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FOOD, INITIAL COMMENTS 

I A Recertification Survey waS Initiated on 
08/06/13 and concluded on 08/08/13. 

: Deficiencies were cited with the highest Scope 
i and Severity of a "0". 

F 160' 483.10(c)(6) CONVEYANCE OF PERSONAL 
SSuD I FUNDS UPON DEATH 

I Upon the death of a resident with a personal fund I 
I deposited with the facility, the facility must convey 
within 30 days the resident's funds, and a final 

I accounting of those funds. to the individual or 
probate jurisdiction administering the resident's 

I estate. 

, ThiS REQUIREMENT is not met as evidenced 
; by: 
I Based on Interview, record review, and review of i 
. the facilitY's policy, it was determined the facility 
i failed to convey the deceased resident's 
(Unsampled Resident E) personal funds and a 

" final accounting to the individual or probate 
, jurisdiction administering the individual's estate 
: within 30 (thirty) days. 

i The findings include: 
, 
I Review of the facl!lty's policy, 'Conveyance of 
I Funds upon a Resident's Death", dated June . 
, 2007, revealed within thirty (30) days of the death i 
i of a resident, the facility would convey the 
, deceased resident's personal funds and final 
, accounting of those funds to the individual or 
, probate jurisdiction administering tho resident's 
! estate. 

I 
. Review of Unsampled Resident E's medical 
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F 160: F 160 
I Foulltaln Clrele is conlmltted to ensure 
· that upon tIle .IIsellarge of a resident with 
I a personal fund deposited with the 
· faclIlty, the facility will convey within 
I thirty (30) days tbe resident's funds, a,nd 
· a final accounting of those funds, to ihe 
! individual or pl'obate jurisdiction 
i admiulsterlng the resident's estate, 

Immediate COI'reotlve Action tor 
! Residents Found To Be Affected 

• Residelit #E was refunded on 06/12/13 
as indicated by surveyor. This will' a 
direct result of trallsfer of fullds fi:om , 
previous owner, 

Identification of Other Residents Wltb 
Tbe Potential to be Affected 
• All discllarged residents since inccpiioll 

of facility on 04/01/13 were revieWed 

with 110 other residents ident ified. 
I 

Measures Taken To Assure Tbere Will 
Not Be a Recurrence 
• Business Office Manager (BOM) \vill 

report to Administrator monthly! all 

nTlE )0 

eflc.le slalemen endIng with an aslerisk (')denotes a deficiency \mch the tnslttution maybe excused from correcUng PiOvkling II' deto tned thai 
other safeguards provide sufficient prolection to the patients. (See Instructions.) Excepl fO( nUffitng homes, the findIngs staled above are dlsCfosabte 90 days 
fOl!ooMng Ihe dale of survey\'ktelher or nol a plan of Q)rrection IS proVided. For nursing homes, the abo\le findings and plans of corroction are disCfDsable 14 
days follOVting the dale these documents are made available 10 the facliity. If daffdencles are died, an approved plan of corroctfon is requisite 10 conllnued 
program partIdP,Uion, 
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F 160 ! Continued From page 1 

I record, on 08/08/13, revealed the facility admitted i 
. the resident on 12126/12 and the resident expired I 
[ on 04/02113. . 

i Review of Unsampled Resident E's financial , 
I record, on 08/08/13, revealed the facility recorded! 
. the death of the resident on 04/02113 and the final i 
I accounting of the account was on 06/12113. ' 

t 
I 

i Interview with the Business Office Manager, on 
i 08/08113 at 5:10 PM, revealed current ownership I 
of the facility waS initiated on 04/01113. The 

I Business Office Manager stated the ctlrrent 
owner did not receive residents' account and I 

i funds from the prior owner until June 2013. The 
· Business Office Manager further stated the I 
I current owner was able to provide current I 
I reSidents residing in the facility access to their . 
· personal accounts and were able to provide funds I 
! to these residents starting on 04/01/13. 

i Interview with the Administrator, on 08108113 at i 
· 6:35 PM, revealed his expectaUon was to have a 
! decreased resident's final accounting of the I 
, account to be completed within the timeframe 
I according to regulations, which was 30 (thirty) I 
, days. 

F2521483.15(h)(1) i 
SS~D! SAFEICLEANICOMFORTABLEIHOMELIKE i 

· ENVIRONMENT 
i i 
· The facilfty must provide a safe, clean, 
I comfortable and homelike environment, allowing I 
i the resident to use his or her personal belongings I 
, to the extent possible. ' 

j I 
i This REQUIREMENT is not met as evidenced i 

i 
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! 

discharged residelltB along with a record 

ofretu111 of fullds tor same. 

: Monitorlug Challges To Assu'.-e 
. Continuing Compliance ; 
I. BOM shall report to the QA committ,ee 

! at least quarterly of all discharged 

! residents along with a record of retUrn 
; 

I 

I 

i 
I 

of funds for same if applicable. 'rhe 

QA Committee shall determine 

continuance or cessat ion relative r to 

substantial compliallce. 

Date of COlli pletlon: 

F252 

, 
09-13-1, 

i 

i Foulltaln Ci"cle is comDiitted; to 

I providing a safe, clean, contfortable and 

homelike envil'onment, allowing I·esident. 
! to use hi. or hel' personal belongings to 

i the extent possible, 

F 2521 Immediate COI'I'ective ActIo II For 
: Resident. Found To Be Affected 

I • 
Residellt #19, alld Unsampled Residfnt, 
B, C and D, expericnced 110 IJegative 
outcomes dlle to the alleged deli'!ient 
practice of foul odors in Room 409jand 
ill the bathroom tOr room 409. 

! • Rooills #409, and the bathr9om, 
induding the floors, were deep cleaned 
with a detlnser, on 08109113 by! the 
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, 

,by: I 
, Based on observation, intervtew, and review of . 
i facitity's policy, It was determtned the faclilly failed i 
, to ensure a safe, clean, comfortable and . 
I homelike environment for one (1) of twenty-two I 
. (22) sampled residents (Resident #19) and three , 
I (3) Unsantpled Residents (Unsampled Residents i 
, B, C, and D). i 
I ' 
'Observation during survey revealed there was a I 
i foul odor of urtne on the Reflections Unit in Room: 
, 409 and In the bathroom which was shared by I 
I residents in Room 409 and 410. 

I The findings include: 

: Review of the facility's "Five Step Dally Resident i 
Room Cleaning" Policy, revised 07/08, revealed 

i resident rooms were to have the following I 
, completed daily; empty trash, disinfect horizontal 
I surfaces using a germicide, spot clean the walls, I 
, dust mop, and damp mop to dtslnfect. 
I 
Review of the "Seven Step Dalty Washroom 

I Cleaning" Policy, dated 01/05, revealed the 
bathrooms were to have the following cornpleted; • 

: check supplies for toilet paper, paper towels, . 
soap dispensers, empty trash, dust mop the floor, i 

I clean and sanitize the sink, tub and commode : 
, using a germicide, spot clean the walls, and I 
i damp mop the floor using a germicide solution. . 

i 
, Review of Resident #19's medical record 
I revealed diagnoses which included i 
• Non-A1zhelme~s Dementia and Anxiety. Review ' 
! of the Signlffcant Change Minimum Data Set ! 
,(MDS)Assessment, dated 06119/13, revealed the I 
I faclilly assessed the resident as having a Brief : 
; Interview of Mental Status (BIMS) of eight (8) ; 
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F 2521 
housekeeping staff, The comn.odein 
the bathro01ll of Room 409 had' a 
cracked flange and was replaced pn 
08/08/13, 

I 

I 

, 

I 

I 
I 

I 
; 

I Identification of Other Residents With 
'The PotentiHI to be Affected 
!. The Director of Plant Operations (DPb) 

completed walking rounds of all IInits 
and residents rooms on 08/09/13,' to 
ensnre rooms and bathrooms were clean 
and free from odors. In addition, !all 
areas utilized by rcsidents, including 
activity area, lobby, therapy 1'00,hS, 
dilling ureas, and outdoor areas w¢re 
inclnded ill the rounds by the oro. No 
other areas were identified as bdng 
affected. None-the-Iess, all reside!)ts' 
rooms, bathrooms and floors on .the 
Reflections Community (where Rdom 
409 is located) were deep cleaned, on 
8/9/13 by the honsekeeping staff, with 
focus being on Room #409 and 'the 

• 
bathroom therein. ! 
On admission al.d qllru1erly, resi1cnt 
interviews arc completed and residents 
are encouraged to use their pers6nal 
belongings to emphasize a homeJike 
environment within the tacility. 'No 
resident ,.egative olltcomes ,vere 
identified via review oftlIese interviews 
by the Administrator, In fact, residents 
and families have complimented! the 
cleanliness and homelike envir01ll1'ent 
since Signature HealthCARE arrivefl 
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F 252 i Continued From page 3 
: indicating cognijlve Impairment. 
! 
i Observation of the Reflections Unit, on 08/06113 ; 
at 1 :00 PM, revealed a strong odor of urine in i_ 

I Room 409, In the bathroom shared by Room 409 
and Room 410, and in the hallway by Room 409. ! 

t Further observation revealed Room 409 was : 
I shared by Resident #19 and Un sampled Resident I 
-C. An adjotning bathroom connected Room 409 I 
! to Room 410 and Unsampled Residents Band 0 . 
: resided in Room 410. I 
i I 
, Observation, on 08/08/13 at 10:20 AM, revealed 
. Restdent #19 ambillated from the dining room to I 
, Room 409 with a rolling watker. Strong "rine i 
I odors were noted in Room 409 as well as In Ihe I

_ bathroom which adjoined Room 409 and Room 
! 410. Interview with Resident #19 at the time of I 
_ the observation revealed she/he did not smell any: 
; odors. ~ 
! i 
Interview, on 08/08/13 at 10:30 AM, with Certified: 

I Nursing Assistant (CNA) #2 revealed she had ! 
i become desensitized to the odors on the unit; I 
however, could smell a mixture of urine and 

i disinfectant in Room 409 as well as tho i 
· bathroom. 
i ! 
t Interview, on 08/08/13 at 10:40 AM, with I 
· Housekeeper #1 revealed she always worked the ; 
i Reflections Unit. She stated she smelled odors I 
, on the unit in the mornings and dtd not smell the I 
, odors after cleansing rooms and bathrooms with ' 
! distnfectants and using air freshener. She further i 
slated her dally routine consisted of cleaning the ; 

i resident bathrooms with disinfectant including the i 
, sinks, toliet. and dusting the rooms as well as I 
· mopping residents rooms and bathrooms . 
i everyday. Housekeeper #1 revealed she cleaned! 

FORM CMS.2667(02.99) Prevtous VersiOns Obs,oIele EvenIID:f.lMEW II 

PRtNTED: 08/22/2013 
FORM APPROVED 

OMB NO. 0938-0391 
(X2) MULTIPLE coNSTRue nON (X3) DATE SURVF.Y 

COMPlE rEO A. eUllOING _______ _ 

B.WING 08/08/2013 

10 

STREET ADDRESS, CITY, STATE, liP CODE 

200 GLENWAY ROAD 

WtNCHESTER, KY 40391 

"'" I PREFIX t 
PROVIOF..R'S PlAN OF CORREC nON 

(EACH CORRECTIVE AcnoN SH01..t.OBE 
CROS8--REFERENCEO ro rHE APPROPRiATE 

OE FICIENCY) 

1 COMPt£noN 
. OATE . TAG 

j I ; 

! 
F 252! 

: Measures Taken To Assure There Will 
I Not Be a Recnl'rcnce , 
I. The DPO completed re-education oqhe 
, housekeeping staff on 08/09/13, . to 
j ensure residents rOOI11S, bathrooms, aitd 

_ all areas frequently nsed by residents 
are clean, homelike and free fh,)ln 
odors. 

i. The Staff Developlllent Coordinaior 
(SDC) initiated in-services for all staff 
on 08/09/13 regarding a clean and odor 
free environment. The ill .. service is 011-

going and all new hires will be provi~ed 
education during orientation. ! 

• An "Environmental Audit Tool" wili be 
completed three (3) times per week -for 
oue (I) month, then one (I) tin,eper 
week on the Reflections Community by 
the Reflections Program Director o( by 
the facilities depaliment heAds, 
consisting of Director of Nursing 
(DON), Social Service Director (S~D), 
MDS Nurse (MDSN), Quality of Life 
Director (QoLD), Assistant Director of 
Nursing (ADON), Unit Manager (UM), 
Medical Records Managers (MRM), 
SDC, the Restorative Nnr~ing 
Supervisor (RNS), Dietary Manger 
(DM) and Registered Dietitian (RD). 
All remaining residents' roo,"s will be 
completed one (I) time per week for 
one (I) Inonth then at 10% per \reek 
thereafter by one of the above n~med 
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F 252 Continued From page 4 
the bathrooms again after lunch, and cleansed 
the walls two (2) to three (3) times a week. She 
stated she had cleaned Room 409 and the 

, adjoining bathroom tll-ee (3) limes so far that day, 
· and had to clean that room and bathroom more 
, frequently due to odors. Continued interview 
, revealed she checked the bathrooms again after 
tunch and sometimes the residents missed the 

,toilet. She stated she occaslonatly had 
complaints about odors from staff. The 

, Housekeeper stated she coutd smell urtne odors 
, in Room 409 and in the bathroom adjoining the 1 
· room al the time of Interview. 

tnterview, on 08108113 at 2:20 PM, with Licensed 
· Practical Nurse (LPN) #3/Unit Manager during an 
observation of Room 409, revealed she did smail ! 

, odors tn Room 409 and in the adjoining , 
· bathroom; however, did not remember any 
complaints from staff, residents or families. 

Intervtew, on 08/08113 at 3:31 PM, with the 
, Environmentat Service Director (ESD), reveated 
· he stated, "yes, I smell it", as he entered Room 
, 409 from the main haltway, He stated, "it is a bad 
odor and II 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 process used for odor elimination 
was to rule out the source of the odor. He stated 
his plans for Room 409 bathroom v.ould be to pull I 

, out the toilet and examine and replace the wax . 
ring and examine the flooring under the toilet. He ' 

, further stated he audited two (2) rooms each unit 
, per week. 

,ReviewoftheAudi! Tooifor Environmental 
Services revealed Room 409 had last been 

, audited on 05/17/13 by the Housekeeping 
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F 252 
positions. The results of the tool will be 
addressed in the morning meetings (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. 

, Monitoring Changes To Assure 
, Continuing Compliance 

• The Administrator will present the 
findings of the "Environmental Andit 
Tool" to the QA Committee at least 
quarterly for review, 

• The Director of Nnrsing will cmnplete a 
monthly audit of the "Environmental 
Audit Tool" to ensnre compliance, 

• Resnlts of the DON audits will be 
submitted to the QA Committee at least 
quarterly, The QA Committee shall 
determine COllt inu811ce or cessatioll 
relative to substantial compliance. 

• Any non-compliance will be addressed 
by the Administrator. 

, Date of Com(1letion: 09-13-1 
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, Supervisor and no odors were present at that 
'lime. 

i 
· Interview on 08/08/13 at 4:00 PM with the Interim i 
; Director of Nursing (DON), revealed she was 
i aware there were ongoing audits for odors and 
• did not realize the odors were a continued 
, problem. 

F 282 i 483.20(k)(3)(ii) SERVICES BY QUALIFIED 
SS~Dt PERSONSIPER CARE PLAN 

I The services provided or arranged by the facility I 
; must be provided by qualified persons in 
· accordance with each resident's wrilten plan of 
I care, 

I This REQUIREMENT is not met as evidenced ' 
; by: 

Based on observation, interview, and record 
; review, it was determined the facility failed to I 
i ensure services provided or arranged by the t 
. facltlty mot professional standards of care for one I 
i (1) of twenty-two (22) sampled residents 
, (Resident #2). 

! Residenl #2 had a Physician's Order for heel 
i protectors to bilateral feet while in bed for 

prevenllon. However, observation on 08/07/13 
, revealed the heel protectors were not applied 
! while Resident #2 waS in bed. 

; The findings include: 

i 
. Review of Resident #2's medical record revealed ! 
i diagnoses which included Demenlla, Chronic I 
! Renal Insufficiency, and End Stage Cancer of the i 
,Colon. Review of the Quarterly Minimum Data ! 
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F 252' , 
;outcome to resident per surveyor's note, 
'Furtbermore as indicated by surveyor 
'beels . were floated on pillow wblle 
i protector. were being laundered.) , 
; Fountain Circle Care & Rebabilltation 
; Center Is committed to enSure services 
: are provided by the facility tbat me~ts 
. pl'Ofessional standards ofcare. 

F 2821 ' 

Immediate COl'r""tive Action For 
; Residents Found To Be Affected 

'. Resident # 2 experienced no negative 

~ outcomes. ! !. Due to no pressure sores heing present 

! for Resident #2, heel protectors were 

! discontinued by the Physician. 

[ 
Identification of Otber Residents Wltb 

; Tbe Potential to be Affected 
I • A 100% chart alldir of all residenls care 

plans, wil}, [OCIIS on all ass/stlve !alld 

prevelltative devices. !Vas completed, 011 

09106113, by ADON. UM. and Ihe tiNS, 
Walklllg rOllllds tvel'e also perforllle~ 011 
09106113 by Ihe ADON. UM alld RN.~, to 
inc/'u/e visual observations 0/ all l'eSi~elltsl 
to ensllre residellts care plans tvere lieing 
followed No olher residelils lYere Idenlified 
as being affecled by Ihe alleged deficlenl 
pl'aclice. : 

• A 100% chart andit of all residents 

Physician's orders to inclnde all devices 

was completed on 8/14/13 by the 'oM, 
FacJIlylO: 100074 It oontinua~on sheel Page 6 of 24 
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F 282 . Continued From page 6 ! 

, Set (MDS) dated 07/22/13, revealed the facility . 
i assessed the resident as having a Brief Interview I 

, of Mentat Status (SIMS) of a three (3) Indicating i 
! cognitive impairment. Further review revealed . i 
I the facility assessed the resident as requiring 
I total assistance with transfers and bathing, as I 

ambulatlon not occurring. and as always I 
I Inconlinent of bowel and bladder. The facility also' 
I assessed the resident as being at risk of I 

developing pressure ulcers. ! 

i 
. Review of Ihe Comprehensive Plan of Care, I 

I dated 07/30/13, revealed the resident had a btood I 
i blister on the left great toe, recurrent excoriation . 
: of the buttocks and groin as well as an Increased I 
, potential for altered skin Integrity related to I 
I Dermatilis, age, recurrenl diarrhea, and a history I 
of skin breakdown. The Interventions Included 

I heel protectors bitaterally while In the bed. 
i Review of the Physician's Orders dated 08/2013 i 
revealed orders for heel protectors to bilateral 

j feet whne in bed for prevention. 
, 

i Observatton, on 08/07/13 at 11:00 AM. reveated 
i Resident #2 was in the bed and the resident's i 
heels were on a pillow and the heels were not 

! touching the mattress; however, there were no 
I heel protectors noted. 

i Interview with Cortlfled Nursing Assistant (CNA) 
. #3, who was assigned to the resident at the time i 
I of the observation, revealed the resident had no 
; heel protectors ordered but she would check Ihe i 
. Assignment Sheel which she carried in her 
t pocket for a reference to be sure. After checking i 
, the CNAAsslgnment Sheet, she stated the I 
, resident was to have heel prolectors; however, ' 
i she could not find any in the resident's room. I 

H1RM CMS·2567(02.Q9) PrevIouS Version, Obsolele ev"niIO:IAMEWIi 

F 2821 
ADON, Quality Assurance 

(QAN), DON and the RNS. 
j i 

• Walking rounds, which inclnded' a 
! visual observation of all residellts, ,Jas 
j completed on 8/14/13 to ensure all 

residents Physicians' orders for ~II 
devices were in place. The walki'ng 

rounds were completed by UM, ADON, 
; 

RNS and the DON. ' i. , No residents 

atrected by 

practice. 

were identified to 'be 
this alleged defici!mt 

i 

i 
Measures Taken To Assure There Will 

I 
Not Be a Recurrence 

! • An In-service for all nursing staff (lV"ie" 
I Included all dil'eer care staff) was initiated 

i on 8/9/13 and concluded on 8/14/13; by 

! 
: 

, the SDC and the QAN related, to 

following Physicians' orders ,alld 

implemenllng resldellrs care pla"s. All 'lew 

hires nursi"g staff, IVhieh includes all direct 

care staff, will be in-serviced during 

orientation on following Physicians 

, 

i 

i 

i • , , 

i 
I 

i , 

, 
orders care plaus . 

The UM/ ADON will complete audits 

by doing walking rounds, twice daily 
I 

for one month, then weekly therea,fter, 

checking each resident's devices, 'and 

ensuring that all Physician orders 'mrd 

care plans are implemented 'mrd , 
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Interview, on 08/07/13 at 11:05AM and 2:10 PM 
i with LPN #5, revealed she was assigned to 

Resident #2 and the heel protectors must have 
i been In the laundry. She stated the heel 
, prolectors were listed on Ihe Treatment 
, Administration Record (TAR) as a "For YOl" 
i Information' (FYI) for the nu/ses to check to 

ensure they were in place. However, she had not 
i yet checked for heelboots at 11:00 AM when Ihe i 
. resident was observed in bed without the heel 
I boots. 

! Interview, on 08108/13 at 2:20 PM with LPN 
, #4/Unit Manager (UM) where Resident #2 
I resided, revealed the heel protectors were 
i important to prevent skin breakdown and the 
, nurses on the floor were to check to ensure they 
! were In place. Further Interview revealed as Unit 
Manager she used the CNAAsslgnment Sheet 

I and checked to ensure care was being provided 
, and devices were In place every two (2) weeks. 
! LPN #4/UM stated she also ensured Ihe CNA 
I Assignment Sheet was updated daily. Continued I 

. Interview revealed she did rounds on the unit 
i three (3) times a day to check the residents and : 
. ensure devtces such as heel boots were in place .• 
I I 
, Inlerview, on 08/08/13 at 4:00 PM, with the 
I tnterlm Director of Nursing (DON), revealed 
, all hough the staff had talked about possibly I 
! discontinuing Ihe heel protectors and just floating 
, the heels for this resident, the heel protectors i 
, should have been In place as per the resident's I' 
, plan of care. 

F 314' 483.25(c) TREATMENT/SVCS TO 
SS~D I PREVENTIHEAL PRESSURE SORES 

; Based on the comprehensive assessment of a 

I 
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F 282i 

j 
followed. This practice will be on-

going. 

: 
i 

i 

I 

i 
, 
! 

, 
'. The weekend Supervisor will cOlhplete 

I andits by doing walking roullds twice 

!. 

• 

daily for one month, then weekly 

thereafter to enslIre each resident 

Physicians orders alld care plallS are
i 
ill 

~ ill/plemellted {Jlldfollowed. . 

All uelV Physicians' orders and mry 
residellt cm'e plolls req"irillg challges 
ilf the previofls 24 ho",s will ,be 
reviewed daily in the morning clinital 

meetings with the UM, ADON, QAN, 
SDC and DON to ensure all PhysicillOS 

orders alld care plalls arc implemellted. 

The Weekend Supervisor will revjew 

the weekelld orders to ellsure Physic/mr 
orders alld szrbseqlrelll care plans :are 

implemented alld followed : on 

weekellds. 

To Monitor'lug Cbanges 
! Coutinuing Compliance 

; 
Ass)lre 

; 

i • The DON will review the audits daily 
. for one month, then weekly therea!!er, 
I to ensnre compliance of all Physicians' 
; orders. ' 

• The Direc/or of Nurslllg will do weekly 
lValking rOllnds for Dill! 1II01l1h. thell lV~ekly 
for two weeks. 10 observe rhot all residenls 
care plmrs are implemented alldfollolY~d. 

; 
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i residenl, the facility must ensure that a resident 
! , who enters Ihe facility without pressure sores 

! does not develop pressure sores unless the i 
, individual's clinical condition demonstrates that 
: they wele unavoidable; and a resident having I 
pressure sores receives necessary treatment and 

! services to promote healing, prevent infection and I 
, prevent new sores from developing, 
! ; 

I This REQUIREMENT is not met as evidenced , 
by: I 

I Based on observation, interview, record review, 
i and review of facility's Pressure Ulcer GUidel!ne, ! 
, it was determined the facility failed to ensure a 
. resident does not develop pressure sores unless j 

: lIle individual's clinical condition demonstrates ' 
, that they wele unavoidable and a resident ! 
! receives necessary treatment and services to 
, promote healing, prevenl infeclion and prevent 
: new pressure sores from developing for one (1) 
,of twenty-two (22) sampled residents (Resident \ 
: #2), 

; 
: Resident #2 had a Physician's Order for heel 
, protectors 10 bilateral feet while in bed for 
I prevention and this was an Intervention on the 
I resident's plan of care. However, observation on i 
: 08/07/13 revealed the heel protectors were not 
applied while Resident #2 was in bed. 

I 
The fIndings include: 

I , 
, Review of the facility's Pressure Ulcers Guideline, • 
; effective 12/10, revealed H was the policy of the ! 
faclltty that nursing personnel would Idenlify 

! residents at risk for development of pressure ! 
: ulcers and Implement interventions for prevention " 
! of pressure ulcers. _ 
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F 3141 • 
The Weekend Snpervisor will review 
the and its on Saturday and Sunday to 
ensllre compliance of all Physiciall 
orders, 

! 

I 

• The weekelld Supervisor tyill complete 
tvalklng rOllllds on Salllrday alld SlIIulCl)'t 10 
ellSure care plalls are implemented q/rd 
follolVed, This practice lVill be oil-going: 

• The DON/QA Nurse will report audit 
findings to the QA COlllnI ittee at least 
qnal1erly, The QA Committee shall 
determine continuance or cessation 
relative to snbstalltial compliallce, ' 

Date of Completion, 09-13-1 

i F 314 ("Note: There IVas no negative 
outcome to resident per surveyor's note. 

! Furthermore as ludlcated by surveyor 
beels were floated on pillow while 
protectors were being laundered.) , 

Fountain Circle Care & Rehabilitation is 
i committed to ensure that any resident 

who enters the facility without pres$urc 
I sores does not develop a pressure sore, 

and that a re~ldent baving a pressnre 
! sore receives the necessary treatment jlnd 
i services to promote healing, prevent 

infection and the prevention of hew 
i pl-essure SOI'es. i 

i 
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F 3141 Continued From page 9 

! Review of Resident #Zs medical record rovealed i 
diagnoses which Included Dementia, Chronic ' 

i Renal Insufficiency, and End Stage Cancer of the I 
,C%n, Review of Ihe Quarterly Minimum Data 
! Set (MDS) dated 07122/13, revealed the facilily I 

assessed the resident as having a Brief Interview 
! of Mental Status (BIMS) of a Ihree (3) indicating I 

cognitive impairment. Further review revealed 
i the facility assessed the resident as requiring , 
, tolal assistance with transfers and bathing, as I 
i ambulatton not occurring, and as always 
incontinent of bowel and bladder. The facitlty also I 

: assessed the resident as being at risk of ' 

i 
developing pressure ulcers. j 

, Review of Ihe Braden Scale fO( Predicting l 
1 Pressure Sore Risk dated 07/22/13 revealed the 
, resident was constantly moist, was chalrfast, had ! 
I slightly limited mObility, had adequate nutrition, 
, and had the polentlal problem of friction and i 
i shear, The score indicated a fifteen (15) which I 
. was low risk for pressure sores. 
t 

; Review of the Comprehensive Plan of Care, i 
i dated 07/30/13, revealed the resident had a blood 1 
blister on the left great toe, recurrent excoriation' 

I of the buttocks and groin as well as an Increased j 
, potential for aile red skin integrity related to 
1 Dermatitis, age, recurrent diarrhea, and a his lory ! 
. of skin breakdown. The interventions included 
; heel proteclors bilaterally while in the bed. 
I 

, Review of the Non-Pressure Skin Condition 
! Record, dated 07/31/13, revealed the resident 
I had a dried blood blister to the bottom of the left 1 
, great toe measuring one (1) centimeler (em) x 
lone haW (0.5) centimeters. 1 

I 
Even!IO:MMEWIl 
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F 314 i Immediate Corrective Act;on For 

, Residents Found To Be Affected i 

!. Resident # 2 was not affected by l;he 
! alleged deficient practice. In addition, 

Resident #2 was lIot fonnd to ha\>e 
pressure sores, as observed alld staled 
by the slll'veyor. Thus no immediate 
corrective action was required. ! 

; 

! Identil1cation of Other Residents 
Tbe Potential to be Affected 

With 

I. 

i • 

A 100% head to toe, skin assessmen~ of 

all residellts was completed on 8/14/13, 

by the OM, ADON, RNS and the nON. 

A 100% alldit of all preventat'ive 

devices ordered by the Physiciall \Vas 

audited on 8/14/13 by the sa,me 

individuals above to ensnre all resid~nts , 
were provided devices as ordered. AJ.I 
resffietllB w.r. {I ... ssea fur the flAteatial 

ffir....pressHFe seres aHd the neea i sf 

~re' .. ent"tiye de.,,!ees, ! 
All residents tvere assessed all 8I/4/13i by 
the UM, ADON, RNS mrd the DON, fOil rhe 

potentlal for pressllre sores and to e/~lIre 
pressllre sore prevelltlon measure wer£! in 
place. ! 

I • No residents were fonlld to be affeded 

by the alleged deficient practice. i 

: Measures Taken To Assure Tbere {.viii 
i Not Be a Recurrence 
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F 314 i Continued From page 10 i 
Review of the Physician's Orders, dated August 

i 2013, revealed orders to ensure the bilateral i 
heels were elevated off the mattress and heel 

I protectors to bilateral feet while In bed for i 
· prevention. 
! I 
· Observation, on 08/07/13 at 11 :00 AM, revealed 
i Resident #2 was in the bed and the restdent's ! 
heels were off loaded with a pillow; however, I 

i there was no heel 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 familiar I 
I with the resident as she was assigned to her/him I 
· occasionally. The CNA stated the resident had 
! no heet protectors ordered but after checking the i 
I 
Assignment Sheel. she slated Ihe resident was to : 
have heel protectors: however, there was none in I 

I the resident's room. i 

, Observation of a skin assessment for Resident 
; #2. on 08107/13 at 11:10 AM, revealed the i 
resident's left ankle had a scab measuring 0.3 x ! 

! 0.3 cm's and the boltom of the teft great toe had 
; an area which LPN #4/Ullit Manager described as I 
! a healing blood blister which was reddish/black. 

i 

I Interview, on 08/07/13 at 11:05 AM and 2:10 PM, : 
'wilh Licensed Practlcat Nurse (LPN) #5, revealed! 
i she was assigned to Resident #2 today and the . 
, heel protectors must be in the laundry. She : 
i stated the heel protectors were listed on the i 
: Treatment AdmInistration Record (TAR) as a "For· 
i Your Information" (FYI) for the nurses to check to i 
ensure they were In place. LPN #5 explained she i 

i had not yet checked for heelboots at 11:00 AM i 
: when the resident was observed In bed without 
i the heel boots. Continued interview revealed she I 
: checked for alarms, heelboots and other devices : 

FORM CMS·2567(OZ·99) PreVIOU$ VersIOns Obsolettt Evenll!): lAV.fNV II 

TAG i 
! 

F 3141 • 

i 
In-services that included, pressnre sore 

prevelltion, for all IIursing staff, which 
Inchrded direct care staff, was initiated pn 
8/9/13 and concluded on 8/14/13, ,by 

SDC and the QAN. All new hir~, 
lIurses m,d direct Care staff, will be ill-

! 

i 
I 

I 

I 

i 
i 
, 

• 

• 

selviced duri ng orientation. ' 

The UM/ ADON will do walking ro,,~ds 

twice daily for all residents to obselve 

each resident has preventative devites 

in place, (IS ordered, and that residents 

are repositioned while in bed/chair. I 
The UM, ADON, 3-llp Supervisor, or 

Weekend Snpervisor will assist and 

observe the weekly skin assessmJllts 

completed by the Charge Nurse. Any 

skin concerns will be addressed by lthe 

Physician and placed Oil the Trcat!')ellt 

I Record. This practice will be ollgoillg. 

! 
• The Weekly Skin Assessm~!lts 

completed on all residellts, will; be 

reviewed daily in the clinical meetings 

by the DON/ ADON/UM. This pra~tice 

will be ongoing Monday thro'ngh 

Friday. The skin assessments schedbled 

on weekellds, will be reviewed! on 

Monday in the clinical meeting by the 

DON/ADON/UM. : 

i • Any resident with a pressure sore !will 

be assessed and reterred to the RD to 
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j during the shift and while doing treatments. 

, Interview, on 08108/13 at 2:20 PM, with LPN 
: #4/Unit Manager where Resident #2 resided, 
! revealed Ihe resl dent was at nutritionat risk as 
I well as at risk for skin breakdown due to End 

Stage Coton Cancer. She stated the heel 
i protectors were important to plevent skin 
i breakdown and the nurses on the floor were to i 
, check to ensure they were in place. Continued 
, Interview revealed as Unit Manager she used the I 
CNAAsslgnment Sheet and checked to ensure , 

! care was baing provided and devices were in 
i place every two (2) weeks; however, she did not i 
, document any specific audit. She slated she also I 
i ensured the CNA Assignment Sheet was updated: 
,daily. Further Interview revealed she did rounds I 
! on the unit three (3) times a day to check the I 
I residents and ensure cleanliness of residents and' 
of resldenfs room, devices such as heel boots I 

i were In place, alarms were in place, and water I 
was available. She stated staff must have sent 

I the heel protectors to the laundry, and they 
i should have obtained new ones from the laundry 
: or from the central supply immediately. ! 

Interview, on 08/08/13 at 4:00 PM, wnh the 
I Interim Director of Nursing (DON), revealed 
I all hough the staff had talked about possibty 
, discontinuing the heel protectors and just floating I 
i the heels for this restdent, the heel protectors 
, should have been In place as per the order for 
i pressure ulcer prevention. 

F 441 ; 483.05 INFECTION CONTROL, PREVENT 
SS~D' SPREAD, LINENS 

The facility must establish and main lain an 
i Infection Control Program designed to provide a ! 
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F 314/ 
ensure adequate nutrition and hydratipn 

is addressed to enl,allce wOllnd healin~. 
i 

i Monitoring Changes 
! Continuing Compliance 

To Assure 

t. The UM/ADONfDON will complete (3) 
three random skin assessments daily for 

two weeks, then (I) one skin 

assessment daily for 2 weeks to enspre 

, resideuts have preventative devices, in 

place and that residents are receiving 

the services alld treatlllent to prevent ! 

! 
1 • 
i 

j 

j • , 

pressnre sores from developing. 
! 

The DON will complete wonnd rouhds 
. k I one (I) lime per wee to ensure 

treatment and services arc provide<l to 

the residents. 

The DON will repOlt finding of skin 
assessments to the QA Committe<! at 
least quarterly. The QA Commi,tlee 
shall determille cOlltinuance or 

I cessation relative to substaIltial 

I 
compliance. 

, Date of Completion: 

! 

I F441 

69-13-1~ 

F 4411 Fountain Circle Care & Rehabilitation 
, Center is committed to establish and 

maintain an Infection Control Program 
J designed to provide a safe, sanitary 'and 
, comfortable environment and to help 
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F 441 I Continued From page 12 I 

I safe, sanitary and comfortable environment and . 
to help prevent the development and transmission I 

: of disease and infection. i 

I (a) Infecllon Control Program I 
, The facility must establish an Infecllon Control i 
, Program under which it -
1(1) Investigales, controls, and prevenls infectlolls j 
, In Ihe facility; . 
I (2) DeCides what procedures, such as isolallon, I 
i should be applied to an Individual resident; and I 

(3) Maintains a record of incidents and corrective 
I actions retated to infections. I 

! (b) Preventing Spread of Infection 
· (1) When the Infection Conlrol Program 
I determines that a resident needs isolation to 
; prevent the spread of infection, the facility must I 
· isolate the resident. 
i (2) The facility must prohibit employees with a 
, communicable disease or infected skin lesions , 
I from direct contact with reSidents or their food, if 
: direct contact will transmit the disease. I 
, (3) The facility must require slalf to wash their ! 
, hands after each direct resident contact for which ' 
· hand washing Is indicated by accepted I 
i professional practice. 

I (c) linens 
: Personnel must handle, store, process and 
I transport linens so as to prevent the spread of 
: infacllon. 

! This REQUIREMENT Is not met as evidenced I 
I by: I 
. Based on observation, interview, record review, 
i and review of facility's policy, it was determined 

E\ISIlIIO;fAMEWII 
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, 
F 4411 prevent the. develop~ent abd 

: transmission of disease and mfectlon, ! 

i 
; Immediate Corrective Action For 
; Residents Found To 8e Affected 

• Resident # 13 was not found to .be 
; 

affected by the alleged deficient 

practice. The SRNA that failed to w~sh 

her hands when exiting resident #13's 
I 

room, and re-entered another residents 

room, without washing her hands, ,vas 

re-educated by the SOC on 8/9/13. ' 

! identification of Other Residents W,lth 
The Potential to be Affected 

• A review of the facilities lnfe<:tion 
Contl'ol Program's tracking and ; 
trcllding reports was completed by the 
DON/SOC on 08/09/13, to ident ify apy 
break of standard infection control . 
practice. No residents wcre identifie,i 

i from this review. I 
• A skin audit of all residellts )vas 

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

the UMiADON, to ensure there wcrr no 

signs and symptoms of skin infcctions. 

No residents were identified fronl Ithis 

; . a"dit. 

A review of the incidellt rcports related 

to infections for the past 30 days twas 

reviewed on 8/15/13 by the 001)1 to 

ensure corrective action ! was 

implemented for all residellts "vith 
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F 441 i Continued From page 13 
: the facilily failed to establish and maintain an 
, Infection Control Program designed to provide a ! 
I safe, sanitary and comfortable environment and 
i to help prevent the development and ! 
: Iransmission of disease and infection fer one (1) : 
i of twenty-two (22) samplod residents (Resident 
! #13). 

i I Observation revealed a staff member performed 
perineal careflncontlnence care for Resident #13 ! 

I and proceeded to bag the soiled wipes and brtef, i 

, remove her gloves and exit the room without 
, washing her hands. 

i 
The findings indude: 

I 
. Review of the Infection Control and Prevention 
I Policy, revised 10/31109, revealed an Infection • 
i Control and Prevention Program was doslgned to I 
: identify and reduce Ihe risk of acquiring and i 

! transmitting infections among reSidents, staff, 
, volunteers, studenls and visitors. The Center's i 
! Infection Control Program includes but was not 

I 1 limited to proper hand hygiene, 

i Review of Resident #13'5 medical record 
, reveated diagnoses which included Demenlia and I 
i Anxiety. Review of the Minimum Data Set (MDS) i 
Assessment dated 07109/13 revealed the facility 

I assessed the resident as having a Brief Interview I 
i for Mental Status (BIMS) of a three (3) Indicating I, 
' cognitive Impairmen!. 

! ! 
Observation of perineal care/incontinence care, 

Ion 08/07/13 at 3:50 PM, revealed Certlffed ! 
, Nursing AsSistant (CNA) #1 performed the care 
! and proceeded 10 bag the soiled wipes and brief, • 
i remove her gloves, and exit the room carrying the I 
: bag without washing her hands, She opened the 
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F 441 j 
illfections. No residents were identified 

in the review. i. A hand-waslling and tray-line audit \~as 
completed by the DM on 08/IS/i3. 
There were no cross contaminatibn 

isslles idelltified. ' 

i. The DPO completed an alldit of laulldry 

i and housekeeping services on 08/19/13, 

to review Infection Control Practice~ in 

housekeeping and lau ndry. No iss!,es 

were identified, , ,. Any resident(s) identified with ian 

infectioll reqlliring isolation, will' be 

provided isolation to prevent the spread • 

I 

i 

) 

i 

! 

• 
of infection. ' 

All audit of resident's iIDnlUnizat'ion 

progralll was completed on 08/22/13) by 

the MRM. The audit was reviewed' by 

tile Infection Control Nurse all 8/23/13 
to determine that all resideltt(s) 

immunization was completed ti,"ely: 

I 

, Measllres Taken To Assure There Will 
Not Be a Recurrence ' 

i • An In-service for .11 staff, ineltiding 

direct care staff, was in it iated i on 
08/10/13, and cOlleluded on 81/21/3, on 

hand-washing and infection co~trol 

practices by the SDC, UM and AD,ON, 

All new hires, including direct care $taff, 
I 

will be in-serviced during orientation all 
! 
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F 441 i Continued From page 14 I 
i door of the Soiled Utility Room to discard the bag, I 

. then ex~ed the Soiled Utility Room and went Into ' 
I another resident's room In which the door was i 

open and washed her hands at the sink. 

i Interview, on 08107/13 at 3:50 PM, with CNA #1 I 
. revealed she should have washed her hands , 
I before exiting Resident #13's room after she had 
! performed pericarehncontinence care. i 

1 Interview, on 08/08/13 at 11:00 AM, with licensed 1 
Practical Nurse (LPN) #3/Unit Manager on the . 

; unit where Resident #13 resided, revealed staff [ 
I should wash their hands after performing resident. 
, care and prior to exiting the room, I 

F 5141483.75(1)(1) RES . 
SS~D: RECORDS-COMPLETEIACCURATEIACCESSIB I 

'LE 

, The facility must maintain clinical records on each I' 

resident in accordance wHh accepted professional· 
i standards and practices that are complete; , 
· accurately documented; readily accessible; and I 

! systematically organized. : 

1 The clinical record must conlain sufficient i 
· Information to identity the reSident: a record of the: 
, resident's assessments; the plan of care and i 
i services provided; the results of any 
preadmission screening conducted by the State; : 

! and progress notes, 

This REQUIREMENT Is not mel as evidenced 
! by: I 
· Based on interview, record review and review of 
! the facility's policy, it was determined the facility 
, faKed 10 maintain clinical records on each 

I 
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1 

i DATE 

1 

infection contTol practices "lid hand· 

washing. Continuing education on the 

facilities Infection Control Policy ,Jill 

be scheduled monthly for two (2) 

mOllths by the SDC. Any resident~s) 

identified with an infection requirirg 

isolatioll, will be provided isolation to 

preve~t the spread of illfection, i 

:. Infection Control Rounds will ibe 
completed on 10"10 of the Stakehol~er 

and resident population by the 

UM/ADON weekly for four (4) weeks, 

then monthly for two (2) months. EAch 

UMiADON will observe halld·washing 

and infection control practices: of 
nursing staff, until all nursing sljlff, 

includillg direct care staff, has been 
observed ~ 

I Monitoring Changes 
, Continuing COUipliance 

To 

, • The DON/SDC will cOlnplctc monthly 

audits of the Infection Control Rou.nds 

to ensure timely compliance of ' the 

alldits and pelfonnance concems lare 

addressed. i 

i • The UM/ ADON /SDC will cOIllp,lete 

daily alldits for two (2) weeks, then 

weekly for four(4) weeks to ensure tbe 

Facility's Infection Control Program is 

followed. ; 
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F 5141 Continued From page 15 
, resident In accordance wilh accepted 
i profeSSional standards and practices Ihat are i 
'complete, accurately documented and , 
systematically organized for two (2) of twenty-two I 

I (22) sampled residents (Residents #4 and #19) , 
, and one (1) unsampled resident (Unsampfed I 
I Resident A), 

I Unsampled A's Consultation Report was 
Inaccurately filed in Resident #4's medical record, ! 

i In addition, the facility failed to have results of 
Resident #19's Pneumococcal Vaccine 

Ilmmunizalion documented on Ihe "Immunization i 
Record·, and failed to have the results 

I documented In the current medical record, Also, i 

the Influenza Immunization was documented In 
: the Pneumococcal Vaccine Section of the 
, "Immunization Record", 

i The findings include: 

! Review of the facility's policy titled, "Patient i 

, Medical Records", effective 08131/11, revealed i 

i medical records were maintained on each patient I 
in accordance wltll accepted professional ' 

, standards and practice, Medical records provide " 
! a basis for determining and managing the 
patient's progress including response to 

I treatment, change In condition, and changes in i 
treatment, and were complete, accurately 

; documented, clear, concise, and complete, i 
I reflecting palient responses and outcomes , 
related to care received, Further review revealed i 

! medical records were readily accessible and ' 
systematically organized, and confidentiality of ! 

i the medical record was maintained In accordance' 
, with the policy on use and diSClosure of protected I 
,health Information (PHI), ' 
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Resu Its of the alldits will be slIbmitteq 
to the QA Committee at least quarterly 
for review, The QA Committee shall ; 
determine continllance or cessation i 

relative to sllbstantial compliallce, 

:. Any nOli-compliance will require i'e
I 

education by lhe 

DON/ADON/SDCIUM, 

I 
, Date of CODI pletlon: 09-13-1 ! 
i 

! F 514 
i }<'ountaln Circle is committed to 

maintaining clinical records on each 
I I'csident III accordance witb accep,ted 
i Pl'oresslonsl standards alld practices that 

are comillete; accurately docllmenfed; 
i readily accc-""ible; and systematlc~lIy 

organized, ' 

i 
Immediate Corrective Action For 

I Residents Found To Be Affected 
• No negative Olltcome was caused, for 

, any of the sampled Residents #4, II 19 

! and Unsampled Residcllt A, Resident 

#4s chart was audited for furlher 
i 

discrepancies with none nqted, 

Unsampled Resident A's consilltfi)ion 

report was ret limed to that respeqtive 

medical record, Further audit of Itllis 
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i 1. Review of Resident #4's medical chart on 
, 07106113, al 4:45 PM, revealed a Report of 
: Consultation related to Unsampled Resident A 
i was filed In Resident #4's chart under Section 
, entitled "Consultations". 

Iinierview with Licensed Practical Nurse (LPN) #2, ! 
i on 08/06/13, at 5:22 PM, and again on 08108113 i 
; at 2:50 PM, revealed usually the nurse on the 
i 11:00 PM to 7:00 AM shift filed any pertinent 
. paperwork left from the day shift or the nurse 
I assigned to the resident filed the correspondence: 
during their shift. LPN #2 stated Medical Records I 

i completed chart checks but she was not sure 
how often Ihis was done. Continued Interview 

I revealed she was assigned 10 provide care for 
bolh residents the evening the Report of ! 

I Consultation was filled for Unsampled Resident 
Ai however, she was not aware that she had i 

i misfiled the information. 

I Interview 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 Ihe nurse assigned i 
, to the resident was to file any correspondence ' 
i related to the resident in the correct chart. She i 
, explained when a resident leaves the facility to go : 
I to an appointment outside of the facility, the i 
, resident was given the Report of Conslillation 
sheet to give to the doctor, who filled out the 

! Information requested and returned it wllh the i 
, resident. She further explained, when a resident 
! returns to the facility, the Consultation Sheet was I 
: given to the nurse caring for Ihe resident, who 
i then noted any new orders, appointments or 
i treatments needing to be taken cara of. The 
, nurse was then responsible to file the 
I Consullatlon Sheet in the appropriate area of the i 
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F 514i 

, 
record revealed no furtlier 

discrepancies. Resident # 19's medi~al 
record rev iew revealed the resident 

received the pnellmococcal vaccine I in 
2011. 

i IdentUication of Other Residents With 
I The Potential to be Affected , 

I 
• A 100010 audit of resident's medical 

records inciudiJig the immunization 
records for all residents was completed 
on 8/22/13, by the MRM. Any 
discrepancics were immediately 
corrected by .the 
MRM/UM/ADON/DON. No other 
residents were identified. 

, Measures Taken To Assure Tbere Will 
Not Be a Recurrence 

, • All new orders, consultation reports,'lab 

reports, 24 hour report docullientation, 

! • 

changcs in condition alld inci"ellt 

reports are reviewed in morning clinical 
meeting Monday-Friday to asJllre 

timely clinical illtervelltions as well as 

continuity of illdividual resident car.e is 

achieved. ' 
i 

A 10% chart audit will be completed 

mOllthly for three (3) months by. the 

MRM to ellsure accuracy of resident 
1 medical records. 
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i resident's chart. 

i Interview with LPN #3, on 08/08/13, at 2:35 PM, : 
, revealed she was assigned to both patients on 
I the dayshlft when Unsampled A returned from the i 
appointment of the Consultation, She stated, ' 

! she had misfiled the Information In Resident #4's ! 
, chart Further Interview revealed Resident #4 
! and Unsampled Resident A's charts were next to i 
, each other in the chart rack In the nurses station 
I and this was the possible reason for the misfiling, i 
I She stated, the expectalion of the facility was the i 
, correct Information should be filed in the correct 
I chart. 

i Interview with the Intarim Director of Nursing 
(DON), on 08/08/13 at 4:00 PM, revealed it was 

I the expeclalion of the staff to be more mindful 
, and more observant as to whal waS filed into the 
i residents' charts, 

: 2. Review of Resident #19's medical record 

: 

I 

i 

! 

J , revealed the resident was admitted to the facility 
ion 12121111 will! diagnoses which included 
, Non-Alzheimer's Dementia, Anxiety, and i 
: Depression. Review of the Significanl Change 
, Minimum Data Set (MDS) Assessment dated 
i 06/19113, revealed the facility had assessed the 
, resident as having a Brief Interview for Mental 
; Status (BIMS) of eight (8) Indicating cognitive 
I Impairment Further review revealed the facility 
, assessed the resident as the Pneumococcal 
I Vaccine being up to date. 

! 
I , 

) 

I 
i 

i i 
, Review of the 'Immunlzallon Record' revealed no ' 
, documentation In Ihe section stating "name of i 
! Influenza Vaccine'. :rhe section stating 'name of i 
i Pneumococcal Vaccine' was documented as the ! 
, manufacturer-fluvlrln, expiration date 06/13, dated I 
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F 514i· Additionally, 5% of all medical reeorps 

will be audited for accuracy monthly , 
thereafler by the MRM, 

:. Nursing staff were re-educated by ti,e 

SDC on 08/09/13 relative to the need 

for accllracy of residellt medical recOl;ds 

and tlie resident immunization record. 

i All new licenscd nurses will 'be 

edllcated on the accuracy of the medical 

record and the immunization record 

during orientation, 

i MOllito";ng Changes 
I COlltillulng CODlllliance 
!. The ADONIlJM will 

To Assure 

audit five ,(5) 

i 

I 

residents' medical records weekly for 

four (4) weeks, then monthly for fwo 

(2) months to ensure ollgoillg 

compliance. ! 

i 

: 
i , 
! 

! 

• The MRM and UMiADON medical 

records audits will be reviewed by tlie 

QA Committee at least quarterly. the 

QA Committee shall determine 

contilluance or cessation relative; to 

substantial compliance. 

i Date of Completion: 

i 

09-13-1 

I 
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i given 10/19/12, and Me,left deltoid, 

: Continued review of the medical record revealed I 
. there was no documented evidence of the 
i Pneumococcal Vaccine being administered and i 
I no documented evidence the Vaccine was nol to 
! be administered. I 

i Interview, on 08/06/13 at 11:15 AM and 2:15 PM, i 
With Licensed Practical Nurse (UPN) #4/Unit 

I Manager where Resident #19 resided, revealed ! 
! Ihe Influenza Vaccine was Inadvertently 
, documented on the Pneumococcal Vaccine 
i Section of the Immunization Record, She stated i 
· she could find no evidence the Pneumococcal 
i Vaccine had been documented on the I 
, Immunization Record, After revieWing the clinical I 
i record she stated she could find no evidence of 
· the date the Pneumococcal Vaccine had been ' 
, administered or W the Vaccine had been declined, I 
I Continued Interview revealed Ihe admitting nurse i 
I was to check to see if the Influenza, 

Pneumococcal Vaccines and the Tuberculin Skin ! 
i Testing was to be administered and notify the 
· PhySician for orders and the nursewho 
, administered the Vaccines was to completed the , 
i Immunization Record, Continued interview ' 
, revealed she did not do tracking and trending of ,.' 
I Pneumococcal Vaccines and Resident #4's 

overflow clinical record was on lUe in another 
: building, 

: Interview, on 08/08/13 at 1:20 PM, with Medical 
, Records revealed the facility only had the current ' 
i active medical records In the building, She stated I 
'she audked the medical records on admission . 
, and quarterly to ensure PhysiCian's Orders and I 
, Nursing Notes were flied, Care Plans were timely, : 
I the MDS was current, the monthly weight was I 
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. documented, and Ihe the allergies, PASRR, and I 
: Code Status were on the chart, She stated she 
, had done the last audit in 06/13; however, she ! 
, stated she did not check for Immunizations other i 
, than Tuberculin Testing, . 

I 

: Interview, on 08/08/13 at 2:30 PM, with The MDS i 
Coordinator revealed she had reviewed 

I information in Resident #19's medical record in ' 
i the past which indicated the resident had the 
Pneumococcal Vaccine, She stated, since the 

i resident was a certain age, the resident would not i 
need another vaccine so she Just looked at the . 

I past MDS's for information related to the I 
· Pneumococcal Vaccines when completing a new i 
(MDS. 

I 
, Interview, on 08/08/13 at 5:00 PM, with the 
i Infection Conlrol Nurse, revealed the vaccine 
information was provided to residents and 

i families on admission by Ihe admitting nurse, 
· She stated on adm iss ion, the risks versus 
i benefits and education was done with Ihe 
· residents and families regarding the vaccines. 
I She further stated the Unit Managers were to 
I track the vaccines. 

; Inlervlew, on 08/08/13 at 4:00 PM, with the ! 
, Interim Director of Nursing (DON) revealed she 
i had been at Ihe facility for two (2) weeks and was i 
also new to the corporation, She stated the • 

i results of the Pneumococcal Vaccine should have I 
been documented on the Immunization Record 

; and during the survey, staff had danfied with ' 
Resident #19's daughter that Ihe Pneumococcal j 

! Vaccine had been received. Continued interview , 
; revealed she thought Medical Records had an 
, ongoing audit for all Vaccines. 
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After survey, a Fax was received from the faclltly . 

I of a PatientTransfer Form dated 12121/11 which I 
· stated the resident had received the 
I Pneumococcal Vacctne in 2011-

F 520.483.75(0)(1) QM 
SS~D I COMMITTEE-MEMBERS/MEET 

QUARTERLY/PLANS 
I 
· i 
I A facility must matntaln a quality assessment and, 
· assurance committee consisting of the director of , 
I nursing services; a physician designated by Ihe j 

I facility; and at least 3 other members of the ' 
· faGility's staff. , 

i The quality assessment and assurance I 
committee meets at least quarterly to Identity 

I issues will! respect to which quality assessment I 
and assurance activities are necessary; and 

! develops and Implements appropriate plans of I 
· action to correct Identified quality deficiencies. 
! I 
A State or the Secretary may not require i 

I disclosure of the records of such committee i 
· except Insofar as such disclosure Is related to the I' 
I compliance of such committee with the . 
i requirements of this section. 

I 
! Good faith atlempts by Ihe committee to identity I 
i and correct quality deficiencies will not be used as! 
· a basis for sanctions. i 

.1 i 
This REQUIREMENT is not met as eVidenced ' 

iby: 
Based on observation, interview, and review of 

: facility's policies and audits, It was determined the I 
! facility failed to maintain a Quality Assessment I 
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F 514: F 520 '& 

I ('Note: Fountain Circle Care 

! Rehabilitation Center contends that its 
. Quality Assurance Program was and i is 

I fUllctional given that only one (1) 
F 520\ batbroom, 20 square feet, within the 

. facilities 47,883 square feet (C(Julvalent'of 

! .04% or 4/100's of 1%) was identilled:to 

! include resident rooms, bathroOll's, 

I sbower ''OOOlS, soiled utility rooms, 

I storage rooms, etc,) ! 

i .'ountaln Circle Is committed : to 
. maintaining a quality asscssm~nt 
I assurance committee consisting of Ibe 
I Director of Nursing, Medical Directpr, 
. and at least three (3) otber members' of 
I the facility's stllff, This comOl ittee will 
i meet at least quarterly to idcntify issues 
, wltb respect to whlcb quality assurahce 
, activities are necessary; and develops and , 

implements appropriate plans of action 
! to correct identilled quality dellclencieS. 
, , 

Immediate Corrective Action 
I Residents Found To Be Affected 

for 
• Resident # 19, and Unsampled Residents , 

, B, C and D, experienced 110 negative 
ontcomes due to the alleged deficient 
practice of fall I odors in ROalD 409 and 
in the bathroom for roOID 409. 

i • Rooms #409, and the bathr®m, 

incillding the floors, were deep clertned 

with a cleanser, all 08/09/13 byithe 
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F 520 i Continued From page 21 

, and Assurance (QA) program that developed and 
: imptemented plans of acllon to correcl quality 
. deficiencies. This was evidenced by repeated 
i deficiencies related to the facility's failure to 
, ensure a safe, dean, comfortable and homelike 
I environment. 

I The findings indude: 

i Review of the facility "Performance Improvement 
, Plan", Policy, revised 03/1 0, revealed it was the 
i intent of the facility to conduct an ongoing i 
performance improvement program designed to 

I systematically monitor and evaluate Ihe qualily i 
' and appropriateness of resident care, pursue 
i opportunities to Improve resident care, resolve i 
, identified problems and Identify opportunities for 
: improvement. Performance improvement I 
, supports the overall goals of the facility and i 
i examines both outcomes and processes relevant 1 

• to these outcomes with the objective of Improving I 
I the organization's overall performance. 

· Based on observation, Interview, and review of 
I facility audits, it was determined the facility failed ! 
I to ensure a safe, ciean, comfortable and 
! homelike environment wlthln the facility. 

I Review of the facUity's Plan of Correction (POC), i 
wKh a compliance date of 04/29/13 revealed on 

103118/13 the Housekeeping Supervisor I 
· conducled an in service to housekeeplngJlaundry 
i stakeholders to indude; the proper method of i 
, sanilizing a bathroom, the seven (7) step dally i 
i washroom cleaning, checking of supplies, ' 
, emPtying trash, dust mopping floors, cleaning and I 
i sanitizing sinks and tubs, deanlng and sanitizing , 
· commodes, spot cleaning walls, checking for ! 
: cobwebs and debris, and damp mopping. On 
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housekeeping staff. The commode 'in 

the bathroom of Room 409 had' a 

cracked flange and was replaced PII 

08/08113. 

'Identification of Otber Residents With 
i The Potential to be Affected , 
;. The DPO completed walking' rounds'of 

all ullits and residents rooms ,on 

08/09/13, to ellsure roOinS 'Iud 

bathroonls were clean and free from 

odors. In addition, all areas IItilizedby 

residents, including activity area, lobby, 

therapy rOOlnS, dining areas, and 

outdoor areas were included in the 

rounds by the DPO. No other arFas 

were identified as being affected. Nore

the-less, all residents' rOOIllS, bathrodms 

and floors on tile Reflectibns 

Community (where Room 409: is 

located) were dcep cleaned on 080/9/13 

by tbe housekeeping staff, with focus 

being Oil Room #409 and th. bathrdoln 

therein. 

( Measures Taken To Assure There Will 
! Not Be a Recurrence '" 

• The OPO completed re-education otthe 
i housekeeping staff on 08/09/13,' to 

ensure residellts rooms, bathrooms, falld 
i all areas frequently used by resid,ellts 
i are cleall, homelike and fTee from 

odors. I 
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F 520 I Conllnued From page 22 : 

i 03/19/13 Ihe Siaff Developmenl Coordinalor I 
conducled education with facilily slakeholders on I' 

i clean home like environment. On 04/12/13 Ihe 
· Quatily Assurance Improvemenl Nurse (OAPIN) I 
! and Dlreclor of Nursing (DON) con dueled an : 
I inservice with Ihe environ menial slakeholders 10 i 

include audits Ihal would be compleled on a dally . 
I basis 10 vatidale residenl rooms and olher areas i 
of Ihe faclilly had been cleaned. I 

i Further review of Ihe POC revealed Ihe ESD I 
i would conducl all audit of len percenl (10%) of 
· rooms on each unit as well as spol check general i 
, purpose areas 10 ensure all were property 
· cleaned and sanillzed. The QAPIN, ADON or 
I Unll Manager would oversee Ihe auditing process i 

and validale rooms were being cleaned properly. 
I These audits would conllnue for a Ihree (3) i 
I monlh period or unlll subslantial comptiance had . 
, been delermlned by Ihe Process Improvemenl j 
I~mml_~q I 

i Observallons du,Ing Ihls survey revealed Room ! 
. 409 and Ihe adjoining Balhroom on Ihe 
! Reflections Unil had foul slrong urtne odors. i 

1 Inlerview. on 08108/13 al 10:30 AM. with Certified i 
NursingAssislani (CNA) #2 revealed she had 

I become desensitized 10 Ihe odors on Ihe unit; ! 
• however. could smell a mixlure of urine and 
i disinfeclanl in Room 409 and in Ihe adjoining 
, balhroom. 

i 
Inlervlew .. on 08108/13 al 10:40 AM. with 

: Housekeeper #1 . who was working Ihe 
Reflections unit revealed she had cleaned Room I 

I 409 Ihree (3) limes so far Ihat day and had to 

I
, clean Ihal room and balhroom more frequently 
due 10 continued odors. Further inlervlew 
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The SDC iniliated in-services for 1ll 

staff on 08/09/13 regardillg a cleall al,d 

odor fl'ee ellvirollmellt. The in-service is 
on-goillg and all new !;ires will be 

provided educallon d",-ing orielltatioll' 

i. An "Ellvirollmelltal Alldit Tool" which 
COIlS/Sf of dafe, roolll Ilumbel; fl'Ofh, 

sailltizilig sinky mid cOlI/lllodes. .'all 
SIIrfoces c1eal/ed, odors presel/I, (jl/d 
HVAC VllilS Checked, llems !del/lifted 
alld dale of correclioll will 'be 

completed Ihree (3) times per week for 
one (I) mOlllh, thell one (I) lime per 

week for aile mOllll; on the Reflectiolls 

Community, COllsisling of 13 residJllls 
roOIl/S or 14% of lolal facility reside," 
rooms, by the RPD or by Ihe faciliiies 

deparlment !;eads, cOllsistillg of DON, 

SSD, MDSN, QoLD, ADON, liM, 
MRM, SOC, RNS, DM and RD. 'All 

remaining residellts' rooms will' be 
completed one (1) time per week' fOI' 

one (I) mOlltll t!;en at 10% (10 rod/lls) 
per week Ihereafter by one of I!;e above 

lIamed positions /II/Iii Ihe Quqlily 

Assurallce COnlllliflee defel'lnfnes 
compliallce. The resulls of Ihe 1001 \'vill 

be addressed in the mornillg mccllngs 

(M-F) and discussed with the DPO. 

T!;e "Envirolimeilial Audit Tool" 'will 
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F 520, Conllnued From page 23 
. revealed she could smell urine odors in Room 
1409 and In Ihe balhroom adjoining Ihe room al 
j Ihe lime of inlerview. 

i InierYiew, on 08/08/13 at 3:31 PM, wilh Ihe 
Envlronmenlal Service Direclor (ESD), revealed I 

: Room 409 had a bad odor, '11 doesn'I smell righl". ' 
I However, Ihe ESD further sl aled he was unaware j 
· of any Issues wilh odor in Ihls room unln Ihe , 
I survey. The ESD slaled he conlinuod 10 audll ' 
· two (2) rooms each unll per week and found no ! 
, concerns with odors. 

I Review of Ihe Audit Tool for Environmenlal 
i Services revealed Room 409 had nol been 
· audited since 05/17/13 by Ihe Housekeeping 
i Supervisor. 

! Inlervlew, on 08/08113 al 3:42 PM, wllh Ihe I 
, Quality Assurance Nurse, revealed Ihere had 
, been an ongOing audit done since 03/2013 and " 
I Ihe audlls included checking Iwo (2) rooms on i 
· Ihree (3) units every week for cleanliness and 
I odors. She slaled odor/air fresheners were used i 
· In each room and no odors were IIsied as being 
! presenl on the audits. Further inlerview revealed I 
, Ihere was no reporls 10 QA of lingering odors In I 
, Ihe residenl roomsibalhrooms. 
, 
· Inlerview, on 08/08/13 al 4:00 PM, with Ihe 
i Inlerim Direclor of Nursing (DON), revealed 
· although she was aware Ihere were ongoing 
! audits for odors, she did nOl realize Ihe odors 
· were a continued problem. 
! 

i 
, 
I 
I ; 
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F 5201 
be givell to Ille facility Administrator'in 

the morlling meeting (M-F) for revie,~ . 

, 

I 

i 
I 

i 

i 
'Monitoring ClIang",~ To Assure , 
, Continuing Compliance , 
;. Tile QA Committee mccting was h~ld 

on 8/22/13 with the Medical Directbr, 

DON, ADONs, UMs, SSDs, MDSNs, 

RNS, SDC, Rehabilitation Servi"es 

Manager (RSM), RD, DM alld Qol.jD. 

TI,e Plan of Correction (POC) 'yas 

discussed and approved by the 
i 

• 

• 

committee. 

The Administrator wi II present Ihe 

findings of Ihe "Environmelltal Alidit 

Tool" to tile QA COllmdttee al Idast 

quarterly for review. i 

The Dircctor of Nursing will complete a 

monthly audit of Il,e "Envirollll,e(ltal 

Audit Tool", Ie eHsure eemplia'lee. 

1Il1lil the Quality Assurallce Commillee 
de/ermines compliance. I 

• Results of tile DON audits will' be 
submitted 10 the QA Committee at I~asl 
quarterly. 'D,e QA COllimittee shall 

detennine continuance or cessation 
relative to sllbstantial compliallce. i 

, • Any nOll-compliallce will be addre$sed 

i by the Administrator. 

I 
Date of Completion; 

I i 
09-13-13 
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fOF-NT fFrCAT rON NUMBER; 

185146 
NA"fF: or PROVIDER OR SUPPlIER 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

IX4) ro I 
PREFIX 

TAG I 
SUMMARY STATEMENT OF OEFrcrEr«;fES 

(EACH DEFICIENCy MUST HE PRECEDED SV FUll 
REGULATORY OR lSC IDENTIFYiNG INFORMATION) 

K 000 i INITIAL COMMENTS 

I CFR: 42 CFR 483,70(a) 

I Building: 01 

I Plan Approval: 2/23168 

I SURVEY UNDER: 2000 Exisllng 

I 
I FACILITY TYPE: SNFINF 

, TYPE OF STRUCTURE: One Siory, Type II 
(222) Prolected wilh one (1) room basemenl, 

SMOKE COMPARTMENTS: Sixleen (16) 

I
I COMPLETE SUPERVISED AUTOMATIC FIRE 
, ALARM SYSTEM 

! 
I 

I FULLY SPRINKLERED, SUPERVISED (Wei and i 
I Dry SYSTEM) i 
. ! 
i EMERGENCY POWER: Three (3) Type II 
I Nalural Gas 

A life safely code survey was conducled on 
108107113, The facility was found 10 nol be in 
I compliance wllh TlUe 42, Code of Federal 
I Regulallons, 483,70 (a) ET seq (Life Safety from ' 
i Fire), The faclilly Is licensed for one hundred : 
,seventy·nlne (179) bedS and Ihe census was one 'I· 

i hundred eighl (108) on Ihe day of Ihe survey, 

i The following demonslrale noncomplalnce, with 
, Ihe highest scope and severity being a "D" level 
I deficiency 

~~:~ I NFPA 101 LIFE SAFETY CODE STANDARD 

PRINTED: 0812312013 
FORM APPROVED 

OMS NO, 0938·0391 
(X2) MULTIPlE CONSTRUCTION 

A eurlOrNG 01 
(X3) DATE SURVEy 

COMPLETED 

e WINO 

10 
PREFIX 

TAG 

STREET AQDRESS. CITY, STATf,ZIP CODE 

200 GLENWAY ROAD 

WINCHESTER, KY 40391 

PROVIOER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD HE 

CROSS·REFERENCEO TO THEAPPROPRtA.TE 
OEFICIENCY) 

KOOO: 
I 

I 
I 
f , 
I 
i 

I 
I 
I 
I 
I 
I 
I 
I 

K029i 

I 

K029 

Immediate Corrective Action 
Residents Found To Be Affected 

TITLE 

0610712013 

i IX'J.) ! COMPtertON 
DATE 

i 
I 
I ,For 
! 

My deli cy sial enl endIng wllh an asferlsk (-) doooles a deficlency 'Ittllch lhe hstfturron may be excused from oorrecrrng providIng It Is d renn thaI 
othar safeguards provide sufflcleor prorecflon 10 rhe pa6enrs. (See Instrucflons.) Excepl for nursing homes, rhe lirxfings sfared above are disdosable 90 days 
forrOViing the dale of survay vAlatheror nol a plan of cooecflon Is provided, For nursing hOmes, lhe above lindflgs and plans of COOeclk)n a~ dlsdosable 14 
days fOllowing Ihe dalo lOOSe documanls ate made avaR3bl~ 10 the facility, If defidencies are cited, an approved plan of correction IS roquIsffe 10 conflnuad 
program partldpallon. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

S TATH~ENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAt.rE OF PROVIDER OR SUPPLIER 

rX1) PRQVrOERlSUPPlfER,lCUA 
IDENTIFICATION NUMBER 

185146 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

(X4)fO II' 
PREFIX 

TAG i 

SUMMARY STATEMENT OF DEFICIENCIES 
rEACH DEFICIENCY MUST BE PRECEDED ev FUll 

REQUu\TORY OR lSC IDENTIFYING fNFORM4.TfON) 

I 

i 

i 

K 029
1 

Conlinued From page 1 f 
! One hour fire raled conslruclion (wilh 'i> hour ! 
i fire-rated doors) or an approved aulomallc fire : 
; exllngulshlng syslem in accordance wilh 8.4,1 , 
I andlor 19,3,5.4 prolects hazardous areas, When! 
, Ihe approved aulomalle fire extinguishing syslem i 
option is used, Ihe areas are separaled from ' 
olher spaces by smoke resisting parlilions and I 
doors, Doors are self'closlng and non-raled or 
field,applied proleclive plales thai do not exceed 1 

48 inches from Ihe bollom of Ihe door are I', 

permilled, 19,3,2,1 

I 
I 
1 I This STANDARD Is not mel as evidenced by: I 

Based on observallon and Inlerview, II was ' 
I delermined Ihe facility failed to enSure rooms I 
I, used for slorage were equipped wilh self,closers 
, according 10 Nalional Fire Prolection Associalion 1 

'I (NFPA) standards, The findings affecled one (1) 1 

• of slxleen (16) smoke compartments, 

I The findings inClude: i 
I ! , Observallon on 0810712013 al 2:03 PM, revealed 
I rooms 316, 317, 318, 319, and 321 were being i 
, used 10 slore various Ilems (boxes, beds, 
i resldenl furnllure), Furlher observallon revealed 1 

, Ihe doors were nol equipped with self·closers, ',I 

• Rooms used for storage musl be equipped with 
! self·closers 10 prevent Ihe spread of smoke and " 
I fire, The observalion was confirmed wilh Ihe 
, Malnlenance Direclor, I 
I Interview on 0810712013 at 2:03 PM, wilh Ihe 'I' 

, Mainlenance Direclor, revealed he was not aware 
Ilhat Ihe rooms needed 10 be equipped with i 
, self,c/osers, ' 

FOPM Cl.-iS--2567(02-99) PreviOus V9tSIOO$ Obsofere 

PRINTED: 0812312013 
FORM APPROVED 

0118 NO, 0938,0391 
(X2) MULTIPLE CONSTRUCTION 

A eUflDlNG 01 

(X3) OATE SURVEy 
COMPLETED 

a,WING 

STREET AOORESS, CITY, STATE, ZIP CODE 

200 GLENWAY ROAD 

WINCHESTER, KY 40391 

0610712013 

[) , 

PREFIX I 
TAG I 

PROVIDER'S PlAN OF CORRECTION : pe51 
(EACH CORRECTiVE ACTION SrrOUlDaE ! COMPlf:T;oN 

CROSS-REFERENCED TO THE APPROPR~TE I OAle 

i 
1+ 

K0291 

1 

1 

DErrCIFNCY) ; 

No specific resident identified ~nd 
I 

no specific resident expcrienced ~ny 
negative outcome relative to Ihis 

• , I 
alleged deficlCnt practice, I 

1 

i + Door closures were installed I on 
! rooms identified on 08/28/13, i 
I : 
! Identification of Other Resid~nts 
! With The Potential to be Affected i 
I . 
I + The area identified was close4 to 
I residents and utilized for sto.~age 
, purposes. Thus no other residents 
I :.vere identified as this was a don-
I resident area. j 

! I 
I. + All storage areas were inspecte4 by 
I the Director of plant operations land 
I the Administrator to assure i all 
1 storage arcas were wi thin Life 
! Safety Code requirements, No Jther 
i residents were identified as bbing 

I affected, ! 

I Measures Taken To Assure TLere 
1 Will Not Be a Recurrence r 

'

I + Plant 
perform 

FadtilV ID; 100074 

Operations 
monthly 

i 
Director i wi II 
inspection1 of 

i 
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DEPARTMENT OF HEAlTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AN 0 pLAN OF CORRECTION 

(Xi) PROVIOER/SUprUER/CUA 
IDENTIFICATION NUM6ER: 

185146 
NAME OF PROVIOER OR SUPPlIER 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

(X4) 10 I 
PREFIX 

TAG ! 

I 

SUMMARY STATEMENT or DEFICIENCIES 
(EACH OEFJerENCY MUST SF.: PRECEQEQ 8V FUll 

REGULATORYORLSC rOENTrFYr~ INFORMATION) 

K 029 Conllnued From page 2 

I 

(X2) MULTIPlE CONSTRUCTION 

A. eUfLDfNG 01 

B.WING 

STREET AODRESS. CITY. STATE, ZIP COOF 

200 GLENWAY ROAD 

WINCHESTER, KY 40391 

PRINTED: 0812312013 
FORM APPROVED 

OMS NO, 0938,03gi 
(X3) DATE SURVEY 

COMPLETED 

0810712013 

I 10 I PROVIDER'S PU\N or: CORRECTION IX5) 
PREFIX . 

TAG , , 

! 
i 

I 
K029i 

(EACH CORRECTIVEACTfON SHOULD HE I COI,lP1ETt)N 
CROSS-REFERENCEO TO mE APPROPRIATE _ DATE 

DEFICIENCY) .J 

',' The findings were confirmed wilh Ihe I 
,Admlnislralor al Ihe exil conference. , 

I 
! 

storage areaS with report of ~'ny 

discrepancies to the Quality 
Assurance (QA) Committee at lc6st 
quarterly. ! 

I Reference: NFPA 101 (2000 edillon) , 
'1'19,3.2,1 Hazardous Areas. Arrt hazardous areas , 
, shall be safeguarded 1 
. bya fire barrier having a 1 ,hour fire resislance i 

raling I 
or shall be provided wilh an automalic 
exlingulshlng syslem In 
accordance wilh 8.4.1. The aUlomalic 
extinguishing shall be , 
permltled 10 be In accordance wilh 19.3.5.4. ' 
Where Ihe sprinkler I 
opllon is used, Ihe areas shall be separaled from ' 
olher I 
spaces by smoke-resislrng partillons and doors. , 
The doors 
shall be self,closing or aulomalic,closlng. " 
Hazardous areas 

'I shall include, bul shall nol be reslricled to, Ihe , 
, following: 
, (1) 80ller and fuel,fired healer rooms " 
i (2) Cenlralibulk laundries larger Ihan 100 fl2 (9.3 ' 
i m2) , 
! (3) Palnl shops 
I (4) Repair shops 
: (5) Soiled linen rOOms 
j (6) Trash colleclion rooms I 

, (7) Rooms or spaces larger Ihan 50 ft2 (4,6 m2). " 
, Including 
! repair shops, used for storage of combuslible " 
: supplies 
rand equipmenl in quanlilles deemed hazardous 
,bylhe I 
I aulhority having jurisdlcllon 

I
, (8) Laboratories employing Oammable or 
, combustible rnalerlals 

FORM arS·2567(02-99) PrevloU$ VersiOn' Obsolele Evan! rO.MMEW2t 

i Monitoring Changes 
i Continuing Compliance 
I 

!. 

To 

I 

I 

The QA Committee shall monitor 
the repOlt at least quarterly tth 
reconunendations as needed, to 
maintain compliance. The bA 

i 
I 
I 
i 

Conunittce shall detern1ine 
continuance or cessation relativJ to 
substantial compliance. I 

! Date of Completion: , 09-13- 3 

I , 1 

I 
I 
I , 
, 

I 
i 
I 

i 

I 

I 
I 

i ! , 
I ! 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEt.rENT OF OEFfCrENCfFS 
AND PlAN OF CORRFe nON 

(X1) PRovrOERlSUPPUER!CUA 
IOENTIFICATION NUMaFR: 

185146 
NAP-IE OF PROVIDER OR SUPPlIER 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

IX4)1O . 
PREFIX 1 

TAG 

SUMMARY STATFMENT OF DEFICIENCIES 
(EACf-i DEFICIENcY MUST SE PRECEQEO 8V FUll 

REGLlATORY ORlSC roENTrFVfNG fNrORMATlON) 

i 
! 

K 0291 Conllnued From page 3 

I
' in quanlilles less than those Ihat would be 
considered 

: a severe hazard. 
! Exception; Doors in raled enclosures shall be 
: permilled 10 have nonraled, 
i faclory- or fleld-applled prolectlve plales 
, extending nol more 
Ilhan 48 In. (122 cm) above Ihe botlom of Ihe 
~ door. 

K 056[ NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Ilf Ihere is an llulomalic sprinkler syslem, il is 
: 'Inslalled In accordance wllh NFPA 13, Siandard \ 
1 for Ihe Inslallallon of Sprinkler Syslems, 10 i 
provide complele coverage for all par lions of the 

I building. The syslem Is properly malnlained in i 
accordance with NFPA 25, Standard for the 

Iinapecllon, Tesllng, and Maintenance of i 
• Waler-Based Fire Prolecllon Syslems. Ills fully . 
1 supervised. There Is a reliable, adequale waler i 
• supply for Ihe syslem. Required sprinkler ; 

I 
syslems are equipped wilh water flow and lamper I 
switches, which are electrically connected 10 Ihe Ii 

i building fire alarm syslem. 19.3.5 
1 • 

I 
This STANDARD Is nol mel as evidenced by; 
8ased on record review and Intervlew, it was 

del ermined Ihe facility failed 10 ensure sprinkler 
syslems were maintained accordin9 10 Nallonal 
Fire Prolection Assoclallon (NFPA) slandards. " 
The findings affecled four (4) of sixleen (16) 

'I' smoke compartmenls, twenty six (26) residents, I 
I slaft and visilors. j 

I The findings Include: I' 

i 
FORM CMS-25S7(02·99) PU:lW)US Ve(SKlfiS Oooo/ela Evanl II): MMEW21 

PRINTED: 0812312013 
FORM APPROVED 

0\>113 NO. 0938.()391 
(X2) MULTIPLE CONSTRUCTION 

A. eUfLOl/IlG 01 
(X3) DATE SURVEy 

COMPlETFD 

e WING _~ __________ _ 
0810712013 

STREET ADDRESS. CITY, STATE, ZIp CODE 

200 GLENWAY ROAD 

WINCHESTER, KY 40391 

I 10 
, PREFIX 1 

PROVIOFR'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD ef 

CROSS-REFERENCED TO THE APPROPRfATF 
DEFICIENCY) 

! ''''') 
I, COMPLEOON 

1 TAG I 

I I 
K 0291 

j 

K0561 

I 
I 

I 

K056 

I 
: 
I 
I 
i 

I 
I 
I , 

I 
Immediate Corrective Action ~'or 
Residents Found To Be Affected I 

! 
j i 
,
! + No specific rcsident(s) WI' ere 

identified. 

I Identification of Other ReSid~nts i With The Potcnlial to be Affected i 
I + All residents residing on the CHerry 

Blossom Community have' the 

, potential to be affected. HoJever 

I given there were no neg~tive 

I 
outcomes before the l1us/1ing 

procedure was performed i on 

I 08/23/13, no other residents were 

I identified. I 
I I 

DAlE 

Facllily V: 100074 If contlnualk;ln sheel Page 4 of 6 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT or DEFfCrFNCrES 
AND PLAN OF CORRECTION 

(X1) PROvroER/SUPPUER!CUA 
IDENTIFICATION NUMeER; 

185146 
NAME OF PROVfQER OR SUPPLIER 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

IX4)'O ' 
pREFIX I' 

TAG 

SUMMARY STATEMFNT OF DEfiCIENCIES 
(EACH DEFICIENCY MUST HE PRECEDEQ 8V FULL 
RFGUu\TORY QRlSC IDENTIFYING INFORMATION) 

i 

K 056! Conlinued From page 4 

I Record review on 0810712013 at 12:38 PM, 
I revealed during Ihe 0512212013 Inspection of Ihe , 
'I' faclilly sprinkler syslem by an oulside conlractor, 1 

, Ihe facility would need 10 have Ihe sprinkler 1 

1 
syslem flushed. The findings were confirmed wilh , 
the Mainlenance Direclor. I 

I Interview on 0810712013 al1 :26 PM, with Ihe 'I 
: Mainlenance Dlreclor and Ihe Adminlstralor, . 
I revealed Ihe facililywas scheduled to have the I 
i, inspection done on 0811912013. Furlher Interview I' 
wilh IheAdmlnlslralor revealed il had laken Ihls . 

liang 10 have Ihe work performed due 10 bidding I 
'I oul the job. Sprinkler systems musl be flushed 10 
ensure Ihe operallonof Ihe sprinkler syslem. I 

i 
, Reference; NFPA 25 (2000 edlllon) . 
i 10-2.1' To ensure thai piping remains clear of all I 
, obslructive foreign matter, an obslrucllon 1 
I investigallon shall be conducled for system or 
, yard main piping wherever any of Ihe following i 
! condillons exiSt: I 
! (a) Defeclive in lake for frre pumps taking suction I 
' from 
I open bodies of water 1 

1 (b) The discharge of obstructive malerial during i 
i roullne /' 
: water lesls 

I (c) Foreign materials In fire pumps, in dry pipe ,I' 

I valves, or In I check valves I 
I (d) Foreign malerlalln water during drain lests or I,' 

! plugging I of inspeclor' s tesl connection(s) I 
FORM CMS·2567(02·99) Pl'evtoos VerstOO$ ObSofeio Evan! to: ~EW21 

PRINTED; 0812312013 
FORM APPROVED 

OMB NO. 0938·0391 
rX2) MULTIPlE CONSTRUCTION 

A. eurLOrNG 01 

(X3) DATE SURVEy 
C01.rPlETED 

a,WING 

STREET ADDRESS. CITY, STATE, ZIP COOE 

200 GLENWAY ROAD 

WINCHESTER, KY 40391 

0810712013 

I '0 , 
PREFIX 1 

PROVIDER'S PlAN OF COT{RECTION 
(EACH CORREC TIVE ACTION SI 10UtJ) aE 

CROS$·REFERENCED TO TI-IEAPPROPRIATE 
DEFICIENCYI 

, 
! CO"~~ION 

TAG i ! OATE 

1+ 
K0561 

The facility had requcsted ian 
inspection on 05/22/13. U~on 
receipt of the outcome of (his 
inspection, quotes were immediaiely 
sought for corrective action. u~on 
receipt of hids and selection I of 
contractor, the service was 
scheduled for the week of OS1l9i13. 

I 
i 

I 
I 
! 
i This was in process prior to surtey. 
, There were no other resident a~eas 
I identified and thus no other residtnts 
I affected. I 

! I 
Measures Taken To Assure There 

i Will Not Be a Recurrence II 

I 
I + Plant Operations Director ~ill 
I pl'escnt required inspection I'C~orts 

I, to the Administrator for review IIPon 
completion and also the ,QA 

I Committee at Icast quarterly. I 

I ! 
I Monitoring Changes To AsLre I Continuing Compliance i 
I + The QA committee shall rcLew 
, rcquired inspections at least 
I qU8lteriy to assure confol'lnpnce I with life safety codes. The i QA 
I Committee shall detcrjnine 

1 I 
r8CIlty 10: 100074 If continuation shOel Page 5 of 6 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATF.t.1FNT OF DEriCIENCiE$ 
ANO PLAN OF CORRECrFON 

NAME OF PROVIDER OR SUPPliER 

{X I) PROVIQER/SUPPLIER/eliA 
IDENTIFICA nON NUf.mER: 

165146 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

{X2) t.1l)L TiPlF CONSTRue TION 

A, BUILDING 01 

B.WING 

STREET AOORESS, CI ry, STATE, Zip CODE 

200 GLENWAY ROAD 

WINCHESTER, KY 40391 

PRINTED: 08/23/2013 
FORM APPROVED 

OMB NO. 0938·0391 
tX3) DATE SURVEY 

COMI'lETEO 

08/07/2013 

(X4) 10 I SUMMARY STATEMENT OF DEFICIENCIES 1 10 I 
PREFlX , tEACH OEFICIENCY MUST BE PRECEDEO BY FUll I PREFIX 

PROVIDERS PlAN or CORRECTION 
tEACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
OEFICIENCY) 

TAG! REGUlAfORY OR LSC DENT!FYING INrORMATION) ! TAG I 

.1 I' 
K 056 i Conllnued From page 5 " 

(e) Plugged sprinklers 
I . , I 
I (I) Plugged piping In sprinkler syslems dismanUed i 
: during , 
! building alieralions I 
I (g) Failure 10 flush yard piping or surrounding i 
I public mains 
: following new Inslallatlons or repBlrs I 
I ! 
I (h) A record of broken public mains In Ihe vicinity i 
(I) Abnormally frequent false lripplng of a dry pipe /' 
valve(s) 

0) A system Ihal Is relurned 10 service afler an " 
extended 
shuldown (greater Ihan 1 year) I 
(k) There Is reason 10 believe Ihallhe sprinkler , 
syslem conlalns , 
sodium sllicale or highly corrosive fluxes in I 
copper , 

~~~ I 
(I) A systetn has been supplied wilh raw waler via, 

I the fire , 
, deparlmenl conneclion. I 
110.2,3" Flushing Procedure, If an obslruction ' 
Invesllgation I 

! cBrried out in accordance wilh 10·2.1 Indlcales I' 

Ilho presence of 
I sufficlenl material 10 obstrucl sprinklers, a 
I complele flushing 
I program shall be conducled. The work shall be 
, done by qUBlffied 

• 
I 
i 
, 

I personnel. 
K 103' NFPA 101 LIFE SAFETY CODE STANDARD 
ss,ol 

I 
FORM CMS-2667(02-99) PreVIOUS; VelSlOl'lS Obsolele Ewnl ID:MMEW21 

contiuuance or cessal ion relati vel to 

subslantial compliance. , 

1 
K05el 

I 
I Date of Completion: I 09-13- 3 

I 
i 
I 

I 
i 
I 
! 
I 
I 
I 
I , 
I 
i 
i 
I 
J 

I 

I 

K 103f 
j 

Foo&tylD; 100074 

I 

I 

I 
I 
! 
i 
I 
i 
! 
i 

I 
i 

I 
I 
! 
I 

I 
I 
I 

If continuation sheet Page 6 of 8 

rOltntaln ClrcleCare& Rei lab, poe P,1ge6 0[8 



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

SrATfMENT OF OEfiCIFNCIES 
AND PlAN OF CORRECTION 

NAME OF PROVIUER OR SUPPLIER 

tX I) PROVIDERI'SlJPPLIER/CUA 
IJENTIFICA nON NUMBER: 

185148 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

tX4) 10 I SUMMARY STATEMENT OF QEFICIENCIES I 
PREFIX I (~CH OfFICIENCY MUS r BE PRECEQED BY FULL 

TAG I REGULATORY OR lSC IDENTIFYING INFORMATION) 1 

K 1031 Conlinued From page 6 i 
i Iinierior wailS Bnd partillons in buildings of Type I , i or Type II construction are noncombustible or I 

,limiled-combustible malerials. 19.1,6.3 

I I 
I i 
, This STANDARD Is nol mel as evidenced by: I 
I BBSed on observation and inlerview. Ihe facility . 
I faBed 10 construcl a parlillon wall using I 
I
, noncombuslible or Iimlled combusllble malerials I 
, in a noncombustible slruclure according 10 I 
I National Fire Prolecllon Associallon (NFPA) I 
i slandards, The deRcient pracllca affecled one (1) I 
I of slxleen (16) smoke comparlments. i 
I ' 
: The findings Indude: I 
: I 
I Observalion on 08/07/2013 a12:18 PM. revealed i 
, Ihe facUlty had construcled two (2) partition wallS, 
Is (five) feet In heigh!. The observation waS i 
! confirmed wilh the Maintenance Dlreclor. i 
i Inlerviewon 08/07/2013 a12:18 PM. with Ihe I 
I
, Malnlenance Direclor, revealed Ihe facUity had I 
, conslrucled Ihe walls oul of ordinary conslruellon i 
! (wooden 2x4 sluds). furlher observallon revealed I 
' lhe Mainlenance Direclor was unsure of the 
original construcllon dale due 10 the walls being I 
construcled before he was employed at the I 
facility. Pariillon walls ',n a noncombusilble • 
slruclure musl be conslructed using ! 
noncombusllbla conslruction or lim lied I 
combusllble malerials 10 prevenllhe spread of I' 

I rl(e, 

I The findings were confirmed with the I 
i Adminlslralor al Exll Conference. i 

FORM CMS-2561t02.99) f'tevtoos VeffliQn, Obsdele EvenIIO:MMEW21 

PRINTED: 08/23/2013 
FORM APPROVED 

OMB NO 0938-0391 
{X2) MULTIPLE CONSTRue TION 

A. BUILDING 01 
tX3~ DATE SURVEy 

COMPLETED 

B,WING 

STREET AQORESS, CI ry, STATE, ZIP CODE 

200 OLENWAY ROAD 
WINCHESTER. KY 40391 

08/07/2013 

'0 
PREFIX \ 

PROVIOER'S PlAN OF CORREC nON 
(EACH CORRECTtVE ACTION SHOULD BE 

cROSS-REFERENCEO TO THE APPROPRlo\TE 
DEFICIENCY) 

" 

"'51 
COMPlETION 

TAG i .- DAre-, 
J 

! K 103 (*Note: The partition w*lIs 
K 103! identificd have been in place for 

! approximately 20 years.) I 
I i i Immediate COI'rectlve Action for 
i Residents Found To Be Affected ! 
. I 

I • No specific resident was identifier' 

I Identification of Other Residtlnts 
I With The Potential to be Affected I 

I • Give~ the~e walls are outsid~ I the 

i satelhte kitchen area, any rcsl4ent 

: within that area has the potellti~1 to 

I be affected. However, this areh is 

I wilhin the closed area of Ihe facility 

i and has limited access to ambulalory 

I and/or I'esidents utilizing the d+ing 

I area. No resident was identifie~ as 

I being affected. I 
I ! 
j I 
I 
I 
I 
( 

I 
, 

Measures Taken To Assure T~ere 
Will Not Be a Recurrence i 

• Parlition walls idenlified Will be 

removed and thus present no further 

issue relative 10 residenl safety. 

I 
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DEPARTMENT OF HEAlTHANO HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

$rATEMENror DEFICIENCIES 
AND PlAN OF CORRECTION 

{XI) PROVIDER!SUPPUER/ClIA 
IOENTIFICAfION NUMBER: 

185146 
NAME OF PROVIDER OR SUPPLIER 

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 

(X4) '0 I 
PRl!FIX " 

TAG I 

SUMMARY SrATFMs=NT OF OEFICIENCIES 
tEACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGULATORY OR lSC IDENTIFYlNG INFORMATION) 

I 

K 103! Conllnued From page 7 

I 
1 

I 

I 
i 
I 
! 
I , 

1 Reference: NFPA 101 (2000 edliion) 

119.1,6.3 All Interior walls and partitions In 
I buildings ofType 
. lor Type II conslrucUon shaU be of 
I noncombustible or Iimiled-
i combusllble malerials. 

I Exceplion,' lisled, flre-relardanl-lrealed wood 
, sluds shall be permiUed 
1 wilhln non·load bearing 1-hour fira-raled 
i par/iUons. 
, 

i 
I 
I 
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tX2) MULTIPLE CONS rRue nON 

A. BUILDING 01 

B WING_ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

200 OLENWAY ROAD 

WINCHESTER, KY 40391 

PRINTED: OB/2312013 
FORM APPROVED 

OMS NO. 0938'()391 
tX3) DATE SURVEY 

COMPLETED 

08/0712013 

! ID 1 PROVIQER'S PlAN OF CORRECTION 

,I 

PREFlX I· (EACH CORREcrlVEACTION SHQUlD BE 
I "<5, 

I
; CO~I.ETJ()N 

OAfE 

! 
i 

TAG CRQSS-REFERENCFQ TO THE APPROPRIATe: I DEFICIENCY) J 
,I Monitoring Changes To Asst)re 

K 1031 Continuing Compliance I 

I I. Any additions Ihat affeci Life sa)ety 
. Code adherence shall be revie~ed 

I 
1 

I , 
I 

I 

I 

I 
i 

I by the Corporale Architect tor 
i assurance of conformance to llife 
i Safety Code requirements. I 

I Date of Completion: I 09-13- 3 

I ! 
I i 
! I 
I I 
! I.' 

I 
I 

I 
! 

I 
1 

i 
i 
I 
i 

I 
1 

j 
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