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{F 000} . INITIAL COMMENTS . {F 000}
- An on-sile revisit was initiated on 09/23/13 and
concluded on 09/24/13. The facility was found to
be in compliance as alleged on 09/13/13.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE (X6} DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency 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 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 pians 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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I A Recerlification Survey was initiated on
08/06/13 and concluded on 08/08/13.

! Deficlencles were cited with the highest Scope

i and Severlty of a “D". ? i

F 160" 483.10{c}6) CONVEYANCE OF PERSONAL i F 180; F 160 ‘
s6=D] FUNDS UPON DEATH : Fountaln Clrcle is conimitted to ensure
! Upon the death of a resldent with a personal fund i that upon the dlscliarge of a resident with
% deposited with the facility, the facillty must convey 'a personal fund deposited with the
within 30 days the resident’s funds, and a final | : faclllity, the facllity wlll convey withln
accounting of those funds, to the individual or | , thirty (30) days the resident’s funds, and
probate jurisdiction administering the resident's  * ' a final accounting of those funds, to the
estate. ? lindividual ~ or probate  jurlsdiction
! i : admiuisterlng the resident’s estate,
, This REQUIREMENT is not met as evidenced | ; .
‘by: ’  Immedlate  Correctlve  Actlon  For
i Based on interview, record review, and review of | | Residents Found To Be Affected
the facility's policy, it was determined the facility . ¢ Resident #E was refunded on 06/12/13
| failed lo convey the deceased rasident's : ! ™ Thi
{Unsampled Resident E) personal funds anda | a8 indicated by surveyor. This was &
i final accounting to the individual or probate : ' direct result of trausfer of funds from
, jurlsdiction administering the individual's estate | I previous owner, ’

" withirs 30 {thirty} days. ] |
. dentification of Other Residents Wlth
The Potential to be Affected

' Review of the facliity's poiicy, “*Conveyance of i i 4 All discliarged residents since mccptloll

fggg;is unonladRelf;gert\:] ;D?gg;“d dawﬂ} f#nz " . of facility on 04/01/13 were reviewed
revealed within thirty ays of the death | - . . S

i of a resident, the facility would convey the i i with 110 other residents identified.

_deceased resident’s personal funds and final )
* accounting of those funds to the individual or i | Measures Taken To Assure There W'H
. probate jurisdiction administering tho resident’s . Not Be a Recurrence

i ; L
* estate. : ¢ Business Office Manager (BOM) wil
: i report to Administrator monthlyi all
; | i i
DIREZTOR'S OR PROV!DEW?IER REPRESENTAFIVE'S SKGNATURE fTLE / E :ifa 0%
slaiemenlfandngvdm an asledsk (*} denales a deficlency which the Insiltution may be excused from cofrecﬁng peoviding 1 i§ detadnined thai
other safeguards provide sufficien! prolecion ko the patlents. (See Instructions.) Excepl for nursing homes, the findings slaled above are disciosable 90 days

following the dale of survey whether or nal a plan of corraction 1S provided. For nursing homes, the above findings and pians of correction are disciosable 14
days following the dale these documents are made avallabia 10 the facillty. if defidencles are m!ed an approved plan of correcion is requisite lo conllnued

progeam participation,

! The findings include: ; i

!
" Review of Unsampled Resldent E's medical
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HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

200 GLENWAY ROAD
H
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40391
(X4310 SUMMARY STATEMENT OF DEFICIENCIES i 0 PROVIOER'S PLAN OF CORRECTION )
PREFEX ; {EACH DEFICIENCY MUST RE PRECEDETIBY FULL PREFIX | {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC #DENTIF YING INFORMATION) TAG CROSS-REFERENCER TO HE APPROPRIATE 0aTE
i , DEFICIENCY} ,
: ; : !
F 160 ! Continued From page 1 : F 1601 discliarged residets along wilh a record
| record, on 08/08/13, revealed the facillly admitted | ;  ofreturn of fuuds for same.
the resident on 12/26/12 and the resident expired | ) , :
L on 04/02/13. iMonitorlug  Chauges To Assure
 Contlnulng Compliance
Revaedw of gg;am%ed Re"slldgnrl1 E ;; ﬁnlanmal ded "¢ BOM shall report to the QA commattlee
j record, on 8113, revealed the facillty recorde i
the death of the resident on 04/02/13 and the final ; at least quarterly of all éiqchaiged
| accounting of the account was on 06/12/13, { residents along with a record of returit
i fico M i | of fumnds for same if applacable The
Finterview with the Businoss Office Manager, on : . o
. 08/08/13 al 5:10 £M, revealed current ownership l i QA . Comnittee SII,aH dcllemme
of the facility was initiated on 04/01/13. The i continuance or cessation relative Ito
| Business Office Manager staled the ctirrent : i subslantial compliance. :
[ owner did not receive residents’ account and i ;
I funds from the prior awner unlil June 2013. The £C letion: 09-13-13
. Business Offfce Manager further slated the i Date of Couipletion ) i
currert owner was able 10 provide current i )
residents reslding in the facilly access lo their ’ ! '
" personal accounts and were able to provide funds | i i
| lo these residents starting on 04/01/13. i ~F282 :
_ 0808/ . i Fountaln Clrcle is committed “to
| Interview with the Administrator, on 08/08A13 at | . s ]
6:35 PM, revealed his expectation was lo have a '  providing a safe, ciean, comfortable and
I decreased resident's final accounting of the i . homelike cnvironment, allowing residents
lacc:ount to be completed within the timeframe : ' to use hls or her personal. belonglngs to
gxrding lo reguiations, which was 30 (thirty) I the extent possible,
F 252 483.15(h)(1) © F252] . _— . :
$5-D| SAFEICLEAN/COMFORTABLE/HOMELIKE - Immediate  Corrective Actlon  For
" ENVIRONMENT : i Residents Found To Be Affected !
§ | P+ Resideit #19, and Unsmnpled Res'ld'pnts
The facilty must provide a safe, clean, ; B, C and ), expericnced ne uegatwe
| comfortable and homelike environment, allowing I | outcomnes due to the alleged deficient
i ; the hresndenl to use !I*;Is or her personal belongings l i practice of foul odors in Room 409 ind
to the extent possible : inn the bathroom for room 439, ;
| ’ ¢ Rooms #409, and the bathroom,
{ This REQUIREMENT is not met as evidenced | i including the floors, were deep cledned
) i i with a cleanser, on (8/09/13 byl the
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SUMMARY STATEMENT OF OEFICIENCIES :
{EACH DEFICIENCY MUST @€ PRECEDEO AY MUtL
REGULATORY OR LSC JOENMNFYING INFORMATION)

10
PREFX
TAG

PROVIDER'S PLAN OF CORREC NON i
{EACH CORRECTIVE ACTION SHOULO 8 .
CROSS-REFERENCED TO THE APPROPRIATE |
DEFICIENCY) :

1Xs}
CORMPLETION
OAfE

F 2521 Continued From page 2

i

i by:
Based on observation, intervtew, and review of
i facility’s policy, tt was determtned the facllity failed }
" to ensure a safe, clean, comfortable and
i homelike environment for one (1) of twenty-two l
(22) sampied residents (Resident #18) and three -
(3) Unsanipled Residents (Unsampled Resldents |
B C. and D). |

i
" Observaltton during survey revealed therewas a |
I foui odor of urtne on the Reflections Unitin Room :
409 and In the bathroom which was shared by |
[ residents in Room 409 and 410, j
i

| The findings include: :

! Review of the facilily’s "Five Step Daity Resident |
~Room Cieaning" Pollcy, revised 07/08, revealed

i residant rooms were to have the following I
“compieted daily, empty trash, disinfect horizontal .
i surfaces using a germicide, spot clean the walis, ]
~dust mop, and damp mop to disinfect. i

| H
Revlew of the "Seven Step Daity Washroom [
| Cleaning" Poltcy, dated 01/08, revealed the
bathrooms were to have the following completed; |
i check suppites for loilet paper, paper lowels, ;
“soap dispensers, emply trash, dust mop the floor, |
I clean and sanitize the sink, tub and comniode |
" using a germicide, spot clean the walls, and !
i damp mop the floor using a germicide solution.
; Raview of Resident #19's medical record :
! revealed diagnoses which included '
; Non-Alzhelmer's Dementia and Anxiety. Review ;
{ of the Significant Change Minimum Data Set :
i (MDS) Assessment, dated 06/18/13, revealed the i
' factiity assessed the resident as having a Brief |
 Interview of Mental Status (BIMS) of eight (8) !

F 252§
i

housekeeping staff. The comnwode in
the bathroomn of Room 409 had’a
cracked flange and was replaced pn
08/08/13.

Identification of Other Resldents With

The Potential to be Affected

0 The Director of Plant Operations (DPO)
completed watking rounds of alt umls
and residents rooms on 08/G9/13,
enstire roons and bathrooms were cléau
and free from odors. In addition, :all
areas utilized by residents, including
aclivity area, lobby, therapy rooins,
dining areas, and ontdoor areas were
included in the rounds by the DPO. No
other areas were identified as be}ng
affected. None-the-less, all residents’

roonis, bathrooms and floors on the
Reflections Community (where Room
409 is located) were deep cleaned;on
8/9/13 by the honsekeeping staff, with
focus being on Room #409 and ‘the
bathroom therein. i

¢ On admission and quarterly, resident
interviews are coinpleted and residents
are encouraged to ise their personal
belongings to emphasize a home]ike
cuvironment within the facility. 'No
resident  negative  outcoines  were
identified via review of these niterviews
by the Admninistrator, In fact, residents
and families have complimented : the
cleanliuess and homelike envirompent
sitice Signature HeallhCARE arrivedi
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X910 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREG MON 5y
pREFIX | (EACH OEFICIENCY MUST BE PRECEDED BY FULL | PREFIX j {EACH CORREC TIVE ACTION SHOUX.O BE : COMPLETION
TAG REGULATORY OR LSC HOENTIFYING INFORMATION) ’ TAG ; CROSS-REFERENCEQ O rHE APPROPRIATE OATE
| ; | OEFICIENCY) i
| H ! !
F 252, Continued From page 3 i F252 ;
“indicating ¢ ive Impairment.
i cating cognit P ! i Measures Taken To Assure There Wlll
{ Observation of the Reftections Unit, on 08/06/13 i ; Not Be a Recurrence
“at 1:00 PM, revealed a strong odor of urine in i ¢ ‘The DPO completed re-eduication of the
| Room 409, in the bathroom shared by Room 408 " housckeeping staff on 08/09/13,
l and Room 410, and in the haliway by Room 409. | I ensure residents rooms, bathrooms, a"ud
Further observation revealed Room 408 was i ; all areas frequently used by residents
i shared by Resident #19 and Unsampled Resident ! : h ik d frol
C. An adjotning bathroom connected Room 409 | . are clean, homelike and lree o
i to Room 410 and Unsampled Residenls Band & . odors.
- resided in Room 410, | "¢ The Staff Developmeul Coordinator
! ! i (SDC) initiated in-services for all stafl
; Observation, on 08/08/13 at 10:20 AM, reveaied : o 08/09/13 regarding a clean and odor
, Restdent #19 ambulated from the dining roomto : free environment. The i-service is o
" Room 409 with a rolling watker, Strong urine i I . dall hir i1 b ided
odors were noled in Room 409 as well ag in lhe ' going aud all new hires Will be provic
' bathroom which adjoined Room 409 and Room | ! education during orientation, .
1410. Interview with Resident #19 al the time of | i ¢ Au “Environinental Audit Tool” wilf be
; the observation revealed she/he did not smeil any ) completed three (3) times per week ifor
IOdO'S 5 one (1) month, then one (1) tinie per
i Tecti munity, b
Interview, on 08/08/13 at 10:30 AM, with Cerified ' t weekoon the Reflections Community by
I Nursing Assistant (CNA) #2 revealed she had | the Reflections Programn Director or by
j become desensitized to the odors on the unit, i ; the ‘ f:ﬁC'l'“eS ficpartmeul hea‘ds,
. however, could smetl a mixture of urine and ! ! consisting of Director of Nurding
i disinfectant in Room 409 as well as the ! i (DON), Social Service Director (SSD),
j bathroom, i MDS Nurse (MDSN), Quality of ;ife
’ f Director (QoLD}, Assistant Director of
t Interview, on 08/08/13 at 10:40 AM, with i Nursing (ADON), Unit Manager (UM),
Housekeeper #1 revealed she always worked the : . ds M MRM
i Reflections Unit, She stated she smelled odors | i Medical Records aiagers ( = ),
, on the unit in the mornings and dtd ot smell the | . SDC, the Restorative  Nursing
t adors after cleansing rooms and bathrooms with Supervisor (RNS), Dietary Manger
 distnfectants and using air freshener. She further | i (DM) aud Registered Dietitian (RD).
'staled her dally routine consisted of cleaning the | : All remaining residents’ rooms will be
oodert e wih docanpcudngihe | complted one (1) ime por ek o
i H 0
" mopping resldents rooms and bathrooms i : one (1) month thenfalh 10% per \?feel;
l'averyday. Housekeeper #1 revealed she cleaned | ! thereafter by oue of the above name
FORR CMS-2667(02-99) Previous Versions Obsolels Event IC:NMEW 1! Factiy I0: 100074 If conlinuation sheel Page 4 of 24
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e

F 252 Conlttnued From pags 4

the bathrooms agaln after lunch, and cleansed

- the walls two (2) to three (3) times a week. She
stated she had cleaned Room 409 and the

! adjoining bathrcom three (3) times so far that day ;

. and had lo clean that rcom and bathroom more

" frequently due to odors, Continued interview

. ravealed she checked the bathrooms again after
tunch and sometimes the residents missed the

: toilet. She stated she occaslonatly had
compiaints about edors from staff. The

t Housekeeper stated she could smeil urine odors
, in Roon1 409 and in the bathroom adjoining the ¢
'room al the time of interview.

tntervtew on 08/08/13 at 2:20 PM, with Licensed :

“ Practtcal Nurse (LPN) #3/Unit Manager during an |

. cbsarvation of Room 408, revealed she did smell '

" odors tn Room 409 and in the adjoining '
. bathroom; however, did not remember any

compilaints from staff, residenis or families.

intervtew, on 08/06/13 at 3.31 PM, with the
‘ Environmentat Service Director (ESD), revealed
_he stated, "yes, | smeil it", as he entered Room .
" 409 from the main hallway. He stated, "it is a bad

_odor and It doesn't smell right”. The ESD stated

" he was unaware of any Issues with odor in this

, room until the survey. Continued interview

revealed the processs used for odor elimination  ;
. was o rule out the source of the odor. He stated

his plans for Room 409 bathroom would be to pull'!
: oul the toilet and examine and replace the wax
_ring and examine the flooring under the tollet. He °
“further stated he audited two (2} rooms each unit .
, per week.

: Review of the Audit Tool for Environmental
_Services revealed Room 409 had last been
- auditad on 05/17/13 by the Housekeeping

positions. The resulls of the tool will be
addressed in the morning ineetings (M-
F) and discussed with the DPO. The
“Environmental Audit Tool” will be
given to the facility Administrator in the
morning meeting (M-F) for review.

F 252 "

" Monitoring  Changes To

* Continukag Compliance

. ¢ The Administrator will present the
findings of the “Environmental Audit
Tool” to the QA Committce at least
quarterly for review. ‘

: & The Director of Nursing will compiete a

monthly andit of the "Environmental

Audit Tool” to ensure compliance.

" ¢ Restlts of the DON andits will be
subniitted to the QA Cominittee at least
quarterly, The QA Conmmitice shall
determing coutinuauce or cessation
relative to substantial compliance.

¢ Any non-conipliance wilt be addressed
by the Admiunistrator.

Assure

Date of Completion: 09-13-18
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PREFIX { {EACH DEFICIENCY MUST BE PRECEDED BY rULL . PREFX {EACH CORRECTIVE AC MON SHOLLO BE : COMPLEMON
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| * no ne ative
F 252 Continued From page 5 : F252'F 282 (*Note: There was o " &
‘s s i no odors sent al that outcome fo resldent per surveyor’s nofe.
u#&w or and no oflors Woro presenta l Furthermore as indleated by surveyor
; ' 'heels were floated on pillow wh;le
, Interview on 08/08/13 at 4.00 PM with the interim | {protectors were being laundered. )' K
* Director of Nursing (DON), revealed she was i iFountain Clrele Care & Rehabilitation
i aware there were ongolng audits for odors and ;Center Is conmltted to ensure serviges
, did tr;lot realize the odors were a continued : _are provided by the facility that meets
_problem. [ _professional standards of care. '
F 2821 483.20(k)(3)(il) SERVICES BY QUALIFIED 1 F 282! P !
S8+ PERSONS/PER CARE PLAN Immedlate Corrective Action For
| The services provided or arranged by the facility | ! Resldents Found To Be‘Affected
; must be provided by quaiifted persons in ! | & Resident # 2 experienced no negative
I‘ g;::::rdance with each resident's written plan of i ontcomes. !
; ' t ¢ Due to no pressure sores heing present
' ' ! for Resident #2, heel proteclors wire
:l ;)r;us REQUIREMENT is not mel as evidenced | ' discontinued by the Physician.
Puy I ; ;
Based on observation, interview, and record !
i review, it was delermined the facillty failed to ! i Identificatlon of Other Residents With
. @nsure services provided or arranged by the { The Potential to be Affected i
 facttity met professional standards of care for one I E & A4 100% chart audit of afl residents gare
£ (1) of twenly-two (22) sampied residents - plans, with focns on alf assistive and
| (Resident #2). 5 i preventative devices, was completed, on
| Resideni #2 had a Physlician's Order for hesl ! i 09/06/13, by ADON, UM, and the RNS.
 protectors to bilaterai feet while in bed for | Walking rounds were also performed on
. prevention. However, observation on 08/07/13 | 09/06/13 by the ADON, UM and RNS, 1o
' revealed the heel prolectors were not apptied I inchide visual observations of alf resid"guts.
{ while Resident #2 was in bed. ¢ to ensnre residents care plans were being
F The findings include: fotlowed. No other residents were Idenlified
i ! as being affecied by ihe alleged dgﬁc!em
. Review of Resident #2's medicai record revealed { ' praciice. ;
" diagnoses which Included Dementia, Chronic | i e A 100% chart andit of all residents
i Renal insufficlency, and End Stage Cancer of the i ) d lude all d
, Colon. Review of the Quarterly Minimum Data | { Physician’s orders to include ail devices
: i was completed on 8/14/13 by the UM,
FORKM CMS-2567(02-99) Pravious Versions Obsolele Event - MMEW! L Facily 10 100074 i continuation sheel Page 6 of 24
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! i : ADON, Quality Assurauce Nurse
! uali ssur Irse

F 282 . Continued From page @ ; ? v i

' Set (MDS) daled 07/22/13, revealad the faciiity
i assessed the resident as having a Brief Interview !
. of Mentat Status (BIMS) of a three (3} indicating |
" cognitive impairment. Further raview revealed
t the facillty assessed the resident as requiring
i total assistance with transfers and bathing, as i
ambutation not occurring, and as always !
| inconiinent of bowel and bladder. The facility also*
assessed the resident as baeing at risk of !
" developing pressure uicers. t
i :
. Raview of Ihe Comprehensive Plan of Care, !
| dated 07/30/1 3, revealed the resldent had a btood §
i bilster on the isft great toe, recurrent excoriation
: of the buttocks and groin as well as an increased |
! potential for altered skin Integrity related to i
| Dermalills, age, recurren| diarrhea, and a history i
“of skin breakdown. The Interventions included
ieel protectors bitaterally while in the bed.
i Review of the Physician's Orders dated 08/2013
revealed orders for heel protectors to bilateral
i fget while in bed for prevention.

H

' Observatton, on 08/07/13 at 11:00 AM, reveated

i Resident #2 was in the bed and the resident's
hesels ware on a plilow and the heeis were not

I touching the mattress; however, there were no

i heel protectors noted.

i Interview with Cartiflad Nursing Assistant (CNA}

" #3, who was assigned to the resident at tha time |
! of the observation, revealed the resident had no
. heel protectors ordered but she would chieck |he

" Asgignment Sheel which she carried in her :
¢ pocket for a refererice to be sure. After checking i
: the CNA Assignment Sheel, she stated the i
‘ resident was to have hesl prolectors; however,
i she could not find any in the resident's room. !

H i

!
"¢ Walking rounds, which included a

¢ No residents were

Measures Taken To Assure There WIlI

Not Be a Recurrence
+ An In-serviee for all nursing staff (which

¢ The UM/ADON will complete audits

(QAN), DON and the RNS.

visual observation of all residents, wfas
completed on 8/14/13 to ensure all
residents Physicians’ orders for all
devices were in place. The walkifng
counds were completed by UM, ADON,
RNS and the DON.
identified to be
affected by this alleged deﬁciént
I

practice, i

included all direcr care staff) was initiated
ou 8/9/13 and coucluded on 8/14/13; by
the SDC and the QAN related; to
following Physicians’ orders amd
implementing residents care plans. All gew
hives aursing staff, which includes all d:;}'ect
care staff will be in-serviced duying
orientation on following I’hysic;ians
orders care plans.
by doing wulking rounds, twice d!aily
for one month, then weekly theresfter,
checking each resident’s devices, ;aud
ensuring that all Physician orders \and
care plans are inplemented ad
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F 282 Continued From page 7  Foas2i Jollowed, ‘This practice will be on
' interview, on 08/07/13 at 11:05 AM and 210 PM ' . Boing. o j
j with LPN #5, revealed she was assigned to i " The weekend Supervisor will complete
Resident #2 and the heel proleclors must have : ; P :
{ been in the laundry. She stated the heel ! | a"‘.d“s by doiug walking rounds twice
 prolectors were listed on Ihe Treatment , j  daily for one inonth, then wefei;gly
" Administration Record (TAR) as a "For Your : \ thereafter to ensure each resident
i Informatti]on* (FY1) for ithe nl}J;ses to ch?‘ck hlod i = Physicians orders and care plans are in
ensure they werg in place. However, she had not | i , ;
i yot checked for heeiboots at 11:00 AM when ihe ! - plece implemented and followed.
. resident was observed in bed without the hee ' te new sicians’ orders and dicy
Ident b d in bed without the heel | e All Physicians’ ord d 4
| boots. | ! resident care plans reqiniring changes
! Interview, on 08/08/13 al 2:20 PM with LPN ‘ irc the previons 24 hoirrs will  be
. #{Unit Manager {(UM) where Residenl #2 f ) reviewed daily in the morning clinical
resided, revealed the heel protectors were i " meetings with the UM, ADON, QAN,
; important to prevent skin breakdown and the : N e all Phvsicik
nurses on the floor ware to check to ensure they | . SDC and DON te ensure AL Thysicans
I were In place. Further Interview revealed as Unit ; : orders and care plans are implementéd.
, Manager she used the CNAAssignment Sheet i ¢ The Weekend Supervisor will review
!and checked to ensure care was being provided | : Physi L
; and devices were In place every two (2) weeks. | [ the weekend orders to ensure Iysicrar
Y LPN #4/UM stated she also ensured [he CNA ; orders and subsequent care plans are
Assignment Sheet was updated daily. Continued ! impl ted id flowed on
! interview revealed she did rounds on the unit : ; tmp lf men o fo .
i three (3) times a day to check the residents and | f weekeids.
" ensure devices such as heel boots were in place. . i i
! i ° Monitorlug  Changes  To Assnre
_Inlarview, on 08/08/13 at 4.00 PM, with the f ! Coultinuing Compliance
} tnterim Director of Nursing (DON}, revealed i ¢ The DON will review the audits dally
; allhough the staff had talked about possibly - ) for one month, then weekly thercafler,
! discontinuing ihe heet protectors and just floating : i li £ all Physi an
; the heels for this resident, the hesal protectors i : to ensure compliance of & ysicians’
! should have been in place as per the resident's orders.
» pian of care, t . & The Director of Nursing will do weekly
F 314 483.25(c) TREATMENT/SVCS TO i F 314! walking ronnds for ohe momth, then weekly
38-0 | PREVENT/HEAL PRESSURE SORES : for two weeks, lo observe that all residenis
) , care piais are implemented and followed,
i Based on the comprehensive assessment of a | . i
i . i :
FORM CH4$-2587(02-99) Pravicus Versions Obsolels Fvent D MMEW || Facjly |0: 100074 U continuallon sheel Paga Bof24
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F 314 Continued From page 8 VT The Wt.aekend Supervisor will review
P . the andits on Saturday and Sunday'to
“residenl, the facilily must ensure that a resident ; Ii f all Physiciau
~who enters lhe facility without pressure sores ! eusure  complance o Y !

i does not develop pressure sores uniess the i orders. .

. individual's clinical condition demonstrates thal " & The weekend Supervisor will complete

! they were unavoldabie; and a resldent having i walking rounds on Salurday and Smday, to
pressure $0r8s recelves necessaty freatment and | X ensnre care plans are implemented and

I services to promote healing, prevent infection and@ i Jollowed. This practice will be on-going

i prevent new sores from developing. . ¢ The DON/QA Nurse will report audit

: ' findings to the QA Cowmittee at least

I This REQUIREMENT is not mel as evidenced ' I quarterly. The QA Committee shall

_by: | ; determine continnance or cessation

I Based on observation, interview, record review, : relative to substantial compliance,

i and raview of facility's Pressure Ulcer Guideline, i i

“itwas determined the facility failed to ensurea " Date of Completlon: . 09-13-13

. residant does not deveiop pressure sores unless | i !

' the individual's clinical condition demonsirates

. that they were unavoidable and a resident ! |

! recaives necessary treatment and services o H

. promote healing, prevenl infeclion and prevent | i F 314 (*Note: There was no negative

' new pressure sores from deveioping for one (1) ~ outcome to resident per surveyor’s note.

; of twanty-two (22} sampled residents (Resident ! i Turthermere as ludleated by surveyor

F#2). i ~ heels were floated on pillow while

i : ‘ red. i

! Resident #2 had a Physician's Order for heei i . protectors were being laundered.) .

. protectors lo bilateral faet while in bed for ] 5

| pravention and this was an Intervention on the | Fountain Circle Care & Rehabllitation is

| rasident's plan of care. However, observation on i committed to ensure that any resident

: 08/07/13 revealed the heel protectors were not | - who enters the facility without pressure

| applied while Resident #2 was in bed. " | sores-does not develop a pressure sore,

| ‘ . and that a resldent having a preséure

| The findings include: : * sore receives the necessary treatment and

. Review of the facility's Pressure Uicers Guideline, : services lo promote heallng, prevent

t effective 12/10, revealed 1 was the policy of the | ~ infection and the preventlon of new

. faclitty that nursing personnel wouid Idenlify _ ' pressure sol'es, i

! residents at risk for development of pressure ! | .

: ulcars and iImplement interventions for prevention ; ; :

| of pressure uicers. ! i i
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H
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CROSS-REFERENCEQ rQ THE APPROPRIATE DATE
DEFICIENCY)

’ [
F 314 | Conlinued From page 8

 Review of Resident #2's medical record reveaied |
diagnoses which Inciuded Dementia, Chronic
| Renai Insufficlency, and End Stage Cancer of the |
. Colon, Review of ihe Quarterly Minimum Data
| Set (MDS) dated 07/22/13, revealed the facilly |
assassed the rasident as having a Brief Interview
! of Mental Status (BIMS) of a ihree (3) Indicating |
. cognitive impairment. Further review revealed
I the facility assessed the resldent as requiring
. tolal assistance with transfers and bathing, as X
| ambulatton not occurring, and as always i
Incontinent of bowel and bladder. The facitity a|50|
' assessed the resident as being al risk of
. daveloping pressure ulcers. i
I !
. Review of (he Braden Scale for Predicting ;
| Pressure Sore Risk dated 07/22/13 revealed the
resident was constantly moist, was chalrfast, had |
] slightiy limited mobility, had adequate nufrition, .
_and had the polential problem of friction and
t shear. The score indicated a fifteen (15) which i
was low risk for pressure sores. :
, A
" Review of the Comprehensive Plan of Care, i
: daled 07/30/13, revealed the resident had a blood j f
“bilster on the left great toe, recurrent excoriation
i of the buttocks and groin as well as an increased i
* potenlial for allered skin integrity related to :
| Dermatitis, age, recurrent diarrhea, and a hislory |
of skin breakdown. The interventions Included f
i heel protectors bilaterally while in the bed. §

. Review of the Non-Pressure Skin Conditian i
! Record, dated 07/31/13, revealed the resident
i had a drled bicod biister to the bottom of the left |
| great ioe measuring one (1} centimeler (cm) x ¢

jone hatf (0.5) centimeaters. ;
: i

F 314:

" 'The Potential to be Affected
¢ A 100% head to toe, skin assessmeiit of

iImmediate Corrective Action F;)r
Resulenls Found To Be Affected
'+ Resident # 2 was not affected by the

Identiflcation of Other Residents with

alleged deficient practice. In addition,
Resident #2 was uot found to have
pressure sores, as ohserved and stated
by the surveyor. Thus no immediate
corrective action was required. i

i
!

all residents was completed on 8/14/13,
by the UM, ADON, RNS and the DON.
A 100% andit of all preventative
devices ordered by the Physician was
audited on  8/14/13 by the same
individuals above to ensnre all reside;nls
were provided devices as ordered. Ad
proventative-devices: |

& All residents were assessed on 8/ l4/,f3 by
the UM, ADON, RNS aiid the DON, fo; rhe
potential for pressnre sores and to e;wure
pressiure sore prevellllon measure !Ver‘fi in

place.
+ No residents were found to be affected

by the alleged deficient practice.
i
Measures Taken To Assure There Will

Not Be & Recurrence {
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t
F 314 Continued From page 10

Review of the Physiclan’s Orders, dated August

| 2013, ravealed orders to ensure the bilateral
heels were elevaled off the maltress and heel

i protectors to bliateral feet while in bed for

" prevention.

|

" Observation, on 08/07/1 3 at 11:00 AM, revealed

| Resident #2 was in the bed and the restdent's
heals were off loaded with a pillow; however,

{ thare was no hesl protectors noted. Interview

. with Certifled Nursing Assistant (CNA) #3 at the

| time of the observation, revealed she was

. assigned to the resident and was fairly famiilar

occasionally. The CNA stated the resident had

. the resident’s room.

. Obsarvation of a skin assessment for Resident
i #2, on 08/07/13 at 11:10 AM, revealed the

. rasident's left ankle had a scab measuring 0.3 x
| 0.3 cm's and the bottom of the teft great toe had

i a healing blood biister which was reddish/black.

| | she was assigned to Resident #2 today and the
" heel protectors must be inthe laundry. She
i stated the hesl protectors were listad on the

i had not yet checked for heeiboots at 11:00 AM
‘ when the resident was observed In bed without

| with the resident as she was assigned to her/him

’ no heet protectors ordered but after checking the |
Asslgnmeni Sheei, she slated Ihe resident was to
i have heel protectors; however, there was none in i

. an area which LPN #4/Uiil Manager described as |

| interview, on 08/07/13 al 11:05 AM and 2:10 PM,
~wilh Licansed Practicat Nurse (LPN) #5, revaaled !

! Treatment Adminisfration Record {TAR) as a "For *
i Your Information” (FYi} for the nurses to check to |
" ansure thoy were In place. LPN #5 explained she |

i the heel boots. Centinued interview revealed she i
: checked for alarms, heelbools and other devices

H
!

¢ The UM/ADON will do walking ronnds

¢ The UM, ADON, 3-11p Supervisor, or

¢ The

In-services that included, pressure sore
prevention, for all nursing staff, which
inclieded direct care staff, was iitiated on
8/9/13 and concluded on 8/14/13, by
SDC and the QAN. All new hirizs
nurses and divect care staff, will be in-
serviced during orientation. ]

twice daily for all residents to obse;*ve
each resident has preventative devites
in place, as ordered, and that residents
are repositioned while in bed/chair, |

Weekend Supervisor will assist and
observe the weekly skin assessmelts
completed by the Charge Nurse. Any
skin concerns will be addressed by ithe
Physiciant and placed ou the Treatment
Record. This practice will be ougoiujg.
Weokly  Skin  Assessments
conpleted on all residents, will: be
reviewed daily in the clinical meetings
by the DON/ADON/UM. This practice
will be ongoing Monday Ihrofugh
Friday. The skin assessnients schediled
on weekeuds, will be reviewed! on
Moniay in the clinical meeting by the
DON/ADON/UM, :
¢ Any resident with a pressure sore s—will
be assessed and referred to the RD to

i
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F 441, 483.65 INFECTION CONTROL, PREVENT
$8=0 | SPREAD, LINENS

' The facliity must estabilsh and mainiain an
Uinfection Control Program designed to provide a

CENTERS FOR MEDICARE & MEDICAID SERVICES
§ TATEMENT OF DEFICIENCIES {X!) PROVIDERVSUPPLIE /CLIA {X2) AR, FIPLE CONS FRUC MON (X3) DATE SURVEY
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185148 8. WING 08/08/2013
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’ i OFFICIENCY) :
]. f ¥ ll
F 314 | Continued From page 11 P Fa14] %msure adequate nutrition and liydrﬁllpn
i during the shift and while doing treatments. ; is addressed to enfance wonnd hea ing.
| Interview, on 08/08/13 at 2:20 PM, with LPN ! " Monitoring  Changes To Assdre
. #4/Unit Manager where Resident #2 resided, [ i Contlnuing Compllance
revlfaiedl"}ekr?sidekr:l ~;as ?(ldnulﬂl!donall rﬁ:sk as = { ¢ The UM/ADON/DON will complete (3)
j well as al rlsk for skin breakdown due to En ; ’
Stage Colon Cancer. She stated the heel ; ,  three random skin assessments daily -'f?r
i proleclors were important to prevent skin ! ) twvo weeks, then (I) one skin
; b'r]ealic(dlown and Ilhhe nurses on tlhe ﬂo%rw?re "()i t " assessment daily for 2 weeks to enspre
* check to ensure they were in place. Continue . . st
! Interview revealaed as Unil Manager she used the I . residents have prc\.feulatlve dewcclasg "
. CNA Assignment Sheet and checked to ensure : place and that residents are receiviug
! care was baing ;E‘r?ovidec:( an;l devices were in i | the services and treatment to prevenl
i place every two (2) waeks, however, she did not i ‘ !
document any specific audit. She siated she also ; ! pressive sore-s from developing.
i ansured the CNA Assignment Sheet was updated : i ¢ The DON will complete wound rounds
i dai!tslf] Fur;t:zr Inl?é\;llqw reve(ailedtsh?] d:dkrlct)]unds ‘ i one (1) time per week to ensure
on the unit three (3} times a day to check the i :
i rasidents and ensure cleanliness of rasidents and treatment and services are pr ovlded to
of resldent's room, devices such as heel boots | ) the residents.
{ were In place, alarms were in place, and water ' & The DON will report finding of skin
was avallable. She stated staff musl have sent ; assessments to the QA Commiittes at
! the heel protectors to the laundry, and they { ' ; terly. The OA Committee
j should have obtained new ones from the laundry { east quarter Y e Q . L
" or from the central supply immediately. ! shall  determine  conlinuance .o
f | eessation  relative to  substantial
_ Interview, on 08/08/13 at 4:00 PM, with the i compliance. f
| Interim Director of Nursing (DON), revealed : i
 allhough the staff had talked about possibly | | Date of Completion: 39‘13-1*;
" discontinuing the heel protectors and just floating |
; the heels for this restdent, the heel protectors , :
. should have been In place as per the order for i .
i pressure ulcer prevention. I ' Fd4] !
i F 441! Foumtaln Clrcle Care & Rehabilitation

Cenler is commlited to establish and
malntain an Infection Control Program
designed to provide a safe, sanitary and
comfortable environment and to help
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F 441! Continued From page 12 |
i safe, sanitary and comfortable environment and .
to hetp prevent the development and transmission’
i of disease and infection. i
! (a) Infection Control Program !
+ The facllity must establish an Infecllon Control |
Program under which it -
t (1) Investigales, controls, and prevenls infectlous |
. In Ihe facility;
(2) Decldes what procedures, such as isolallon, |
shou!d be applied to an Indlvidual resldent, and
(3) Maintalns a record of incldents and corrective °
| actions retated to infections. f
i
! (b) Preventing Spread of Infection ’
; (1) When the Infection Conlrol Program H
f determines that a resldent neads isolation to i
i prevent the spread of infectlon, the facility must
~isolate the resident. ;
I (2) The facility must prohlblt employees with a
. communicable disease or infected skin lesions |
* from dlrect contact with resldents or thelr food, if
: direct contact will transmlt the disease. !
' (3) The facility must require slaff to wash their !
; hands after each diract resident contact for which '
' hand washing Is indicated by accepted ;
| professlonal practice. '

I (c) Linens i

; Personnel must handle, store, process and .
! transport inens so as to prevent the spread of
infecllon. ;

7
£

| This REQUIREMENT Is not met as evidenced |
i by:
. Based on observatlon, interview, record raview,

| and revlew of facility's policy, it was determined |

F

4411 prevent the development
transmlsslon of disease and infectlon,

i
and

i
For

i Immediate  Corrective  Action
- Resldents Found To Be Affected
0 Resident #13 was not found to be

: affected by the alleged deficient

i practice. The SRNA that failed to wash

[ her hands when exiting resident #1!3’5

room, and re-entered another residents

room, without washing her hands, \;Jas

| re-educated by the SDC on 8/9/13,

I

i Identification of Other Residents \&{ltll

. The Potentlal to be Affected

© & A review of the facilities Infection

| Control Program’s tracking and

{ trending reports was completed by the

DON/SDC on 08/09/13, to identify any
break of standard infection control :
practice. No residents were identifi ed

; from this review, i

' ¢ A skin audit of all residents jwas

! completed on 08/13/13 and 8/14/13, by

the UM/ADON, to ensure there were no

g signs and symptoms of skin infections.

No residents were identified fron :this

audit. i

: A review of the incident reports related

i to infections for the past 30 days :was

; reviewed on 8/15/13 by the DON to

' ensure corrective action {was

iinplemented for all residents with
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F 441! Continued From page 13 ' pg44q  infections. No residents were identifi éd
i the facilily failed to establish and malntain an ! i inthereview. :
. Infection Control Program designed to provide a | ; ¢ A hand-washing and tray-line audit was
 safe, sanitary and comfortable environment and | . coinpleted by the DM on 08/1 S/f 3.
i to help prevent the development and : 1 " t i
* Iransmission of disease and infection for one (1) ; There were no cross contamination
i of twenty-two (22) sampled residents (Resident : issnes identified. '
! #3). !¢ 'The DPO completed an andit of laundry
j Observatlon revealed a staff member performed ' and housekeeping services on 08{ 19/ ;?’
" perlneal carefincontinence care for Resldent #13 i to review Infection Contro! Practices m
t and proceeded to bag the soiled wipes and brtef, : . ousckeeping and laundrv. No issues
, remove her gloves and exlt the room without : ! h . ep. 8 v 1
" washing her hands, [ i were identified, ,:
i ) | . ¢ Any resident(s) identified with an
| The findings include: infection requiring isolation, will "be
. Review of the Infection Control and Prevention i " provided isolation to prevent the Spfead
' Policy, revised 10/31/09, revealed an Infection ! of infection.
i Control and Preventlon Program was deslgned to | i ; ‘s imniunization
identify and reduce Ihe risk of acquiring and i . ¢ An audit of resident’s inniu :
! transmitting infections among resldents, staif, ; ! prograin was coinpleted on 08/22/13; by
_volunteers, studenls and visltors. The Center's | i the MRM. The audit was reviewed by
: !nfgct!on Control Program includes but was not | : the Infection Control Nurse on 8/23/13
i limited to proper hand hyglene. : : \ )
; , to dctermine that all resideint(s)
! i . . . :
i Review of Resident #13's medical record : immunization was completed tinely:
reveated dlagnoses which included Demenlia and | i
[ Anxtety. Review of the Minimum Data Set (MDS) | . Measnres Taken To Assure There W:il
Assessment dated 07/08/13 revealed the facility - " Not Be a Recurrence
! assessed the resident as having a Brief Interview | i f 1 ff, / d
; for Mental Status (BIMS) of a three (3) Indlcating - ¢ An Inservice for all staff, incliding
* cognltive Impairmeni, ! direct care staff, was initiated{ on
{ . . A [ i 08/10/13, and concluded on 8/12/13 on
 Observatlon of perineal care/incontinence care, . hand hi d infection : trol
| on 0B/07/13 at 3:50 PM, revealed Cerilfied ! ! an -'was ng and Inlection - contro
- Nursing Asslistant (CNA) #1 performed the care ; practices by the SDC, UM and ADON.
and proceeded IO bag the SOI!Gd Wfpes and bﬂaf ! : A" new hires jncfﬁ"ﬁng djrecf care s{aﬁ‘
: remove her gloves, and exit the room carrying the | } i1l be in-se d durin orlentat:on o
. bag without washing her hands. She opened the | i will be in-service g
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'LE

F'and progress notes.

L by:

{ door of the Soiled Utility Room to dlgcard the bag, |
* then exited the Solled Utility Room and went Into
i another resident's room In which the doorwas

open and washed her hands at the sink. ’

! Interview, on 08/07/13 at 3:50 PM, with CNA #1
i revealed she should have washed her hands {
: before exlting Resident #13's room after she had
i performad pericarefincontinence care. i

: fesident’'s assessments; the plan of care and ;
! sarvices provided; the results of any )
_preadmission screening conducted by the State; |

' This REQUIREMENT Is not mel as evidenced |

" Based on intervlew, record review and review of
i the facliity's pollcy, it was determined the facility |
“failed lo maintaln clinical records on each !

i.'

i Interview, on 08/08/13 at 11:00 AM, with Licensed i
" Practical Nurse (LPN) #3/Unit Manager onthe
, unit where Resident #13 resided, revealed staff |
! should wash thelr hands after performing resldent
, care and prlor to exiting the room.

i
H

s§=D, RECORDS-COMPLETE/ACCURATE/ACCESSIB |

i The facllity must maintaln clinlcal records on each;

resident in accordance with accepted professlonat!
! standards and practices that are complete; '
" accurately documented; readily accessible; and
i systematically organlzed. |

[

; The clinleal record must contain sufficlent
" Information to identify the resldent: a record of the !

washing. Continuing education on the
t  facilities Infection Control Policy will
be scheduled monthly for two §2)
inonths by the SDC. Any resident(s)
{  identified with an infection rec;uirir]g
isolation, will be provided isolation to
prevent the spread of infection.
' ¢ Infection Control Rounds will ibe
completed on 10% of the Stakeholder
. and resident population by fhe
jl UM/ADON weekly for four (4) weeks,
! then monthly for two (2) months. Eéch
F 5145_ UM/ADON will observe hand-washing
and infection conirol practices éof
; nursing staff, until all nursing staff,
i including direct care stgff, has been
observed :

| Monitoring  Changes  To Asslu re

. Continuing Compliance ;
! & The DON/SDC will comnplete monthly
i audits of the Infection Control Rou;nds
to ensure timely coinpliance of the
andits and perforinance concerns ‘are
i addressed,
¢ The UM/ADON /SDC will complete
daily andits for two (2) weeks, éhen
' weekly for four(4) weeks to ensure the
i Facility’s Infection Control Progra{fn is
i followed. '
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‘ resident In accordance wilh accepted
. professional standards and practices lhat are I
“complete, accurately documented and .
- systematically organlzed for two (2) of twenty-two |
| (22) sampled residents (Residents #4 and #19) |
. and one (1) unsampled resident (Unsampfed i

| Resldent A). i

i Unsampled A's Consultation Report was :
“Inaccurately filed in Resldent #4's medical record, !

"In additlon, the facility falled to have results of

- Resident #18's Pneumococcal Vaccine

I Immunizalion documented on the "lmmunizatlon
Record®, and falled to have the results :

_5 documented In the current medical record. Also,

the Influenza Immunlzatlon was documented In |

| the Pneumococcal Vaccine Sactlon of the :

~"Immuynization Record™. ;

! .
The findings include: i

! Review of the facility's policy titled, "Patient ;
_Medical Records", effective 08/31/11, ravealad  :
: medical records were maintalned on each patlent i
in accordance with accepted professional !
: standards and practice. Medlcal records provide |
: a basls for determining and managing the '
patlent's orogress including response to :
| treatment, change In condition, and changes in |
treatment, and were complete, accurately .
i documented, clear, concise, and complete, !
reflacting palient rasponses and outcomes .
_related to care raceived. Further review revealed |
! medical records were readlly accessible and :
" systematically organized, and confidentiality of |
i the medlcal record was maintained In accordance :
“with the palicy on use and disclosure of protected |
i health Information (PHI).

F514]  (F441 Cont) s
{ # Results of the andits will be submitted
: to the QA Comunittee at least quarterly
! for review. The QA Committee shall ¢
determine continnance or cessation |
relative to substantial compliance,
Any non-compliance will require re-
. education by the
! DON/ADON/SDC/UM. '

!
" Date of Completlon: i
i !

[

F 514 i
Fountaln Circle 1is committed to
maintaining clinical records on each
resident 11 accordance with accepted
professlonal standards and practices that
are comjtlete; accurately documented;
readily accessible; and systematically
organized., !

i ‘
: I
. Immediate Correctlve Action For
I Resldents Found To Be Affected

¢ No negative ontcome was caused , for

) any of the sampled Residents #4, f#!‘)
: and Unsampled Resident A. Resident
#4s chart was audited for further
discrepancies  with  none no:ted,
! Unsampled Resident A’s consnltation
report was returned to that respeé{tive
medical record. Further audit of jthis

09-13-13
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![ 1. Review of Resldent #4's medIcal chart on

- 07/08/13, al 4:45 PM, revealed a Report of

: Consultation related to Unsampled Resident A
; was filed in Resident #4's chart under Section
! entitled "Consultations”.

! Inlerview with Licensed Practical Nurse (LPN) #2,

; on 08/06/13, at 5:22 PM, and again on 08/08/13 |

i at 2:50 PM, revealed usually the nurse on the

: 11:00 PM to 7:00 AM shift filed any pertinent

" paperwark left from the day shift or the nurse ;
assigned to the resident filed the corraspondence
during their shift. LPN #2 stated Medical Reccrds |

: completed chart chacks but she was not sure ’

" how often this was done. Contlinued Interview |

| revealed she was assigned lo provide care for
bolh resldents the avening the Report of

| Consultatlon was filled for Unsampled Resident

" A; however, she was not aware that she had

l’ misfiled the informatlon.

I
i
i

| Intervlew with Unit Manager (UM) of the B Unit, .
" on 08/06/13 at 5:30 PM, and on 08/08/13 at 2:20

i PM, revealed it was expected lhe nurse assigned |
* to the resident was to file any correspondence '
i related to the resident in the correct chart. She |
" explained when a resldent leaves the faclilty to go :
i to an appointment outside of the facllity, the i
' rasident was glven the Report of Consullation

. sheet to give to the doctor, who filled out the

¢ Information requested and returned it with the i
. resldent. She further explained, when a resident
« returns to the facility, the Consultation Sheet was |
. given to the nurse caring for lhe resident, who

I then noted any new crders, appointments or |
i treatments needing to be taken cars of. The :
! nurse was then responsible to file the
i Consultation Sheet in the appropriate area of the |

! received the pnemnococcal vaccinein
! 20!1.

iIdentiﬁcatinn of Other Resldents With
i 'The Potential to be Affected ,

* Not Be a Recurrence

; Measures Taken 'I'o Assure There V;Vill

record revealed no further
discrepancies. Resident #19°s mediéal
record review revealed the resident

A 100% audit of resident’s medical
records including the inmunization
records for all residents was complefed
on 8/22/13, by the MRM.  Any
discrepancics  were  immediately
corrected by the
MRM/UM/ADON/DON.  No other
residents were identified.

+

¢ Al new orders, consultation reports,’lab
reporis, 24 hour report docwentatjon,
changes in condition and incicjcnt
reports are reviewed in morning ciiﬂical
ineeting Monday-Friday to assure
timely clinical interventions as well as
continuity of individual resident care is
achieved. '

A 10% chart audit will be compi?ted
monthly for three (3) months by, the
MRM to ensure acewracy of msiéicnt
medical records.
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I resldent's chart. i

i Interview with LPN #3, on 08/08/13, at 2:35 PM, |
_revealed she was assigned to both patients on
| the dayshlift when Unsampled A returned from the |
appolntment of the Consultation, She stated, |
I she had misfiled the Informatlon In Resident #4's !
- chart. Further Interview revealed Resident #4
! and Unsampled Resident A's charts were next to |
. each other in the chart rack In the nurses statlon .
! and this was the posslble reason for the misfiling. !
| She stated, the expectation of the facility was the ;
" comect Information should be filed in the correct

i chart.

i Interview with the Interim Director of Nursing
" (DON), on 08/38/13 al 4:00 PM, revealed it was

| the expeclalion of the staff to be more mindful |
" and more observant as to whal was filed into the i

i residents' charts.

i 2. Review of Resident #1%'s medical record
" revealed the resident was admitted to the facillty |
i on 12/21/11 wilh diagnoses which included
" Non-Alzheimer's Demantia, Anxiety, and i
i Depression. Review of the Significant Change

" Minimum Data Set (MDS) Assessment dated

i 06/19/13, revealed the facllity had assessed the |
‘ resident as having a Brief Interview for Mental !
. Status (BIMS) of eight (8) Indicating cognitive

" Impairment. Further review revealed the facility

. assessed the resident as the Preumococcal i
!'Vaccine belng up to date. '

i
l

Rev:ew of the "Immunlzallon Record” revealed no :

- documentatlon In Ihe sectlon stating "name of !
“Influenza Vaccine™. The sectlon stating "name of ;
i Pneumococcal Vaccine” was documented as the |
manufaclurer—ﬂuvlr!n explration date 06/13, dated|

{

Additionally, 5% of all medical records
will be audited for accuracy month!y
thereafter by the MRM.,

Nursing staff’ were re-educated by the
SDC on 08/09/13 relative to the need
for accitracy of resident medical records
and the resident hnmunization reco?d.
Al new licensed nurses will be
edncated on the accuracy of the medical
record and the immunization record
during orientation, i

Mou itoring  Changes To Assﬁtre

ConlnluingCom;lI:ance
& 'The ADON/AUM will audit five {5)

residents” medical records weekly for
four (4) weeks, then monthly for two
(2) months to  ensure ongoing
compliance,

¢ The MRM and UM/ADON med|cal
records audits will be reviewed by the
QA Comnittee at least quarterly. the
QA Committee shall deterniine
continance or cessation relative;A to
substantial compliance. i

Date of Completlon:
i
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I given 10/19/12, and site-left deltoid.

. there was no documented evidence of the

¢ be administered.

with Licensed Practical Nurse (LPN) #4/Unit

: the Infiuenza Vaccine was Inadvertently
" documented on the Pneumococcal Vaccine

! she couid find no evldence the Pneumococcal
: Vaceine had been documentad on the

" the date the Pneumocaccal Vaccine had been

was to check to see if the Influenza,

i Testing was to be administered and notify the
* Physictan for orders and the nurse who

! immunitzation Record. Continued interview

t Pneumocaccal Vaccines and Resident #4's
overflow clinical record was on file in anothar

i bullding.

‘ she audited the medIcal records on admisslon

| the MDS was current, the monthly weight was

' Continued revlew of the medlcal record revealed

| Pneumococcal Vaccine being administered and
no documented evidence the Vaccine was nol to

! Interview, on 08/06/13 at 11:15 AM and 2:15 PM,

| Manager where Resldent #19 reslded, ravealed
i Sactlon of the Immunization Record. She stated
" Immunization Record. After reviewing the clinical

: racord she stated she could find no avidence of

i admlnistered or if the Vaccine had been declined. !
* Continued Interview revealed |he admitting nurse

" Pneumococcal Vaccines and the Tuberculin Skin

. administerad the Vacclnes was to completed the

, fevealed she dld not do tracking and trending of

i Interview, on 08/08/13 at 1:20 PM, with Medical .
" Records revealed the facillty only had the current :
: acltive medical records In the building. She stated |

| and quarterly to ensure Physiclan's Orders and |
Nursing Notes werae filed, Care Plans were timely, :

i
|

I contingallon sheal Page 10 of 24
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, had done the last audit in 08/13; however, she

i than Tuberculln Testing.

Coordlnator revealed she had reviewed

j the past which indlcated the resldent had the
" Pneumococcal Vaccine. She stated, since the

' ¢ past MDS's for informatlon related to the

’ MDS.

i Interview, on: 08/08/13 at 5:00 PM, with the

i Infection Conlrol Nurse, ravealad the vaccine

“information was provided to residents and

| families on admisslon by Ihe admitting nurse.
She stated on admission, the risks versus

! benefits and education was done with lhe
reSIdenls and famllies regarding the vaccines.
I She further stated the Unit Managers weare to

i track the vaccines.

i Inlervlew, on 08/08/13 at 4:00 PM, with the

also new to the corporation. She stated the
. and during the survey, staff had clarified with

. revealed she thought Medlcal Records had an
* ongoing audit for all Vaccines,
[

,' documented, and lhe the allergies, PASRR, and
i Code Status were on the chart. She stated she

' stated she did not check for immunizations other

! Interview, on 08/08/13 at 2:30 PM, with The MDS

linformation in Resident #19's medical record in

j resldent was a certain age, the resldent would not ;
need another vaccine 50 she just looked at the

; Pneumococcal Vaccines whan completing a new

" Interim Director of Nursing (DON) revealed she
i had been at Ihe facility for two (2) weeks and was |

. Resident #19's daughter that he Pneumococcal
'VaccIne had been received. Continued interview |

s
H

| results of the Pneumocaccal Vaccine should have!
" been documented on the Immunlzation Record

F514;

i
i
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(Xd} 10 SUMMARY STATEMENT OF OEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION -
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. : i DEFICIENCY) :

{ T . ¢

. , : 'F 520

F 814 u age 2 I !

| Continued From page 20 . ' F 514! (*Note: Fountaln Clrcle Care &

. After survey, a Fax was received from the faclitty ; i

| of a Patient Transfer Form dated 12/21/11 which | lRehabllltalion Center contends that its

| stated the resldent had recelved the ! "Quallty Assurance Program was and;is

' Pneumococcal Vacctne in 2011. : {functional given that only ome (I)

F 520, 483.78(0)(1) QM ! ' bath 20 feet, within the
§5=0' COMMITTEE-MEMBERS/MEET j  bathroom, 20 square feet, not

. QUARTERLY/PLANS . facillties 47,883 square feet (equlvalent of

‘ i :.04% or 4/100°s of 1%} was identified;to

) 1 i

fAfacI!!ty must matntaln a quality assessment and tinclude  resident -rooms, . .bathrooq:xs,

. asgurance committee conslsting of the director of ! | shower roonis, soiled utility roorms,
nursing services; a physician designated by lhe . storage rooms, etc,) !
facillty, and at least 3 other members of the : ! :

- facility's staff. | Fountaln Cirele Is committed 'to

' The quallty assessment and assurance . malntalning  a  quallty  assessment

. committee meaets at least quar{e”y to |dentify assurance committee Cﬂnslsung Of the

' issues wilh respect to which quallty assessment | [ Director of Nursing, Medical Director,

iand assurance activities are necessary; and , and at least three (3) other members of

! develops and Implements appropriate plans of | | the facility’s seaff, This commiittee will

.!act:on to correct Identifled quallty deflciencias. i meet at least quarterly to identify issues
A State or the Secretary may not require wit.h respect to which quality assurance

I disclosure of the records of such committee i i activities are necessary; and develops and
except Insofar as such disclosure Is related to the ; , implements appropriate plans of action

| compilance of such commliiee with the { : to correct identified quality deficiencies,

" requirements of this section. i ;

‘ . T ¢ Immediate Corrective Action For
' Good faith atlempts by Ihe committee to identify | | Residents Found To Be Affected f
and correct quallty deficiencles will not be used as| : \ -~

} a basls for Sanclions. . . ¢ Resident #19, and Unsampled Residents

. ‘ ! B, C and D, experienced no negative

! : i ontcomes due to the alleged dcficient

. This REQUIREMENT is not met as evidenced practice of fonl odors in Rootn 409 and

' bBY- donob ton. interi d reviow of 5 i in the bathroom for room 409, :

. Based on observatlon, interview, and review of : d the bathro

: facility's policles and audlts, It was determined lhei , ¢ F{ooms‘, #409, an € Dathroom,
facility failed to maintain a Quality Assessment i inclnding the floors, were deep clef_éncd

! | with a cleanser, on 08/0%/13 by|the
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SUMMARY STATEMENT OF DEFICIENCIES

x4)10 | (
SREFIX (EACH DEFICIENGY MUST BE PRECLDED BY FULL ,
TAG |  REGULATORY ORLSC IOENTIFYING INFORMATION)

D

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION ; 1X8}
(EACH CORRECTIVE AC FION SHOULD BE cOMPLETA
CROSS-REFLRLENCED TO THE APPROPRIATE 3 DATE
DETICIENCY) !

] I
F 520 . Continued From page 21 i
" and Assurancs (QA) program that developed and
! imptemented plans of aclion to correc! quallty !
“ deficlencies. This was evldenced by repeated ;
| deficiencles related to the facility's failure to ;
. ensure a safe, dlean, comfortable and homellke
| environment, :

| The findings include:

| Ravlew of the facility "Parformance Improvement
Plan®, Policy, revised (3/10, revealed it was the

i intent of the facllity to conduct an ongoing
performance improvement program designed to

| systematically monitor and evaluate lhe qualily

" and appropriateness of resident care, pursue

| opportunities to Improve resident care, resolve

" identifled problems and Identlfy opportunitles for

: improvement. Performance improvemant

' supporis the overall goals of the facility and i
. examines both outcomes and processes relevant |
' to these outcomes with the objectlve of improving !
the organization's overall performance.

: Based on ohservatlon, Intarview, and review of '
: facility audits, it was determined the facility failed |
 lo ensure a safe, clean, comfortable and )

{ homelike environment within the faciltty. |

{ Review of the facility's Plan of Correction (POC), |
with & compliance date of 04/29/13 revealed on
} 03/18/13 the Housekeeping Supervisor |
" conducled an inservice to housekeeping/llaundry ;
i stakeholders to include; the proper method of f
sanjlizing a bathroom, the seven (7) step dally |
j washroom cleaning, checking of supplies, !
amptymg trash, dust mopping floors, cleaning and;
| sanltlzing sinks and tubs, cleaning and sanitizing
commodes, $pot cleaning walls, check:ng for [
I cobwebs and debris, and damp mopping. On

F 520!

j H

'Idenllﬁcatlou of Other Residents With
! The Potentlal to be Affected

[ ¢ The DPO completed walking rounds of

! Measures Taken To Assure There Wlll

. Not Be a Recurrence
¢ The DPO completed re-education of the

housekeeping staff. Tle commode in
the bathroom of Room 409 had'a
cracked flange and was replaced on
08/08/13.

all units and residents rooms en
08/09/13, to ensure roons and
bathroomss were clean and free from
odors. In addltion, all areas ntilized by
residents, including activity area, lobby,
therapy rooins, dining areas, dnd
outdoor areas were included in the
rounds by the DPO. No other arpas
were identified as being affected. Nopie-
the-less, all residents’ rooms, bathrogms
and floors on the Reflectibns
Community (where Room 409 is
located) were dcep cleaned on 080/9;/[3
by the housekeeping staff, with focus
being on Room #409 and the bathroom
therein, .

housekeeping staff on 08/09/13,:

enstire residents rooms, bathroomns, and
all areas frequently used by resndputs
are clean, homelike and free from

odors. |
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SUMMARY STATEMENT OF OEFICIENCIES

X410
PREFIX | [EACH DEFICIENCY MUST BE PRECEDEC BY FULL .
TAG REGULATORY OR LSC IDENTIFYING INF ORMATION) i

10

PREFIX

TAG

! PROVIOER'S PLAN OF CORRECTION
[FACH CORRECTIVE ACTION SHOULO BE

3 CROSS-REFERENCED TO THE AI'PROPRIATE

: DEFICIENCY)

T i

: X8}
COAP ETRIN
OATE

F 520" Conlinued From page 22
j 03/19/13 the Slaff Development Coordinalor |
conducled eduycalion with facillly stakeholders on
i clean home like environmenl, On 04/12/13 the
. Qualily Assurance Improvemenl! Nurse (QAPIN)
! and Dlreclor of Nursing (DON) conducled an
' inservice with the environmenlal slakeholders lo
" include audils thal would be compleled on adaily
i basls lo validale resident rooms and other areas |
of the facitity had been cleaned, i
I Further review of the POC revealed the ESD
i would conduct an audit of len percenl (10%) of
_rooms on each unit as well as spol check general |
! purpose areas lo ensure all were proparly
. cleaned and sanillzed, The QAPIN, ADON or
" Unit Manager would oversee the audiling process i
- and validate rooms wera being cleaned propedy.
These audlils would contlnue for a three (3) i
j month perlod or unlit substantial compliance had
* bean delermined by the Process Improvemen! |
i Committee (PIC}.

i Observallons durlng this survey revealed Room I
" 409 and lhe adjoinlng Balhroom on the !
i Reflections Unit had foul strong urine odors. i

i Interviaw, on 08/08/13 al 10:30 AM, with Certified |
Nursing Asslistant (CNA) #2 revealed she had

; become desensilized to the odors on the unit; !

" however, could smell a mixture of urine and

i disinfectant in Room 409 and in the adjoining ‘

" bathroom. i

! interview, on 08/08/13 al 10:40 AM, wilh i
| Housekespar #1, who was working the .
. Reflections unit revealed sha had cleaned Room !
i 409 three (3) limes so far that day and had to

: clean [hal room and bathroom more frequenily

| due lo conlinued odors. Furlher interview i

F 520
+

!
The SDC iniliated in-services for all

" staff on 08/09/13 regardiug a clean aid
' odor free envirommnent. Tle in-service is
on-going and all new hires will be
provided education during orieutation;
An “Enviromneutal Andit Tool” whéch
consist of date, room number, n'a,;sk.
I sanifizing sinks and commodes, all
i sirfaces cleaned, odors presen, dnd
HVAC Units Checked, ltems Idewtified
_ and  date  of correciion  will ibe
! completed three (3) times per week for
i one (1) month, then one (1) tine i)er
i week for one month on the Reflections
Community, consisting of 13 residénts
roowis or 14% of toldl facility resident
rooms, by the RPD or by the faciliiies
i department lieads, cousisting of DON,
i SSD, MDSN, Qol.D, ADON, UM,
MRM, SDC, RNS, DM and RD. All
remaining residents’ rooms will ' be
= completed one (1) time per week ' for
i one (1) inouth then at 10% (10 rooms)
per week thereafter by one of the above
named positions wnil  the  (Quglily
i Assurauce  Conmnitiee  defermines
i compliance. The resulls of the lool _’will
be addressed in the morning mcclfngs
(M-F) and discussed with the DIPO.
i The “Environmeutal Audit Tool” iwill

FORM CMS-2567102-99) Previpus Versions Obsolele Everd 10; MMEW 11
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: 1 DEFICIENCY) 1
! 5 ' . " "
F 520 Conlinued From page 23 | F 520@ be given to the facility Adm:mstratordan
_revealed she could smell urne odors in Room i the morning meeling (M-F) for reviey
| 409 and In the bathroom adjolning the room al - ‘
; the fime of interview. 'Monitorlng  Clianges To  Assure
i | i Continulng Conpliance
| Inlerview, on 08/08/13 at 3:31 PM, wilh he ‘ /¢ The QA Committee miceting was héld
Environmental Service Director (ESD), revealed ,
| Room 409 had a bad odor, "if doesn’l smell right”. on 8/22/13 with the Medical Director,
| However, the ESD further slaled he was unaware ! DON, ADONs, UMs, SSDs, MDSNs,
- of any tssues with odor in this room unflt the :' RNS, SDC, Rehabilitation Services
| survey, The ESD slaled he conlinued lo audit - X
" two (2) rooms each unll per week and found no 1§ I Manager (RSM), RD, .DM and QOI“fD'
t concerns with odors. ) I The Plan of Correction (POC) wyas
, ) : ;  discussed and approved by the
' Review of the Audil Tool for Environmentat i : committee d
: Services revealed Room 409 had nal been ' ORI o . i
" audiled since 05/17/13 by the Housekeeping i i ¢ The Administrator will present the
1 Supervisor. i k findings of the “Environmental Aildit
. ) E 3
| Inlerview, on 08/08/13 al 3:42 PM, with the | | Tool” to the QA Coumittee al ldast
é Qualily Assurance Nurse, revealed Ihere had : ! quarterly for review., i
been an ongolng audil done-since 03/2013 and  : : ¢ The Dircctor ofNursmg will complete a
i the audtls included checking two (2) rooms on i Bl dit of e “E tal
three (3) unils every week for cleanllness and ’ monthly audit ot fhe ”“"'“’0””"‘3“ a
| odors. She staled odor/air fresheners were used | i Audit Tool”, te—ensure—compliaes:
In each room and no odors were lisled as heing ! until the Ouality Assurance Conpnijlee
| present on the audits. Further interview revealed | i de! . /i ;
. there was no reporls lo QA of lingering odors In | ; elerinines compliance.
! Ihe residenl rooms/balhrooms. : { ¢ Results of the DON audits Wlll be
i i submitted o the QA Committee at least
" Interview, on 08/08/13 al 4:00 PM, with the ! terl - Q A C ttee shall
; Interim Director of Nursing (DON), revealed i quarterly. 1e QA Committee sha
" although she was aware there were ongoing ! determine continuance or cessation
L audils for odors, she did nol realize lhe odors ! relative to substantial compliauce. !
, were a conlinued problem. : : :
! ore n provie ; ! ¢  Any non-compliance will be addreSsed
i : i by the Administrator. i
? Date of Completion: ' 09-13-18
i ; :
Event ID: MMEW {1 Fachly Ilx 100074 if conlinuation sheal Page 24 of 24
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185146 8, WING L 08/07/2013
STREET AODRESS, CITY, STATE, ZIP CODE

200 GLENWAY ROAD

FOUNTAIN CIRCLE CARE & REHABIL(TATION CENTER WINCHESTER, KY 40391

o PROVIOER'S PLAN OF CORRECTION
(EACH C ORRECTIVE ACTION SHOULD GE
CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)

NAME OF PROVIDER OR SUPPLIER

1%}
COMPLETION

BUMMARY STATEMENT OF OEFICIENCIES
OATE

X9 |
: {EACH OEFICIENCY MLIST BE PRECEQEO &Y FULL

PREFIX
TAG ' REGULATORY OR LS C IOENTIF YING INFORMATION)

!
K 000 INITIAL COMMENTS

| CFR: 42 GFR 483.70(a)
!Build!ng: 01
_;!PIanApproval: 2/23/68

' SURVEY UNDER: 2000 Exisling

|
I‘ FACILITY TYPE: SNFINF

| TYPE OF STRUCTURE: One Slory, Typs !
(222) Prolected with one (1) room basemenl.

| SMOKE COMPARTMENTS: Siklesn (16) l

COMPLETE SUPERVISED AUTOMATIC FIRE |
| ALARM SYSTEM |

!FULLY SPRINKLERED, SUPERVISED (Wel and '
I Dry SYSTEM) !

i
i

{ EMERGENCY POWER: Thres (3) Type Il i
“Nalural Gas I

' Alife safely code survey was conducled on '
|08!07I13 The facility was found lo nol be in

| compllance wilh Title 42, Code of Federal |

I Regulalions, 483.70 (a) ET seq (Life Safely from i

|

|

|
!
|

é Fire). The faclllty Is licensed for one hundred |
! seventy-nlne (179) beds and the census was one : |
i hundred eighl (108) on the day of lhe survey.
| ]
The following demonslrale noncomplaince, with | K 629 ]
: Ihe highest scope and severlty being a *D" leve] | [
i deflciency ! . . . !
K 029 NFPA101LIFE SAFETY CODE STANDARD | K029 Immediate Corrective Action |
§8=0! l Residents Found To Be Affected ]
L !
¥ GJRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ,g,,m(xe; DATE

Sl . ;
Any defi anl ending with an aslerisk (*) denotes a deficlency which e nstifuiion may be excused from corrediing providing It rs délermina

othar safeguards provide suflilent profection o the patients. {See instructions.) Excepl for nursing homes, the findings stales above are disdosable 90 days
forlowing the dale of survay whather or nol a pian of comeclion Is providéd. For nursing homes, the above findings and plans of comrection are disclosable 14
days follovdng the daie Ihese documenls are mada avaliable Io the fadliity. f deficdéncies are cited, an approved plan of correction Is requistts 1o continued

program patticlpation,

‘For

Evanr rD MMEW21 Faciizyl :-4- :
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K 029 : Conlinued From page 1
: Ona hour fire raled conslruclion (wilh 3% hour

K029l' no specific resident experienced any

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391
STATFMENT OF DEFICIENCIES IX1) PROVIOER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORRECTION HIENTIFICATION NUKMBER: COMPLETED
A, BUILDING 01
185146 8, WING 08/07/2013
NALIE OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZI CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40381
(X410 i SUMMARY STATEMENT OF OEFICIENCIES T w ] PROVIDER'S PLAN OF CORRECTION e
PREFIX IEACH OEFICIENCY MUST BE PRECEDED @Y FULL I PREFX i {EACH CORRECTIVE ACTION SHOW.D BE | COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE I OATE
i DEFICIENCY) ;
[ ¢ No specific resident identified eind
!
!
i
i

| fire-rated doors) or an approved aulomallc fire
* axllngulshlng syslem in accordance wilth 8.4.1

| option is used, the areas are separaled from
i other spaces by smoke resisting parlitions and
! doors. Doors are self-closing and non-raled or

! 48 inches from the bollom of lhe door are

l permilled. 19.3.2.1

!
l This STANDARD Is not mel as evidencead by:

i Based on observatlon and Inlerview, ll was
i delermined lhe facillly falled to ensure rooms

of sixleen (18) smoke compartments.

! The findings include:

i rooms 318, 317, 318, 319, and 321 were being
Yused lo slore vanious flems (boxes, beds,

i lha doors wera nol equipped with self-closers,

: Rooms used for storage mus! be equlpped with

E fire. Tha observalion was confirmed wilh the
Mainlgnance Direclor,

i Intarvliew on 08/07/2013 at 2:03 PM, wilh lhe

i Ihat lhe rooms needed lo be equlpped with
i self-closers.

i field-applied proleclive plales thal do not exceed

i used for slorage ware equipped wilh salf-closers
laccording lo Nalional Flre Prolection Assocfalion
'I (NFPA) standards. The findings affecledone (1)
! QObservallon on 08/07/2013 al 2:03 PM, revealad

i resldent furnilure). Furlher observallon reveaied

self-closers lo pravent the spread of smoke and

{ Mainlenance Direclor, revealad he was not aware

| and/or 19.3.5.4 prolects hazardous areas. When |
" Ihe approved aulomalle flre extlnguishing syslem

negative outcome relative to this
f . f
alleged deficient practice. |

Door closures were installed I"on

rooms identified on 08/28/13.

' Identification of Other Residénts
| With The Potential to be Affected |

; ¢ The area identified was closed to
’ residents and utilized for storage
i purposes. Thus no other residlcnts
! were identified as this was a fon-
: resident area. I

¢ All storage areas were inspecteJ by

the Director of plant operations jand

the Administiator to assure| all
! storage arcas were within Life
Safety Code requirements, No gther
residents were identified as being
affected.

Measures Taken To Assure There
Will Not Be a Recurrence

will
of

!f

| , ,

I ¢ Plant Operations Director

, perform monthly inspectiond
|

Fach
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STREET ADDRESS, CITY, STATE, 2IP COOE
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WINCHESTER, KY 40361

(X410
PREFIX °

SUMMARY STATEMENT OF OEFICIENCIES
{EACH OEFICIENCY MUST @F PRECECQEQ BY FULL

{0} |
PREFIX

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTVE ACTION SHOULO BE
CROSS-REFERENCEO TO THE APPROPRIATE

! 1X5}
COMPLETION
DATE

REGULATORY Oft LEC IDENTIFYING INFORMATION)

DEFICIENCY) i

|
f
|

K 029i Conllnued From page 2

i The findings were conflrmed with the

i Adminiglralor al the exil confarence.

! Referance: NFPA 101 (2000 edlllon)

i 19.3.2.1 Harzardous Areas. Any hazardous areas
' shall be safeguarded

: by a fira barrier having a 1-hour fire resislance
| raling

- or shall be provided wilth an automalic

| exlingulshing system in

- accordance with 8.4.1, The aulomalic

| extinguishing shalt be

1 permitled lo be In accordance wilh 18.3.5.4.

t Where lhe sprinkier

i oplion i used, the areas shall be separaled from

ifolher

i spaces by smoke-resisling partilions and doors.
I The doors
i shall be self-closing or aulomalic-closing.
: Hazardous areas
: shall include, bul shall nol be reslricled to, lhe
! following:
. (1) Boller and fuel-fired healer rooms
l (2) Cenlral/bulk laundrles larger than 10012 (8.3
i m2}
'{3) Palnt shops
{4) Repalr shops
! (8) Soiled linen rooms
i (6) Trash colleclion rooms
: (7) Rooms or spaces larger than 50 fiZ (4.6 m2),
i Including
: rapair shops, used for storage of combustible
: supplles
| and equipmenl in quanlilles deemed hazardous
: by lhe
I authority having jurisdicllon
‘ (8) Laboratories employing flammable or
! combustible ralerlals

|
|
|
|
|

'lm;‘
| |
}
i

cozs|

| storage areas with report of any
discrepancies to the Quality
|  Assurance (QA) Committee at lehst

i quarterly.

[
E,Monitm'ing Changes To Assxllpre
i Continuing Compliance ;
, |
}0 The QA Committee shall monitor
the report at least quarterly \T‘ith
recommendations as needed | to
l maintain compliance.  The QA
Committce shall determine
| continuance or cessation relativg to
I! substantial compliance,
]

|
|

09-13-

FORM ChIS-2507(02-99) Previous Vasions Obsolele
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DEPARTMENT OF HEALTH ;;“ND }gl}hm.l\l gER\\//ICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0291
STATEMENT OF OEFICIENCIES {X1} PROVIDERSUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREC NON IWENTIFICATION NUMSER: A BUILOING 01 COMPLETED
185148 8. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATF, ZIP CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABIL(TATION CENTER WINCHESTER, KY 40381
(X4) D SUMMARY STATFMENT OF OEFICIERCIES W o - PROVIUFR'S PLAN OF CORRECTION X8
PREFIX {EACH QEFICIENCY MUST 8E PRECEQE D BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULO 8F COMPLETION
TAG :  REGUATORY DRLSC IOENTIFYING INFORMATION) l TAG [ CROSS“REFEREQ'SSE,;%%E APPROPRIATF DATE
i :
! ! |
K 029 Conllnued From page 3 | K 029|
- in quanlillas less than those that would be : !
considered l ! ;
‘ a severe hazard. ! ; |
! Exception; Doors in raled enciosures shall be i I ‘
. permilled lo have nonraled, ; f !
| faclory- or field-applled prolectlve plales I i !
. @xtending nol more | i :
! than 48 in. (122 c¢m) above he bottom of the !
' door.
K 056; NFPA 101 LIFE SAFETY CODE STANDARD !I K 056|! |
85=D/
| If there is an aulomalic sprinkler syslem, il is ' ’
, inslalled In accordance with NFPA 13, Slandard |
for lhe Inslallalion of Sprnkler Syslems, lo ' K 056
]; provide complele coverage for all porlions of the ¢
bullding. The syslem Is properly malnlained in =~ | . . A e
_ accordance with NFPA 25, Standard for the I {mi‘{]edlﬂte Corrective Action i}‘or
| Inspecllon, Tesling, and Maintenance of i Residents Found To Be Affected |
' Waler-Based Flre Prolecllon Syslems. lllis fully
| supervised. There Is a rellable, adequale waler | : e :
" supply for the syslern. Required sprinkler I ¢ f{o . fsp;mfic resident(s)  were
{ syslems are equipped with water flow and lamper | identitied.
switches, which are electrically connected lo lhe l
: building fire alarm system.  18.3.5 Identification of Other Residents
I With The Potential to be Affected l
. ' + All residents residing on the CHerry
This STANDARD s nol mel as evidenced by: Blossom Community have | the
. Based on record raview and Interview, it was l ial be aff d H
| delermlined lhe facility failed lo ensure sprinkler | p9tent1a to ve altected. owever
i syslems were mainlained according lo Nallonal given there were no negéﬁwe
Fire Proleclion Associalion (NFPA) slandards, outcomes  before the flushing
The findings affecled four (4) of sixleen (1‘ 6) procedure  was  performed ! oon
sioke compartmenls, twenty slx (28) residents, / ] .
slaff and visilors. 08/23fl 3{,i no other residents were
identified. |
The findings Include: ]
Event I0: MMEW21 Faclily ID: 130074 if continuation sheel Page 4 of 8
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FORM APPROVED
OMB NO. 0938-0391

' Record revlew on 08/07/2013 at 12:38 PM,

I lhe facility would need lo have the sprinkler
the Mainlenance Direclor.

| Intervlew on 08/07/2013 al 1:28 PM, with lhe
i Mainlenance Direclor and lhe Adminlstralor,

I ensure the operalionof lhe sprinkler syslem,
| Referance: NFPA 25 (2000 edllion)

‘ obslructive forelgn matter, an obslruclion
| investigallon shall be conducled for system or

f condillons exist:

!f from
: open bodies of water

j rouline
S water lesls

! (c) Forelgn materials in fire pumps, in dry pipe
| valves, or In
i check valves

! plugging
I of inspeclor ' s tes! connection(s)

|

| revealed during Ihe 05/22/2013 Inspectlon of the
facillly sprinkler syslem by an oulside conlractor,

| syslem flushed. The findings were conflrmed wilh :

|
! ravealed the facilily was scheduled to have the
I inspection done on 08/18/2013. Further Interview
" with the Adminislralor revealed il had laken this
long lo have the work performad due lo bldding
oul the job. Sprinkler systems musl be flughed lo

1 10-2.1* To ensure thal piping remains clear of all
: yard maln plplrg wheraver any of lhe following

! (a) Defeclive inlake for fira pumps taklng suction

! (b) The discharge of obstructlve malerial during

L (d) Foreign malerial In water durlng draln lests or

I
|
|

STATEMENT OF DEFICIENCIES {X1} PROVIOER/SUPPLIER/CLIA IX2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING 61 COMPLETED
185146 8. WING 08/07/2013
WNAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COOE
200 GLENWAY ROAD
A H C
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40301
x40 | SUMMARY STATEMENT OF DEFICIENCIES 0| PROVIDER'S PLAN OF CORRECTION L py
PREFIX | (EACH OEFICIENCY MUST BE PRECEOED @Y FULL PREFIX | {EACH CORREC TIVE ACTION SHOULD BE | COMALETION
Tna | RFGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO TtIE APPROPRIATE | OATE
i DEFICIENCY] [
¥ - P i
i ¢ The facility had requested jan
K 056 : Conlinued From page 4 K 056 mspectlon on 05/22/1 3 {Jé(}n

receipt of the outcome of ihts
inspection, quotes were immediately
sought for corrective action. Upon
receipt of bids and selection; of
contractor,  the  service  was
i‘ scheduled for the week of 08/19/13.
This was in process prior to suryey.
There were no other resident ateas
identified and thus no other remdf:nts
affected. :

[ Measures Taken To Assure There
' Will Not Be a Recurrence

| i

] 4 Plant Operations Director ‘Wlll
present required mqpcctlon regorts
to the Administrator for review u l?pon
completion and also the QA
Committee at lcast quarterly, ;

Monitoring  Changes To  Asgure

Continuing Compliance [
[

| ¢ The QA committee shall re\_Efiew

- required  inspections  at jeast

quarterly to assuwe confor ance

with life safety codes. The | QA

Committce  shall dctcrfm'ne
|

i

FORM CIS -2687(02-99) Pravious Varsions Obsclela
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STATEMENT OF DEFICIENCIES tX1) PROVICER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

188146

£X2) MUATIPLE CONSTRUCTION
A, BUILDING 01

1X3) OATE SURVEY
COMPLETED

08/07/2013

B, WING o

NAME OF PROVIDER CR SUPPLIER
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
WINCHESTER, KY 40391

x4 SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDEQ BY FULL

PREFKX |
TAG | REGULATORY OR LEC IDENTIYING INFORMATION)

o PROVIDERS PLAN OF CORRECTION | s
PREEI | {EACH CORRECTIVE ACTION SHOULO BE COMP ENON
CROSS-REFERENCEQ TO THE APPROPRIATE

DEFICIENCY)

DALE

K 056 Conlinued From page 5

il (e} Plugged sprinklers

> during
| bullding alleralians

l (g) Failure lo flush vard piplng or surrounding
| public mains
: following new Inslallatlons or repalrs

: valva(s)

|
i () A system thal Is relurned lo service after an

 extended
| shuldown (greater |han 1 year)

I (k) There Is reason lo bellave thal lhe sprinkler
j syslem conlalns

" sodium sllicale or highly corrosive fluxes in

j copper

. systams

i the fire
' deparlmenl comnaclion.
10-2.3" Flushltyg Procedure. !if an obslruction
' Invesligation
1 cerTiad out in accordance with 10-2.1 Indleales
| the presence of
I sufticlan! materlal lo obstruct sprinklers, a
complela flushing
i program shall be conducled. The work shall be
; done by quslified

| personnel.
K 103 : NFPA 101 LIFE SAFETY CODE STANDARD

§8=D/
{

| (f) Plugged plplng In sprinkler syslems dismantied

i' (M) A record of broken public malns In the vicinity

i (i) Abnormally frequent false Iripping of a dry plpe |

1 () A systetn has been supplled wilh raw waler via

T
|
i
!
}
!
i
|
|
|
|

|

|
|
|

i
|
f
|
]
L
2

| Date of Completion:

e e e e

K103

continuance or cessalion relativel to

K088  substantial compliance.

09-13-13

;,
|

FORMN CMS-2B67(02-99) Pravicus Vel sions Obisolela

Evenl [D: MMEW2 | Faciity 1D: 100074
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
’__“QENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT OF OEFICIENCIES {X1) PROVIDERSYPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 COMPLETEQ
185148 B. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CI I, STATE, ZIP CODE
200 GLENWAY ROAD
E
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40351
o ! SUMMARY STATEMENT OF OEFICIENCIES [ o PROVICER'S PLAN OF CORRECTION [ ol
PREFIX {EACH DEFICIENCY 8US I BE PRECECED BY FULL I PREFIX (FACH CORRECTIVE ACTION SHOLULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCEO TO THE APPROPRIATE DATE
| } DEFICIENCY) i
T

| |
i 'K 103 (*Note: The partition walls
K103 Conlinued From page 6 K 103 identificd have been in place for

I
|

| Interior walls and partilions in bulldings of Type I | | approximately 20 years.) |
| or Type Il constructlon are noncombuslible or l ;
: limiled-combuslibie malerials, 19.1.8.3 ; i . |
| Immediate Corrective Actton f‘or
i

| Residents Found To Be Affected
{ This STANDARD s nol mal as evidenced by:

| ¢ No specific resident was idcntiﬁerﬂ.

| Besed on observatlon and inlerview, thefacillly | . . . .
| failed lo construc! a parlillon wall using Identification of Other Residcnts
; noncombuslible or limlled combuslible malerials With The Potential to be Affected

l in a noncombustible slruclure according lo

| Nalional Fire Prolaclion Associallon (NFPA) . .

: standards. The deficient praclice affecled one (1) ¢ Given these walls are outside {the
- of sixleen (16) smoke comparlments. satellite kitchen area, any resident

EThe findings Include: within that area has the potential to

- be affected. However, this aren is

]
|
| Observalion on 08/07/2013 al 2:18 PM, revealed | Ly .
| 1he faclilty had construcled two (2) partition walls, | wilhin the closed area of the fﬁChlf}’
l and has limited access to ambulatory

| 5 (five) feet In heighl. The observalion was
] confirmed wilh the Maintenance Dlraclor. l and/or residents utilizing the diping
| area. No resident was identified as
[ |
i

being affected. |

| Interview on 08/07/2013 al 2:18 PM, with the

| Malnlenance Direclor, revealed lhe facility had

| conslrucled lhe walls oul of ordinary conslruction
| (wooden 2x4 studs), further observallon revealed |
: lhe Mainlenance Diraeclor was unsure of the

| orlginal construcllon dale dus lo the walls belng

I
 construcled before he was employed at the | Measures Taken To Assure There

|

|

I g .
facillty. Partillon walls in a noncombusllble .
4 Will Not Be a Recurrence

| struclure must be constructed using
: noncombyslible conslruclion orlimlled
| combusllble malerials lo preven! the spread of

i fire,

|
{ ¢ DPartition walls idenlified wil] be
l’ removed and thus present no fu!'ther

| The findings wera confirmed wilh the issue relative lo resident safety.

|

l Adminlslralor al Exll Conference. I i |

| L |
2

Faclily |0: 160074 If conlinuation sheof Page 7 of 8
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1

__CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1} PROVIDER'SURPLIERICLIA 1X2) MULTIPLE CONSTRUC IION {X3) DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEQ

A, BUILOING 01
1851486 B.WING (8/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER KY 40391
{x4)10 1 SUMMARY S TATEMENT OF DEFICIENCIES oo PROVIQER'S PLAN OF CORRECTION £x5)
BREEIX ;| {FACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) | "tag | CROSS-REFERENCEQTO THE APPROPRIATE DATE
i i DEFICIENCY)
i 'Monitoring Changes To Assure

K 103 | Conllnued From page 7
| Reference: NFPA 101 (2000 edllion)

! 19.1.6.3 All Interlor walls and partitions In
] buildings of Type

Plor Type Il conslrucllon shall be of

| noncombustible or limiled-

. combuslible malerials.

| Exceplion:* Lisled, fire-relardan!-lrealed wood

: sluds shall be permilled
| wilhle non-lead bearlng 1-hour fire-raled

I" partillons,

l
|'
]
|

K 193j Continuing Compliance

! ¢ Any additions that affec! Life Saflcty
! Code adherence shall be reviewed
! by the Corporale Architect for
assurance of conformance to Life
Safety Code requirements.

09-13-

Date of Completion:

FORM CAS-2567102-39) Pravious Versions Obsolsle

Evanl Il MMEW2 |
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