including the date and initials

K S100
1.ResCare Maintenance will

conduct monthly inspections of all
facility fire extinguishers.
Documented test dates will be kept

07/14/2021
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of the person performing the inspection. LSC onsite and with maintenance
33.1.1.3 states the provisions of Chapter 4, manager for review.
General, shall apply. LSC 4.6.12.3 requires 2.The AED met with ResCare
existing LSC features obvious to the public, such Maintenance Manager on June
as fire extinguishers, to be either maintained or 25, 2021 to ensure monthly
removed. NFPA 10, the Standard for Portable checks are being performed.
Fire Extinguishers, 2010 Edition, Section 7.2.1.2 3.The Facility will conduct
states fire extinguishers shall be inspected either random monthly inspections by
manually or by means of an electronic the Residential Manager, Area
monitoring device/system at a minimum of Supervisor or Program Manager
30-day intervals. Where monthly manual to ensure documentation of Fire
inspections are conducted, the date the manual Extinguisher Inspections are
inspection was performed and the initials of the being completed as required and
person performing the inspection shall be available for review. If
recorded. Where manual inspections are documentation is not available the
conducted, records for manual inspections shall Program Manager, Area
be kept on a tag or label attached to the fire Supervisor or Residential
extinguisher, on an inspection checklist Manager will contact Aramark
maintained on file, or by an electronic method. (844)- RESCARE and create a
Records shall be kept demonstrating that at least service order and follow up to
the last 12 monthly inspections have been ensure completion within 5 days.
performed. This deficient practice could affect 4. The AED will in service the
all clients, staff and visitors. Program Manager, Area
Supervisor and Residential
Findings include: Manager on the requirement of
inspecting Fire Extinguishers and
Based on observation on 06/14/2021 during the maintaining proper
tour from 1:15 p.m. to 2:00 p.m. with the documentation.
Residential Manager, the kitchen, front door, and 5.Random Monthly site visits will
downstairs portable fire extinguishers had an be conducted by the management
affixed inspection and maintenance tag and team to verify the inspecting Fire
lacked monthly inspections for the months since Extinguishers and maintaining
the installation of the device in March 2021. proper documentation.
Based on interview at the time of observation, 6.The Administrator will ensure
the Residential Manager indicated the monthly the portable fire extinguisher
inspections was not something she had training located in the cabinet under the
to do and no one had been hired to provided kitchen sink is inspected annual
monthly inspections. along with all portable fire
extinguisher in the facility.
This deficiency was reviewed with the RM during 7.Concerning annual
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the Exit Conference held on 06/14/2021. maintenance of Fire Extinguisher
The Associate Executive Director
2. Based on observation and interview, the contacted Eric Grey with Koorsen
facility failed to ensure 3 of 3 interior Fire and Security on June 25,
emergency lights were tested and the records of 2021 to schedule annual
the testing maintained. LSC 33. 1.1.3 states the maintenance for all the facilities
provisions of Chapter 4, General, shall apply. Fire Extinguisher. The Scope of
LSC 4.6.12.3 states existing life safety features work has been updated to ensure
obvious to the public, if not required by the the inclusion of annual
Code, shall either be maintained or removed. maintenance for portable fire
LSC 7.9.3.1.1 testing of required emergency extinguishers and required
lighting systems shall be permitted to be documentation. The Program
conducted as follows: Manager, Area Supervisor and
(3) Functional testing shall be conducted Direct Support Lead have been
annually for a minimum of 1 %2 hours if the in-serviced on the requirement
emergency lighting is battery powered. and if a deficiency is noted the
(5) Written records of visual inspections and Program Manager, Area
tests shall be kept by the owner for inspection Supervisor or Direct Support Lead
for the authority having jurisdiction. will contact (844) ResCare to
This deficient practice could affect all occupants create a service order. The
if the facility were required to evacuate in an Associate Executive Director
emergency during a loss of normal power. contacted Aramark Services on
June 25, 2021 the Facilities
Findings include: maintenance vendor to ensure the
scope of work for Koorsen Fire
Based on record review of the Monthly Fire & and Security included the annual
Safety Checks with the Residential Manager on maintenance of portable fire
06/14/2021 between 1:15 p.m. and 2:15 p.m., extinguishers and required
the records do not document a 90-minute test of documentation will be made
the emergency lighting in the last twelve months. available for review.
The documentation does not include an inventory 8.The Facility will ensure interior
specifying the location or defining characteristic emergency lights are tested,
of the emergency lighting fixtures. Based on maintained, and records of testing
observations during the facility tour with the RM are maintained.
between 1:15 p.m. and 2:15 p.m. there were 9.The Facility will ensure interior
battery power emergency lights observed in the emergency lights are tested at a
three hallways. None of the devices had an minimum of 3 weeks and a
indication of their last 90-minute test. Based on maximum of 5 weeks for no less
interview with the RM at the time of record than 30 seconds, records of test
review, no other documentation of written will be maintained by the facility.
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records of an annual functional test were 10.The facility will ensure a
available for review. Based on interview at the functional test is conducted
time of record review, the Group Home Manager annually for a minimum of 1 %
acknowledged there was no written record of an hour for all battery powered
annual test regarding the battery-operated interior emergency lights, records
emergency lights. of the test will be maintained by
the facility.
This deficiency was reviewed with the RM during 11.The Program Manager will
the Exit Conference held on 06/14/2021. schedule a service order with
Koorsen Fire and Security to
repair or replace the emergency
light
Persons Responsible: Program
Manager, Area Supervisor, and
Residential Manager, DSP,
Koorsen Fire and Security.
K S222 NFPA 101
Egress Doors
Bldg. 01 Egress Doors
2012 EXISTING (Prompt)
Doors and paths of travel to a means of
escape shall not be less than 28 inches.
Bathroom doors shall not be less than 24
inches. Doors are swinging or sliding. Every
closet door latch shall be readily opened
from the inside in case of an emergency.
Every bathroom door shall be designed to
allow opening from the outside during an
emergency when locked. No door in any
means of escape shall be locked against
egress when the building is occupied.
Delayed egress locks complying with
7.2.1.6.1 shall be permitted on exterior doors
only. Access-controlled egress locks
complying with 7.2.1.6.2 shall be permitted.
Forces to open doors shall comply with
7.2.1.45.
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Door-latching devices shall comply with
7.2.1.5.10. Corridor doors are provided with
positive latching hardware, and roller latches
are prohibited.
Door assemblies for which the door leaf is
required to swing in the direction of egress
travel shall be inspected and tested not less
than annually in accordance with 7.2.1.15.
33.2.2.5.1 through 33.2.2.5.7, 33.7.7, 42
CFR 483.470(j)(1)(ii)
Based on observation and interview, the facility K S222 1.The administrator submitted a 07/14/2021
failed to ensure 1 of 3 bathroom doors were work order Aramark for the repair
arranged such that staff can rescue clients in an of bathroom door 1 of 3, to ensure
emergency if the bathroom doors become the door is designed to allow
locked. This deficient practice could affect the opening from the outside during
occupant of the bathroom. an emergency when locked.
2 .Staff will be in-serviced on the
Findings include: daily inspection of all doors used
for evacuation and if a deficiency
Based on observation with the Residential is found they are to immediately
Manager (RM) on 06/14/2021 between 1:15 report any issues to ResCare
p-m. and 2:15 p.m., the door to bathroom #3 was Maintenance.
found to have a key-operated lock. Based on an 3.The Residential Manager will
interview at the time of the observation, the RM check all doors used for
was asked to provide a key for the lock, one evacuation weekly and if a
could not be produced. The RM acknowledged deficiency is found they are to
the door should be operable from the outside immediately report any issues to
when locked. ResCare Maintenance.
4.The Management team will
This deficiency was reviewed during the Exit conduct monthly inspections for
Conference held on 06/14/2021. proper function of all doors used
for evacuation and if a deficiency
is found they are to immediately
report any issues to ResCare
Maintenance.
Persons Responsible: AED,
Program Manager, Area
Supervisor, and Residential
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0IUR21 Facility ID: 000769 If continuation sheet Page 45 of 58




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

PRINTED: 07/21/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G247

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

01

X3) DATE SURVEY

COMPLETED
06/14/2021

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN

STREET ADDRESS, CITY, STATE, ZIP CODE

2401 CORNWELL DR
JEFFERSONVILLE, IN 47130

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K S253 NFPA 101

Number of Exits - Patient Sleeping and

Bldg. 01 | Non-SI

Number of Exits - Patient Sleeping and
Non-Sleeping Rooms

2012 EXISTING (Prompt)

Every sleeping room and living area shall
have access to a primary means of escape
located to provide a safe path of travel to the
outside.

Where sleeping rooms or living areas are
above or below the level of exit discharge, the
primary means of escape shall be an interior
stair in accordance with 33.2.2.4, an exterior
stair, a horizontal exit, or a fire escape stair.
In addition to the primary route, each
sleeping room shall have a second means of
escape that consists of one of the following:

1. It shall be a door, stairway, passage, or
hall providing a way of unobstructed travel to
the outside of the dwelling at street or ground
level that is independent of and remotely
located from the primary means of escape.

2. It shall be a passage through an
adjacent nonlockable space, independent of
and remotely located from the primary
means of escape, to approved means of
escape.

3. It shall be an outside window or door
operable from the inside without the use of
tools, keys, or special effort that provides a
clear opening of not less than 5.7 square
feet. The width shall be not less than 20
inches. The height shall be not less than 24
inches. The bottom of the opening shall be
not more than 44 inches above the floor.
Such means of escape shall be acceptable
where one of the following criteria are met:

Manager, DSP
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a. The window shall be within 20 feet of
finished ground level.

b. The window shall be directly
accessible to fire department rescue
apparatus as approved by the authority
having jurisdiction.

c¢. The window or door shall open onto
an exterior balcony.

4. Windows having a sill height below the
adjacent finished ground level are that
provided with a window well meet the
following criteria:

a. The window well allows the window to
be fully openable.

b. The window is not less than 9 square
feet with a length and width of not less than
36 inches.

c. Window well deeper than 43 inches
has an approved, permanently affixed ladder
or steps complying with the following:

1. The ladder or steps do not extend
more than 6 inches into the well.

2. The ladder or steps are not
obstructed by the window.

5. If the sleeping room has a door leading
directly to the outside of the building with
access to finished ground level or to a
stairway that meets the requirements of
exterior stairs in 33.2.2.2.2, that means of
escape shall be considered as meeting all
the escape requirements for the sleeping
room.

a. A second means of escape from
each sleeping room shall not be required
where the facility is protected throughout by
approved automatic sprinkler system in
accordance with 33.2.3.5.

b. Existing approved means of escape
shall be permitted to continue to be used.
33.2.2.2.1, 33.2.2.2, 33.2.2.3.1 through
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33.2234
Based on observation and interview, the facility K S253 1.The administrator will ensure 12/15/2021
failed to ensure 5 of 5 clients sleeping rooms client sleeping rooms maintain a
were provided with a secondary means of escape secondary escape with multiple
in accordance with 33.2.2.3. LSC 33.2.2.3 provisions including windows
requires a secondary egress from each sleeping providing a clear with of eleven
room with multiple provisions. This deficient inches when open and an
practice could affect at all clients. unobstructed secondary means of
escape in accordance with
Findings include: 33.2.2.3.
2.The Program Director will
Based on observation with the Residential schedule repair/replacement of
Manager (RM) on 06/14/2021 between 1:15 the window with the ResCare
p-m. and 2:15 p.m., the following conditions maintenance coordinator. The
were noted: ResCare maintenance coordinator
Bedroom #1 does not have a second means of will inspect all windows to ensure
escape. The room has a single door to the they meet all criteria for means of
interior hallway which serves as the primary escape. The facility manager will
means of escape. The only other opening from ensure secondary means of
the room is an exterior window that does not escape are not blocked with
meet the height and area requirements to be furniture.
considered a second means of escape. The 3.Five Bedroom windows will be
window measurements are 33-1/4" W x 19-1/4" replaced to ensure an approved
H for an area of 4.44 SF. The window does not means of escape. October 15,
stay in the fully open position. 2021 and contractor selected by
Bedroom #2 does not have a second means of November 15, 2021. The
escape. The room has a single door to the replacement windows will be
interior hallway which serves as the primary installed before Dec 15, 2021.
means of escape. The only other opening from 4.The facility will perform
the room is an exterior window that does not function check of windows during
meet the height and area requirements to be monthly drills to ensure windows
considered a second means of escape. The are operating properly and report
window measurements are 31" W x 21" H for an any defect through the
area of 4.52 SF. maintenance request form when
Bedroom #3 does not have a second means of discovered.
escape. The room has a single door to the
interior hallway which serves as the primary ***** Date this deficiency will be
means of escape. The only other opening from complete updated to 15DEC2021
the room is an exterior window that does not i
meet the height and area requirements to be
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considered a second means of escape. The
window measurements are 31" W x 21" H for an
area of 4.52 SF. A dresser has been placed
partially in front of the window.

Bedroom #4 does not have a second means of
escape. The room has a single door to the
interior hallway which serves as the primary
means of escape. The only other opening from
the room is an exterior window that does not
meet the height and area requirements to be
considered a second means of escape. The
window measurements are 31" W x 17-1/4" H for
an area of 3.71 SF. The window does not stay in
the fully open position.

Bedroom #5 does not have a second means of
escape. The room has a single door to the
interior hallway which serves as the primary
means of escape. The only other opening from
the room is an exterior window that does not
meet the height and area requirements to be
considered a second means of escape. The
window measurements are 31" W x 17-1/2" H for
an area of 3.77 SF.

This deficiency was reviewed with the RM during
the Exit Conference held on 06/14/2021.

K S321 NFPA 101

Hazardous Areas - Enclosure

Bldg. 01 Hazardous Areas - Enclosure

2012 EXISTING (Prompt)

Any hazardous area that is on the same floor
as, and is in or abut, a primary means of
escape or a sleeping room shall be protected
by one of the following means:

1. Protection shall be an enclosure with a
fire resistance rating of not less than 1 hour,
with a self-closing or automatic closing fire
door in accordance with 7.2.1.8 that has a
fire protection rating of not less than 3/4

Persons Responsible: Program
Manager, Area Supervisor,
Residential Manager,
Maintenance Manager
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hour.

2. Protection shall be automatic sprinkler
protection, in accordance with 33.2.3.5, and
a smoke partition, in accordance with 8.4
located between the hazardous area and the
sleeping area or primary escape route. Any
doors in such separation shall be self-closing
or automatic closing in accordance with
7.2.1.8.

Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by one of the
following:

1. An enclosure having a fire resistance
rating of not less than 1/2 hour, with a
self-closing or automatic-closing door in
accordance with 7.2.1.8 that is equivalent to
not less than a 13/4 inch (4.4 cm) thick,
solid-bonded wood core construction.

2. Automatic sprinkler protection in
accordance with 33.2.3.5, regardless of
enclosure.

Areas with approved, properly installed and
maintained furnaces and heating equipment,
and cooking and laundry facilities are not
classified as hazardous areas solely on basis
of such equipment.

Standard response sprinklers shall be
permitted for use in hazardous areas in
accordance with 33.2.3.2.
33.2.2.2.4,33.2.3.2,33.2.3.2.5

Based on observation and interview, the facility
failed to maintain protection of 1 of 1 basement
storage areas in accordance of 33.2.3.2.5. This
deficient practice could affect staff only.

Findings include:
Based on observation with the Residential

Manager (RM) on 06/14/2021 between 1:15
p.m. and 2:15 p.m., the basement storage room

K S321

1.The maintenance coordinator
will coordinate the disposal of
hazardous materials in the
basement.

2.The Area Supervisor will train
staff to dispose of hazardous
materials in the basement.

3.Aramark Maintenance
completed the cleanout of the
basement area and it has been

07/14/2021
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was classified a hazardous area for having fuel inspected by the Program
conditions exceeding that of a one- and Manager to ensure the basement
two-family dwelling and the close proximity of has been cleaned removing
fuel-fired equipment. The storage area is not cardboard boxes, old furniture,
separated from the occupied floor above, the and clothing.
adjacent crawlspace, or means of escape. Based
on interview at the time of observation, the RM Persons Responsible: Program
acknowledged the significant fuel conditions, Manager, Maintenance Manager,
fuel-fired equipment, and lack of enclosure. Area Supervisor, Residential
Manager, DSP
This deficiency was reviewed with the RM during
the Exit Conference held on 06/14/2021.
K S345 NFPA 101
Fire Alarm System - Testing and
Bldg. 01 Maintenance
Fire Alarm System - Testing and
Maintenance
2012 EXISTING (Prompt)
A fire alarm system is tested and maintained
in accordance with an approved program
complying with the requirements of NFPA 70,
National Electric Code, and NFPA 72,
National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance
and testing are readily available.
9.7.5,9.7.7,9.7.8, and NFPA 25
Based on record review, observation and K S345 1.The administrator will ensure 07/14/2021
interview; the facility failed to properly annual functional testing for
document all fire alarm system testing initiating devices such as smoke
accordance with the schedules for testing detectors, heat detectors, release
frequency in NFPA 72. LSC Section 33.2.3.4.1 devices, and fire alarm boxes is
states a manual fire alarm system shall be performed by Koorsen Fire and
provided in accordance with Section 9.6, unless Security on the fire alarm system
the provisions of 33.2.3.4.1.1 or 33.2.3.4.1.2 are and that reports of the
met. LSC Section 9.6.1.3 states a fire alarm tests/inspections are available in
system required for life safety shall be installed, the facility for review.
tested, and maintained in accordance with the 2.The administrator will ensure
applicable requirements of NFPA 70, National sensitivity testing of the fire alarm
Electric Code and NFPA 72, National Fire Alarm system is completed by Koorsen
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and Signaling Code. NFPA 72, 2010 Edition, Fire and Security every alternate
Section 14.4.5 states testing shall be performed year after install and that reports
in accordance with the schedules in Table 14.4.5. of the tests/inspections are
Table 14.4.5 requires alarm notification available in the facility for review.
appliances, batteries, and initiating devices to be Koorsen Fire and Security will
tested at least annually. This deficient practice also forward inspection reports to
could affect all clients, staff, and visitors. the QA Manager for monitoring of
completion.
Findings include: 3.The Program Manager will
meet with a representative from
Based on record review from 11:00 a.m. to 1:15 Koorsen Fire and Security, a
p.m. on 06/14/2021 with the Residential tentative date has been set for
Manager (RM), documentation of annual and June 25,2021 pending the
semi-annual inspections and testing was a status of the COVID-19
completed work order. The reports of the response and suspense of
inspection and testing from the service provider none essential travel. The
were not available for review. Based on Facility will require schedule
interview at the time of observation, the RM required testing and request
stated the fire alarm system inspection copies of inspections and
documentation had not been sent to the house for testing mailed to the program
record review. The RM acknowledged manager upon completion to
documentation of fire alarm inspection and the Program Manager at 4341
testing within the most recent year period was Security PKWY Suite 101 New
not available for review. Albany IN 47150.
4. The Program Manager spoke
This deficiency was reviewed with the RM during with the Kris Carney from
the Exit Conference held on 06/14/2021. Koorsen Fire and Security
effective immediately all sites will
have an annual functional fire
alarm inspection in the Month of
February and a semiannual fire
alarm visual inspection completed
in August. Repair of the devices
that failed the sensitivity test has
been scheduled to be completed
no later than August 15,2021.
Access to the device will be made
available and that device will be
tested no later than August 31,
2021. Koorsen Fire and Security
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was notified of ResCare’s “In
Scope Services Agreement” that
automatically authorizes
repair/service of fire systems.
Koorsen will notify the Program
Manger upon completion of all
inspections to ensure any
deficiencies are properly tracked
and repaired. Koorsen will send
documentation of all inspections,
services and repair to ResCare
main office at 4341 Security
Parkway STE. 101 New Albany IN
47150 with in 30 days of
completed service. The Program
Manager will follow up to ensure
work is completed and
documented as required.
K S362 NFPA 101
Corridors - Construction of Walls
Bldg. 01 | Corridors - Construction of Walls
2012 EXISTING (Prompt)
Unless otherwise indicated below, corridor
walls shall meet all of the following:
* Walls separating sleeping rooms have a
minimum 1/2-hour fire resistance rating,
which is considered to be achieved if the
partitioning is finished on both sides with lath
and plaster or materials providing a
15-minute thermal barrier.
* Sleeping room doors are substantial
doors, such as those of 1-3/4 inch thick,
solid-bonded wood-core construction or
other construction of equal or greater
stability and fire integrity.
* Any vision panels are fixed fire window
assemblies in accordance with 8.3.4 or are
wired glass not exceeding 9 square feet each
in area and installed in approved frames.
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This requirement shall not apply to corridor
walls that are smoke partitions in accordance
with 8.4 and that are protected by automatic
sprinklers in accordance with 33.2.3.5 on
both sides of the wall and door. In such
instances, there shall be no limitation on the
type or size of glass panels.
In Prompt Evacuation facilities, all sleeping
rooms shall be separated from the escape
route by smoke partitions in accordance with
8.2.4.
Sleeping arrangements that are not located
in sleeping rooms shall be permitted for
nonresident staff members, provided that the
audibility of the alarm in the sleeping area is
sufficient to awaken staff that might be
sleeping.
In previously approved facilities, where the
group achieves an E-score of three or less
using the board and care methodology of
NFPA 101A, Guide on Alternative
Approaches to Life Safety, sleeping rooms
shall be separated from escape routes by
walls and doors that are smoke resistant.
33.2.3.6
Based on observation and interview, the facility K S362 1.The AED met with ResCare 07/14/2021
failed to ensure 5 of 5 sleeping room doors were Maintenance Manager on June
1-3/4 inches thick, solid bonded wood core 25, 2021 to ensure all doors in the
construction or of other construction of equal or facility meet or exceed LSC
greater stability and fire integrity. This deficient 8.3.3.1 states openings required
practice could affect all clients. to have a fire protection rating by
Table 8.3.4.2 shall be protected
Findings include: by approved, listed, labeled fire
door assemblies and fire window
Based on observation with the Residential assemblies and their
Manager (RM) during a tour of the facility accompanying hardware,
between 1:15 p.m. and 2:15 p.m. on 06/14/2021, including all frames, closing
the doors of the sleeping rooms were found to be devices, anchorage, and sills in
6-panel wood doors with panels of a thickness accordance with the requirements
less than 1-3/4". Based on interview at the time of NFPA 80, Standard for Fire
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of observation, the RM stated that the doors were Doors and Other Opening
not new and the only doors that have been used Protectives, except as otherwise
since her arrival at the facility. The RM specified in this Code. NFPA 80,
acknowledged that the 6-panel construction of Standard for Fire Doors and
the wood doors was not 1-3/4" thick, solid Other Opening Protectives, 2010
bonded wood core construction. Edition, Section 4.8.4.2 states the
clearance under the bottom of a
This deficiency was reviewed with the RM during door shall be a maximum of 3/4
the Exit Conference on 06/14/2021. inch.
2.The AED met with ResCare
Maintenance Manager on June
25, 2021 to ensure all bedroom
doors are at a minimum 1-3/4
inches thick, solid bonded wood
core construction or of other
construction of equal or greater
stability and fire integrity
3.The AED contacted Aramark
on 6/25/2021 and submitted a
work order to have ResCare
Maintenance noncompliant doors
will be removed and compliant
doors will be installed by October
1, 2021.
K S363 NFPA 101
Corridor - Doors
Bldg. 01 | Corridor - Doors
Doors shall meet all of the following
requirements:
1. Doors shall be provided with latches or
other mechanisms suitable for keeping the
door closed.
2. No doors shall be arranged to prevent
the occupant from closing the door.
3. Doors shall be self-closing or
automatic-closing in accordance with 7.2.1.8
in buildings other than those protected
throughout by an approved automatic
sprinkler system in accordance with
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33.2.3.5.
Door assemblies with leaves required to
swing in the direction of egress travel are
inspected and tested annually per 7.2.1.15.
33.2.3.6.4,33.7.7
Based on observation and interview, the facility K S363 1.The Program Manager will 07/14/2021
failed to ensure 3 of 5 resident rooms doors had ensure clients bedroom doors
no impediment to closing and positively latched positively latch to the frame.
into the frame. This deficient practice could 2.The maintenance coordinator
affect 6 occupants. will ensure all clients bedroom
doors will positively latch as
Findings include: required.
3.The Bedroom Door 1 and 4
Based on observation with the Residential will be repaired by ResCare
Manager (RM) on 06/14/2021 between 1:15 Maintenance before August 1,
p-m. and 2:15 p.m., the following conditions 2021.
were found in the facility: 4.The Residential Manager will
a. The door to Bedroom #1 was equipped with a inspect house weekly to ensure
self-closing device, but the door did not close bedroom Area Manager will
completely and latch when released from the preform random monthly
fully open position. inspections and Program
b. The door to Bedroom #4 was equipped with a Manager will provide quarterly
self-closing device, but the door did not close inspections to ensure bedroom
completely and latch when released from the doors positively latch to frame as
fully open position. required.
c. The door to Bedroom #5 was equipped with a 5.The Residential Manager will
self-closing device, but the door was obstructed check the all bedroom doors to
from closing by a plastic door stop and video ensure they are not being
tapes that are stored on the floor near the door. obstructed from closing.
Based on interview at the time of each 6.Staff will notify ResCare
observation, the RM acknowledged the need for Maintenance upon discovery of
the doors to be maintained self-closing and any damage that prevents Clients
latching. Bedroom Doors from positively
latching to the frame as required
These deficiencies were reviewed with the RM by calling 844-ResCare.
during the Exit Conference held on 06/14/2021.
Persons Responsible: Program
Manager, Area Supervisor,
Residential Manager, DSP.
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K 8712

Bldg. 01

NFPA 101

Fire Drills

Fire Drills

1. The facility must hold evacuation drills at
least quarterly for each shift of personnel
and under varied conditions to:

a. Ensure that all personnel on all shifts are
trained to perform assigned tasks;

b. Ensure that all personnel on all shifts are
familiar with the use of the facility's
emergency and disaster plans and
procedures.

2. The facility must:

a. Actually evacuate clients during at least
one drill each year on each shift;

b. Make special provisions for the
evacuation of clients with physical
disabilities;

c. File a report and evaluation on each
drill;

d. Investigate all problems with evacuation
drills, including accidents and take corrective
action; and

e. During fire drills, clients may be
evacuated to a safe area in facilities certified
under the Health Care Occupancies Chapter
of the Life Safety Code.

3. Facilities must meet the requirements of
paragraphs (i) (1) and (2) of this section for
any live-in and relief staff that they utilize.
42 CFR 483.470(i)

Based on record review and interview, the
facility failed to conduct fire drills quarterly on
each shift for each calendar quarter and 2 of 3
shifts over the past year. This deficient practice
could affect all clients.

Findings include:

Based on a review of Emergency Evacuation

K S712 1.All staff at the Facility will be
re-trained on conducting fire drills
quarterly on all shifts. The
Residential Manager will review all
drills to ensure all required drills
area conducted. The Program
Manager will train the Area
Supervisor and the Area
Supervisor will train all facility

07/14/2021
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Drill Reports on 06/14/2021 between 11:00 a.m. staff.
and 1:15 p.m. with the Residential Manager
(RM), there was no record of a fire drill 1.The Area Supervisor will visit
conducted on first shift for the first quarter of the home at least monthly to
the year 2021 and for the first and third shifts for ensure the drills are in the home
the fourth quarter of 2020. Based on an and up to date.
interview with the RM at the time of record
review, there was no other documentation 1.The Residential Manager will
available for review to indicate the missed drill submit monthly drills to the QA
had been conducted. Drill records sent Department upon completion. The
electronically also did not include drills for QA Department will notify the Area
these three periods. This was verified by the RM Manager and Program manager if
at the time of record review and acknowledged. the facility has not performed
monthly drills as required.
This deficiency was with the RM reviewed during
the Exit Conference on 06/14/2021. 1.The Area supervisor will
ensure drills are completed as
required.
1.The program manager will
conduct random monthly
inspections to ensure drills are
being completed as required.
Persons Responsible: Program
Manager, Area Supervisor,
Residential Manager, DSP
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