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

1. Staff member was inserviced on
01/11/06 on the correct proceedure

This REQUIREMENT is not met as evidenced .
during a fire by D.O.N,

by:

Based on staff interviews, it was determined that
the facility did not ensure that 1 of 4 staff was
knowledgeable in how to respond in an
emergency fire situation.

2. Receptionist will apply the : :
R.A.C.E. cards to the back of the &
name bagdes of all current staff and .
future staff. 02/10/06 - B
3. R.A.C.E. will be added to the
general staff inservices scheduled to ‘
" be taught once every three months.
D.O.N. will monitor.
02/10/06
4. ADON. will pick 4 staff :
members at random and question \ :
them about R.A.C.E. during her '
monthly compliance rounds. Their
responses will be noted and added to
the QA meeting done monthly.

The findings included:

On 1/10/06 at 10:15 AM, a direct care staff
member was interviewed regarding her™
knowledge of emergency procedures. The staff
was asked what procedure she would follow if,
while working with a resident, she were to
discover a fire in the room. The staff member
stated the first thing to do would be tell the

| Director of Nursing (DON) and the charge nurse,
then go back to make sure the resident was okay
and ready to transport out. The staff was asked if
there was anything else she should do before
reporting to the DON. The staff responded that
she would turn on the cali light so that people
would know where the fire was, then go tell the
DON, then go back to check on the resident. The
staff stated that resident’s in wheelchairs and

‘ those who could do for themselves would be
evacuated first.

5. R.A.C.E. is taught during new :
Z/hire orientation to all new staff. ‘

All of the above to be fuily
implemented by 02/10/06

Utah Department of Hedlth
QTP

On 1/11/06, the staff member was interviewed JAN 3 0‘2086

again regarding her knowledge of emergency
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Any deficiency statement ending with an asterisk (*) denotes aYeficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether ornota plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabla 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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procedures she would take if she were to be with
a resident in a room-and she discovered a fire in
the room. The staff stated that she would go tell
the DON and then go back to check on the
resident. The staff member repeated was asked
what would be the very first action she would take
upon discovering the fire. The staff stated she
would run tell the DON and, then, go back to
check on the resident..

On 11/15/08, the DON and a charge nurse were
interviewed regarding the facility's protocol
regarding a fire emergency. The DON and the
charge nurse stated the protocol was "Race"
{Rescus, Alarm/Announce, Contain, and
Evacuate/Extinguish). The first action was to
rescue" the resident.
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