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An on-site 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 Ihat
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 plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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| A Recertificatlon Survey was Initiated on 5
. 08/06/13 and conciuded on 08/08/13. i i
* Deficlencles were cited with the highest Scope '
i and Severlty of a "D", i i
F 160 483.10(c)(6) CONVEYANCE OF PERSONAL ;i F 160;F 160
i FUNDS UPON DEATH ' ’ :
58=D ; Fountaln Clrcle is eonimitted to ensure
' Upon the death of a resident with a personal fund ; that upon the discliarge of a resident with
j deposited with the facility, the facility must convey 'a personal fund deposlted with fhe
within 30 days the resident's funds, and a final |  faclilty, the faclllty wlll convey wlthln
accgunli.ng' o(m;llh_ose funcljsi. o the individual o  thirty (30) days the resident’s funds, and
’ ggt)at:le iurisdiction administering the resident's 1 " a final aceounting of those funds, to the

i i
. This REQUIREMENT is not met as evidenced
“hy:

i Based on Interview, record review, and review of i
the facility's policy, it was determined the facillty
I failed to convey the deceased resident's !
‘ {Unsampied Resident E} personal funds and a i
' final accounting to the individual or probate
 jurlsdiction administering the individuai's estate |
" within 30 (thirty) days. ‘

I
! The findings include: i

' Review of the facliity's palicy, *Conveyance of i
| Funds upon a Resident's Dealh™, dated June ,
' 2007, revealed within thirty (30} days of the death |
i of a resident, the facility would convey the

. deceased resident's personal funds angd final

* accounting of those funds 1o the individuial or :
; probate jurisdiction administering tho resident’s
* eslate.

{
- Review of Unsampled Resident E's medical

lindividual  or probate  jurlsdiction
i admiuistering the resident’s estate,
_5 Immedlate Correctlve Actlon For
! Residents Found To Be Affected :

| ¢ Resident #E was refunded on 06/1/13
‘ as indicated by surveyor. This was a
direct result of transfer of funds from

previous ower,

[
: Identification of Other Residents

The Potential to be Affected ;
! ¢ All discliarged residents since inception
of facility on 04/01/13 were reviewed

with 110 other residents identified.

With

;
i
| Measures Taken To Assure There

Not Be a Reeurrence
¢ Business Office Manager (BOM) will

’ report to  Administrator monthlyi all

|
will

e |

Slaiermentfending with an aslersk (
other safeguards provide suffician| prolecon in the
following the dale of survey whether or noi a pian of correction
days followdng the dale thes
program participation,

Previous Versfons Obsolsie
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I
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*}denales deficlency which the Insiliution may be excused fram correcting peoviding li é detaglned thai

patlents. {See Instructions.) Excapl for nursing homes, ihfa fIndings slaied above are disciosable 0 days
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- 1 i E
F 160 ! Continued From page 1 F 1601 discharged rr.?sndenfs along with a recopd
[ record, on 08/08/13, revealed the facillty admitled ! i of return of fuids for same.
the rasldent on 12/26/12 and the resident expired , X , .
[ on 04/02/13. iMonitorlug  Changes To Assure
Contlnulng Compliance
Rewedw of ggfﬁasm%ed Resladgn;] E fs ﬁnlancnal dod '+ BOM shall report to the QA commatgee
j record, on 113, revealed the facility recorde :
the death of the resident on 04/02/13 and the final at least quarterly of all discharged
| accounting of the account was on 06/12/13. ! ! residents along with a record of‘ returit
i | ththe B ffice M i i of funds for same if apphcahle The
nlerview with the Business Office Manager, on : : der
; 08/08/13 at 5:10 PM, revealed current ownership ] i QA, Committee Sh,a” dcllemme
of the facility was initlated on 04/01/13. The i continuance or cessation relative lto
| Business Office Manager stated the current f ! substantial compliance. ;
[ owner did not receive residents’ account and [ i :
t funds from the prior awner unlil June 2013, The letion: 09-13-13
. Business Office Manager further stated the i Date of Completion: i
current owner was able to provide current i ' ‘ ;
residents reslding in the facillly access to their ! ‘
" personal accounts and were able to provide funds | i i
I to these residents starling on 04/01/13. i - F282 :
. A the Ad 0808/ - { Fountaln Clrcle is committed “to
| Interview with the Administrator, on 08/08/13 at | : " ;
6:35 PM, revealed his expeclation was to have a ’! i pmvid.mg a s.afe, clean, con_af‘nrtabie ‘,“"'
| decreased regident's final accounting of the !‘ . homelike cavironment, allowing residents
account to be completed within the timeframe - ' to use hls or her personal belonglngs to
i gccording to reguiations, which was 30 (thirty} | the extent possible. .
ays i
F 252 483. 15¢h) 1) © F252i : g .
$8-D| SAFEICLEAN/COMFORTABLE/MOMELIKE | - Imatediute  Corvective Actiou  For
" ENVIRONMENT ! i Residents Found To Be Affected i
i i i ¢ Resident #19, and Unsanpled Res'ldg:nts
The facilly must provide a safe, clean, : B, C and D, expericnced no uegatave
| comfortable and homelike environment, allowing E ! outcoines due to the alleged deficient
i :he":es;dtennttlo us?b?ls or her personal belongings | i practice of foul odors in Room 409 iand
o fhe exient possile ; it the bathroom for room 409, ;
§ ’ ! ¢ Rooms #4609, and the bathroom,
{ This REQUIREMENT is not met as evidenced | | including the floors, were deep cledned
; i i with a cleanser, on 08/09/13 byl the
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| ’ i DEFICIENCY) :
F 2521 Continued From page 2 | pogy; housekeeping staff. The comniode in
 by: ’ the bathroomn of Room 409 had!a
' Based on observation, interview, and review of I cracked flange aud was replaced on
! facitity’s poltcy, it was determined the facility failed } ; 08/08/13.
"o ensure a safe, clean, comfortable and
| homelike environment for one (1) of twenty-two | | Identification of Other Resldents With
(22) sampled residents (Resident #19) and three : The Potential to be Affected
(3) Unsangled Residents (Unsampied Residents | ' The Director of Plant Operations (DPO)
B C, and
) I i completed walking rounds of all umls
" Observation during survey revealed there was a i - aund residents rooms on 08/09/13, t
i foul odor of urtne on the Reflections Unit in Room ! ! ensiire roons and bathrooms were cléau
409 and in the bathroom which was shared by | i aud free from odors. In addition, ill
| residents in Room 409 and 410. i ~ areas utilized by residents, including
| The findings include: : | a?ll'\llly ares, lobby, therapy rooths,
i dining areas, and outdoor areas were
| Review of the faciliy's "Five Step Daty Resident | - included in the sounds by the DPO. No
“Room Cleaning” Policy, revised 07/08, revealed ! other areas were identified as being
| resident rooms were to have the following ) affected. None-the-less, all residests’
compieted daily, empty trash, disinfect horizontal . ' roonis, bathrooms and floors on the
Igzrsfla:::)s us?(?:a?:rﬁcud? sdrioit ?Ie?n the walls, i i Reflections Community (where Room
| p.a p mop fo disinfec ! 409 is located) were deep cleaned;on
Review of the "Seven Step Dalty Washroom i i 8/9/13 by the honsekeeping staff, with
| Cleaning” Poltcy, dated 01/05, revealed the : i focus being on Room #409 and ‘the
bathrooms were lo have the following completed; ; ‘ bathroom therein. i
1 check suppites for loilet paper, paper towels, I ¢ On admission and quarterly, resident
soap dispensers, empty trash, dust mop the floor, ! : interviews are conpleted and residents
!clean and sanitize the sink, tub and cominiode | | are encouraged to ise their perséual
using a germicide, spot clean the walis, and i : courag . hpe ik
i damp mop the floor using a germicide solution.  : ! belqnglngs to 'e mp hasize Al omeg e
f i , cuviromment within the facility. ‘No
J‘.Review of Resident #19's medical record : ! resident  negative  ountcoines  were
' revealed dlagnoses which included : ‘ identified via review of these itervigws
i f\lfol?]-AiSz’hell?;er’s.t g;mentl?w ?qd Anxigtg:, geview j ' by the Adininistrator. I fact, residents
: of the Significan ange Minimum Data Set : famili limented |
 (MDS) Assessmenl, dated 06/19/13, revesled the | a?d l-alr:! s K:)al\:e ctl)ir:p el lo(lil'lthf
factlity assessed the resident as having a Brief : cleanimess a ome ke env.u'. ipten
| Interview of Mental Status (BIMS) of eight (8) | . since Signature HealthCARE arrived|
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F 252i Continued From page 3 i
j’ indicating cognitive impalrment. y

i Obgervation of the Reflections Unit, on 08/06/13 |
at 1:00 PM, revealed a strong odor of urine in ‘
| Room 408, in the bathroom shared by Room 409 ! i
and Room 410, and in the haliway by Room 408, |
! Further observation reveaied Room 409 was :
shared by Resident #19 and Unsampiled Res:dentI
~C. An adjolning bathroom connected Room 409 |
! to Room 410 and Unsampied Residents Band D
 resided in Room 410. |
!
i Obsarvation, on 08/08/13 at 10:20 AM, revealed
Restdenl #19 ambtiated from the dining reomto !
" Room 409 with a rolling watker. Strong urine i
odors were noted in Room 409 as weli as in |he
_ bathroom which adjoingd Room 409 and Room !
1410. Interview with Resident #19 al the time of |
; the observation revealed she/he did not smeil any
" odors.
t
i Interview, on 08/08/13 at 10:30 AM, with Certified
Nursing Asslstant (CNA) #2 revealed she had
i become dasensitized to the odors on the unit;
however, could smell a mixture of urine and
 disinfectant in Room 408 as well as the i
| bathroom. :

§
|
I

t Interview, on 08/08/13 at 10:40 AM, with
Housekeeper #1 revealed she always worked the : !
i Reflections Unit. She stated she smelled odors |
; on the unit in the mornings and dtd not smeii the i
" odors after cleansing rooms and bathrooms with
 distnfectants and using alr freshener, She further |
stated her dally routine consisted of cleaning the |
I resident bathrooms with disinfectant inciuding the |
; sinks, toliet, and dusting the rcoms as well as |
" mopping residents rooms and bathrooms )
! everyday. Housekeeper #1 revealed she cleaned | ’

(X4) 10 i SUMMARY STATEMENT OF DEFICIENCIES ’ 10 ’ PROVIDER'S PLAN OF CORREC MNON ' x5}
PREFIX {EACH QEFICIENCY MUST BE PRECEDED BY FULL b OPREFIX (EACH CORREC TIVE ACTION SHOILOBE j COMPLETION
TAG . REGULATORY OR LSC IOENTIFYING INFORMATION) ’ TAG CROSS-REFERENCEQ O HE APPROPRIATE | OaTE
! i | OEFICIENCY) i
1 ! :
F 252; ;

i Measures Taken To Assure There Wlll
j Not Be a Recurrence

.

The DPO completed re-education of the
housckeeping staff on 08/09/13,

ensure residents rooms, bathrooms, a"ud
all areas frequently nsed by residents
are clean, homelike and free fron
odors. .

The Staff Development Coordinator
(8DC) initigted in-services for all sfaff
on 08/09/13 regarding a clean and odor
free environment. The in-service is on-
going and all new hires will be provided
education during orientation, '

An “Environmnental Audit Tool” wilf be
coinpleted three (3) times per week :for
one (1) month, then one (1) tinve per
week on the Reflections Community, by
the Reflections Programn Director or by
the facilities department heads,
consisting of Director of Nurding
(DON), Social Service Director (SSD),
MDS Nurse (MDSN), Quatity of Life
Director (QoLD), Assistant Director of
Nursing (ADON), Unit Manager (UM),
Medicat Records Managers (MRM),
SDC, the Restorative  Nurping
Supervisor (RNS), Dielary Manger
(DM) aud Registered Dietitian (RD).
All remaining residents’ roomns will be
completed one (1) time per week for
one (1) month then at 10% per week
thereafier by one of the above named

FORM CIMS-2667(02-99) Pravious Yersions Obsolels Even| I NMEW |1
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T OATE

F 252 Conttnued From pags 4

the bathrooms agaln after lunch, and cleansed

- the walis two {2) to three (3) times a week. Slie
stated she had cleaned Room 408 and the

* adjoining bathroom three (3) times so far thal day ;

. and had to clean that rcom and bathroom more

" frequently due to odors., Conttnued interview

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

i toilet. She stated she occaslonatly had
compiaints about odors from staff. The

i Housekeeper staled she coutd smeil urtne odors
, in Roon1 408 and in the bathroom adjoining the ¢
' room ali the time of interview.

lnlemew on 08/08/13 at 2:20 PM, with Licensed i
* Practical Nurse (LPN) #3/Unit Manager during an
_ observation of Room 408, revealed she did smeit *
" odors tn Room 408 and in the adjoining '
. bathroons; howevaer, did not remember any
complaints from staff, residenis or families.
intervtew, on 08/08/13 at 3:31 PM, with the
¢ Environmentat Service Director (ESD), reveated
_he staled, "yes, | smeil it", as he entered Room
* 409 from the main hailway. He stated, "it is a bad
_odor and it doesn't smell right”. The ESD stated
" ha was unaware of any Issues with odor in this
. room until the survey. Continued interview
revealed the process used for odor elimination
. was to ruje out the source of the odor. He stated
his plans for Room 408 bathroom wouid be to puli!
: out the toilet and examine and replace the wax
_ring and examine the Rooring under the tollet. He '
' further stated he audited two (2) rooms each unit .
, par week.

: Review of the Audit Tool for Environmental
_Services revealed Room 408 had last been
* audited on 05/17/13 by the Housekeeping

F 252:

positions, The resulis of the tool will be
addressed in the morning neetings (M-
F) and discussed with the DPO, The
“Bnvironmental Andit Tool” will be
given to the facility Administrator in the
morning meeting (M-F) for review.

‘ Monitoring  Changes To  Assure
* Continuing Compliance i
¢ The Administrator will present the
findings of the “Environmental Andit
Tool” to the QA Committce al least
quatterly for review. :
The Director of Nursing will compiete 2
monthly audit of the "Environmeutal
Audit Tool” to eusire compliance.
Results of the DON andits will be
submitted to the QA Cominittee at léast
quarterty, The QA Committee shall
determine continuance or cessation
relative to substantial compliance.

Any non-conpliance will be addressed

by the Administrator.

Date of Completion: 09-13-1
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F 252; Continued From page 5
| Supervisor and no odors ware present at that
time,

i i
. Interview on 08/08/13 at 4:00 PM with the interlm |

' 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 282i 483.20(k)3)(ii) SERVICES BY QUALIFIED
S8=D; PERSONS/PER CARE PLAN

| The services provided or arranged by the facility
i must be provided by quaiifted persons in
“accordance with each resident's wrilten pian of
| care,

! This REQUIREMENT is not met as avidenced
iby
Based on observation, interview, and record
i review, it was determined the facility failed to
j 8Nsure services provided or arranged by the
, facttty met professional standards of care for one
£ (1) of twenty-two (22) sampied residents
| (Residant #2),

! Resideni #2 had a Physician's Order for heel

i Proteclors to bilateral feet while in bed for

. prevention. Howaver, abservation on 08/07/13
" reveaied the heel proteclors were nol apptied
; while Resident #2 was in bed.

! The findings include:

i

; Review of Resident #2's medical record revealed
 diagnoses which included Dementia, Chronic

I Renal Insufficlency, and Eng Stage Cancer of the
i Colon. Review of the Quarterly Minimum Data

i

?
t

I
!

i
i
!
T
l
|

;F 282 (*Note: There was no negative
F 2521 . !
;outcome to reshient per surveyor’s note,
‘Furthermore as indleated by surveyor
'heels were floated on pillow while
‘protectors were being laundered.) !
‘Fountain Clrcle Care & Rchabilitatipn
iCenter 1s commltted to ensure services
. are provided by the facility (hat nieets

professional standards of care.
I}

F 2821

‘Immedlate Corrective Action For

! Resldents Found To Be Affected

| ¢ Resident # 2 experienced no negative
oltcomes, :

t  Due to no pressure sores being present

; for Resident #2, heel protectors were

! discontinued by the Physician.

i i

. Identification of Other Residents With
' The Polential to be Affected

_-f * A 100% chart andic of all residents gare
plans, wilh fochs on all assistive and
' preventative devices, was conpleted, on
09/06/13, by ADON, UM, and the RNS.
Walking rounds were also perjbrmeci' oh
09/06/13 by the ADON, UM and RNS, to
include visual observations of all resicf_eu s,
fo enshre residents care plans were Being
: Jollowed. No other residents were ideniified
! as belng affected by the alleged deficlent
praciice. ;

i ¢ A 100% chart andit of all residents
i Physician’s orders to include all devices

' was completed on 8/14/13 by the UM,

FORM CMS-2667(02-96) Pravious Versions Obsoleje
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F 282 Continued From page 6
' Set (MDS) dated 07/22{13, revealed the faciilty

. of Mentat Status (BIMS) of a three (3) Indicating
cognitwe impairment. Further review revealed

I the facility assessed the resident as requiring

| total assistance with transfers and bathing, as
ambulation not occurring, and as always

i assessed the resident as being at sk of
: deveioping pressure uicers.

i
Review of lhe Comprehensive Plan of Care,

i bilster on the Ieft greal tos, recurrent excoriation
polenllal for altered skin Integrity related to

" of skin breakdown. The Interventions Included
!iieel protectors bitaterally while in the bed.
{ Review of the Physician's Orders dated 08/2013
revealed orders for heel protectors to bilateral
i faat while in bed for prevention,

' Observalton, on 08/07/13 at 11:00 AM, revealed

i Resident #2 was in the bed and the resident's
heels ware on a plliow and the heels wera not

1 touching the matliress; however, there were no

i heel prolectors noted.

i Interview with Ceriiftad Nursing Assistant (CNA)
" #3, who was assigned to the resident at the time
| of the observation, ravealed the resident had no
. heel protectors ordered but she wouid ctieck ihe
Asslgnment Sheel which she carried in her

: the CNAAssignment Sheel, she stated the
! resident was to have hesl prolectors; however,
i she could not find any in the resident’s room.

| Inconiinent of bowel and bladder. The facilily also

> of the butlocks and groin as well as an Increased °

| Dermalitls, age, racurreni dlarchea, and a hislory

' F 282}

i assessed the resident as having a Brief interviaw !

!
t

' dated 07/30/13, revealed the resident had a blood

;
|

|

! pocket for a reference (o be sure. After checking i

i

H

¢ No residents were identified to be

Mecasures Taken To Assuve There Wlli

Not Be a Recurrence
¢ An In-service for all nursing staff (w!ﬂc!:

¢ The UM/ADON will complete audﬂs

ADON, Quality Assuraice Nurfse
(QAN), DON and the RNS. '
Walking rounds, which iuclnded a
visual observation of all residents, was
completed on 8/14/13 to ensure all
residents Physicians’ orders for all
devices were in place. The walkmg
rounds were completed by UM, ADON
RNS and the DON.

affected by this alleged deﬁciént
practice. :

Included all direcr care staffy was initigted
on 8/9/13 and concluded on 8/14/13; by
the SDC and the QAN related: to
following Physicians’ orders and
fmplementing residents care plans. All new
hires sursing staff, which includes all d:?'ecr
care staff will be in-serviced duping
orientation on following ?hysicians

orders care plans.

by doing walking rounds, twice d!ally
for one month, then weekly thereafter,
checking each resident’s devices, faud
ensuring that all Physician orders Emrd
care plans are imnplemented ard
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F 282 Continued From page 7 . Fog2: Jollowed. This practice will be on~
i i
" interview, on 08/07/13 at 11:06 AM and 210 PM ° . going.
{ with LPN #5, revealed she was assigned to i "¢ The weekend Supervisor will cotnpléte
o ooy, S relre b | it by doig alking o i
. prolectors were listed on ihe Treatment ; { daily for one onth, fhen weekly
* Adminisiration Record (TAR) as a "For Your : , thereafter to  ensure each  resident
= ion” ! C I
T O | i ok e o
i yet checked for heelboots at 11:00 AM when {he | place iuplemented and followed.
. resident was observed in bed without the heel | "4 All uew Physicians’ orders and any
I boots. | ¢ residemt care plans reqiiring changes
! interview, on 08/08/13 at 2:20 PM with LPN ' i fr the previons 24 howrs will be
« #/Unit Manager (UM) where Resident #2 f ) reviewed daily iu the morning clinical
resided, revealed the hesl protectors were | ! : ; y
; important to prevent skin breakdown and the ‘ i meetiiigs with the UM, ADON, (.)éN’
nurses on the floor were to check to ensure they | _ SDC and DON to ensure all Physicians
! were In place. Further interview revealad as Unil i i orders and care plans are implementéd.
Manager she used the CNA Assignment Sheet - i ¢ The Weekend Supervisor will mview
' and checked lo ensure care was being provided | : L
; and devices were In place every two (2) weeks. : [ the weekend orders to ensure Phys:c;rmr
' LPN #4/UM stated she also ensured ihe CNA | , orders and swbseqitent care plans ‘are
| Assignment Sheet was updated daily. Continued ! implemented  and  followed ' on
" Interview revealed she did rounds on the unit : ; .
i three (3) imes a day to check the residents and ! weekends.
" ensure devices such as heel boots were in place. . ] i
[ * Monitorlug  Changes To  Assure
tinllerlweg, onIOSJOfBS:i at 4 ?SOPN}I with the i I Coutinuing Compliance i
t tnterim Director of Nursing (DON}, revealed : i ¢ The DON will review the audits daily
allhough the staff had talked about possibiy _ 5
‘dlscontlnumg ihe hest protectors and just fioating i for oue wnouth, then w?ekly lhelcaﬁer
; the heels for this resident, the heel protectors i ; to ensure compliance of all Phy smuans
* should have been In place as per the resident's orders.
» plan of care. ! ¢ The Director of Nursing will do week{v
F 3141 483.25(c) TREATMENT/SVCS TO ; E 344/ walking romnds for one manth, then weekly
‘ |
$5=0 | PREVENT/HEAL PRESSURE SORES Jor two weeks, lo observe that all resi(?en!s
. _ care plaits are implemented and followed,
i Based on the comprehensive assessment of a ! . '
i _ ; :
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. 314! Continued From page 8 COF 314 ¢ The Wf.:ekend Supervisor will revn?w
P . the andits on Saturday and ?ullday to
“residenl, the facllily must ensure that a resident i i £ 4l Pl
“who enters Ihe facility without pressure sores 1 enswe complance ol a tysiciat
i does not develop pressure sores uniess the ; orders. ,

. Individual's clinical condition demonstrates that "4 The weekend Supervisor will complete
i they wete unavoldable; and a resident having i walking rounds on Satnrday and Sunday, lo
pressure sores recelves necessaty treatment and ) enswre care plans are implemented amd
i services lo promote healing, prevent infection andj I Jollowed. This practice will be on-going |
prevent new sores from deveioping. . ¢ The DON/QA Nurse will report audit
i findings to the QA Comniitice at least
lThis REQUIREMENT is not met as evidenced ; quaﬁer!y ' “16, QA Committee sl%all
by | ; determinc continuance or  cessation
I Based on observation, interview, racord review, ; relative to substantial compliance.
- and review of facility’s Pressure Ulcer Guideline, i i
“ it was determined the facility failed to ensurea " Date of Completlon: ~ 09-13-13
res:denl does not deveiop pressure sores unless | i !
' the individual's clinical condition demonsirates ;
 that they wete unavoidable and a resident ! i
: receives necessary treatment and services tn
. promote healing, preveni infeclion and prevent | i F 314 (*Note: There was no negative
 riew prassure s ores from developing for one (1) outcome to resident per surveyor’s note,
; of twanty-two (22} sampled residents (Resident | i Furthermore as ludleated by surveyor
F#2). i heels were floated on pillow while
{ Resident #2 had a Physician’s Order for heel : protectors were belng laundered.) .
. protectors io bilateral faet while in bed for ! . ;
| prevention and this was an intervention on the |, Fountain Circle Care & Rehiabllitation is
| resident's plan of care. However, observation on ! i committed to ensure that any resident
: 08/07113 revealad the heel protactors were not . who enters the facility without presgure
| applied while Resident #2 was in bed. 5 | sores does not develop a pressure sore,
‘ . . . and that a resldent having a pressure
i The findings include: ; * sore receives the necessary treatment and
_Review of the facility's Pressure Ulcers Guideline, services (o promote heallng, prevent
{ effective 12/10, reveaied it was the policy of the | _ infection and the preventlon of hew
 faclitty that nursing parsonnel would idenlify ) ' pressure sol'es, ]
* regldents at risk for development of pressure ! i :
i uicers and implemaent interventions for prevention . ; :
! of pressure uicers. ! , i
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’ 1
F 314 Continued From page 8 ;

 Review of Resident #2's medical record revealed |
. diagnoses which Inctuded Dementia, Chronic

! Renal Insufficlency, and End Stage Cancer of the |
 Colon. Review of ihe Quarterly Minimum Data
+ Set (MDS) dated 07/22/13, revealed the faciily |
. assaessed the resident as having a Brief Interview °
! of Mental Status (BIMS) of a Ihree (3) indicating |
; cognitive impairment. Further rgview revealed

{ the facility assessed the resident as requiring

. loial assistance with transfers and bathing, as |
t ambulation not occurring, and as always i
_incontinent of bowel and biadder. The facitity also |
+ assassed the resident as being al dsk of :
. developing pressure ulcers. i
i !

. Reviaw of Ihe Braden Scale for Pradicting i
| Pressure Sore Risk dated 07/22/13 revealed the -
. resident was constantly moist, was chalrfast, had t
I slightly iimited mobliity, had adequate nuirition,
. and had the polentlal problem of friction and

i shear, The score indicated a fifteen (15) which |
, was low nisk for pressure sores. :
! A
_ Review of the Comprehensive Plan of Care, i
 dated 07/30/13, revealed the rasident had a blood j
 blister on the ieft great toe, recurrent excoriation -
i of the buttocks and groin as well as an increased i
- potenlial for aliered skin integrity related to :
| Dermatitls, age, recurrent diarrhea, and a hislory i
- of skin breakdown. The interventions included  °
i hesl protectors bilalerally while in the bed. !

. Review of the Non-Pressure $Skin Condition i
! Record, dated 07/31/13, revealed the tasident ;
i’ had a drled biood biister to the bottom of the ieft |
| great log measuring one (1) centimeler (cm) x
j one haif (0.5) centimeters, |
: i

FSMEImmediale Corrective  Action F;)r
; Residents Found To Be Affected
" Resident # 2 was not affected by the

!
i

!

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

Identification of Other Residents Wilh

i
Measures Taken To Assure There Will

alleged deficient practice. In addition,
Resident #2 was not found to have
pressure sores, as observed and stated
by the surveyor. Thus no immediate
corrective action was required. i

i
i

all residents was eompleted on 8/14/13,
by thie 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
mdividuals above to ensurs all reside:nts
were provided devices as ordered. Al
preventative-devices: |

* Al residents were assessed on 8/14/13: by
the U, ADON, RNS aid the DON, for' the
potential for pressure sores and to en\:i'ure
pressure sare preveltlon measure werg in
place. !

¢ No residents were found to be affected
by the alleged deficient practice. |

Not Be a2 Recurrence |
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F 314 Continued From page 10

Review of the Physiclan’s Orders, dated August

1 2013, revealed ordears to ensure the bilateral
heels ware elavated off the maltrass and heel

| proteclors to bllateral feet while In bed for

" pravention.

1

" Observation, on 08/071 3 at 11:00 AM, revealed

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

{ there was no heel protectors noted. interview

. with Certified 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

| a healing blood blister which was reddish/black.

i : she was assigned to Resident #2 today and the
heel protectors must be in the laundry, She
i stated the heel protectors were iisted 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 resideni 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 at 11:05 AM and 2:10 PM,
“wilh Licansed Practicat Nurse (LPN} #5, revealed !

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

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

H
!

¢ The UM/ADON will do walking 1ounds

¢ The UM, ADON, 3-11p Supervisor, or

¢ The

In-services that included, pressure sore
preveution, for all uursing staff, which
tnchided direct care staff; was mitiated on
8/9/13 aud concluded on 8/14/13, by
SDC and the QAN. All new hires,
nurses and direct care staff, wilt be iu-
serviced during orientation, {

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

Weekend Supervisor will assist and
observe the weekly skin assessmeéuts
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 imeetings
by the DON/ADON/UM. This practice
will be ongoing Monday lhrofugh
Friday. The skin assessments 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 314 Continued From page 11 i
i during the shift and while doing treatments. ;

! interview, on 08/08/13 at 2:20 PM, with LPN
i #4/Unit Manager where Resident #2 resided, [
* revealed ihe resident was at nutritionat risk as :
j well as atrisk for skin break down due to End
Stage Colon Cancer. She stated the hesel
! protectors were important to prevent skin
; breakdown and the nurses on the floor were to i
‘ check to ensure they ware in place. Conlinued
¢ interview revealed as Unit Manager she used the
- CNA Assignment Sheet and checked to ensure
! care was baing provided and devices were in .
; place every two (2) weeks; however, she did not
" document any specific audil. She siated she also i
fensured the CNA Assignment Sheet was updated |
_ daily, Further interview revealed she did rounds !
" on the unit three (3) times a day to check the i
i resldents and ensure cleanliness of residents and
of resident's room, devices such as heel boots |
{ were In place, alarms wera in place, and waler
was avallable. She stated staff must have sent
! the heel protectors to the laundry, and they i
| should have obtained new ones from the iaundry
~or from the central supply immediateiy. '
l
Interview, on 08/08/13 at 4:00 PM, with the
I interim Director of Nursing (DON), revealed
! allhough the staff had talked about possibly
" discontinuing the heel protectors and just floating
i the heals for this restdent, the heal protectors
shouid have been In piace as per the order for
i pressure ulcer pravention, |
F 441, 483.85 INFECTION CONTROL, PREVENT
ssxni SPREAD, LINENS

The facliity must establish and mainialn an

F 314]

ensure adequate nutrition and hydration
: is addressed to enhance wonnd heﬁling.
i

i Monitoring  Changes To Assd re

i Contlnuing Compllance
t ¢ The UM/ADON/DON will complete (3)

three random skin assessiments daily for
) two wecks, then (1) one skin
' assessment daily for 2 weeks to ensf:re
f residents have preventative devices, in
! place and that residents are receiv}iug
I the services and treatient to prevent
l pressire sores from developing. '
The DON will complete wound rounds
one (1} time per week lo ensre
treatment and services are provnded to
the residents,

' ¢ The DON will report finding of skin
assessments to the QA Committee at
least quarterly. The QA Commiftee
shall  deternine  continuance  or
| cessation  relative  to  substaiitial
compliatice, :

| Date of Completion: 09—13—-1*’

| Faas %

Fountaln Clrele Care & Rehabilitation
Center is commltted to establish and
nialntain an Infection Control Program
designed to provide a safe, sanitary 'and

l N
Iﬁfect[on Conlrol Program designed to provide a comfortable environment and to _}mlp
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F 441! continued From page 12 | F 4411 | prevent the development and
i safe, sanitary and comfortable environment and . i transmlsslon of disease and Infectlon.,
to help prevent the development and transmission’ ' . . . i
 of disease and infection. i tImmediate  Corrective Action For
i Resldents Found To Be Affected '
; ‘(Tah) !r;fec!!ion CONﬁD!t F;FO%;'am | : @& Resident #13 was not found to he
1 The facllity must establish an Infecllon Control i i
' Program under which it - ! . ﬂ'ecfed by the dlleget-i deficient
I (1) Investigales, controls, and prevenls infectlons | b practice. The SRNA that failed to wash
:g )Hbe fac(!:'mywh \ ) i ! her hands wlen exiting resident #1I3’s
acldes what procedures, such as isolallon, X g 1 hay
j should be applied to an Indlvidual resident; and  ; : room, an‘d re enterefl another remdel,nts
" (3) Maintalns a record of incldents and corrective , roomn, without washing her hands, was
| actions retated to infections. ! ' re-educated by the SDC on 8/9/13.
! .
] . i X
(b) Preventing Spread of Infection i Identificatlon of Other Residents With
; (1) When the Infection Conlrol Program i The Potentlal to be Affected :
determines that a resldent neads isolation to ¢ Fotential to ve ATtectc .
i prevent the spread of infectlon, the facility must - ¢ Aveview of the facilities Infection
_ isolate the resident. ; ' Control Program’s tracking and
I (2) The facility must prohlblt employees with a ' i trending reports was completed by the
; communicable disease or infected skin lesions | . DON/SDC on 08/09/13, to identify any
from dlrect contact with resldents or thelr food, if break of standard infection control
id!recl contact will transmlt the disease. : ractice. No residents were identified
(3) The facility must require slaff to wash their ! prach ' S :
 hands after each diract resident contact for which ; from this review. !
"hand washing Is indicated by accepted i © & A skin audit of all residents vas
| professlonal practice. ' completed on 08/13/13 and 8/14/13, by
i (¢) Linens i: t!}e UM/ADON, to ensure l‘hel"e wcrf no
i - Personnel must handle, store, process and i i signs and symptoms of skin infections.
transport linens so as to prevent the spread of | . No residents were identified from th:s
: infecllon. . i
i : audit. :
: © & A review of the incident reports related
| This REQUIREMENT | ‘ I i to infections for the past 30 days ;was
; by'ls EMENT Is notmet as evidenced | reviewed on 8/15/13 by the DON to
© Based on observatlon, interview, record revlew, l i ensure  corrective action iwas
L and revlew of facility's pollcy, it was determined ! : iinplemented for all residents with
FORM CMS.2567(02-93) Previous Versions Otsolale Evenl 1D:MIMEWI L Faci¥ly 10: 103074 If continuation shes! };’age 130f 24
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i COMPLETION

(EACH CORRECTIVE ACTION SHOLE.D BE fer
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I i
T +

F 441! Continued From page 13
i the facilily failed to establish and malntain an ;
. Infection Control Program deslgned to provide a i
' safe, sanitary and comfortable environment and
i to help prevent the development and
. Iransmission of disease and infectlon for one (1)
! of twenty-two (22) sampled residents (Resident
#13).

!
i Observatlon revealed a staff member performed
_perineal carefincontinence care for Resldent #13 i
I and proceeded to bag the soiled wipes and brtef, :
. ramove her gloves and exlt the room without
"washing her hands,

!
The findings include;

Rewew of the Infection Control and Prevention
Po!l‘cy. revised 10/31/09, revealed an Infection

i Control and Preventlon Program was deslgned to |
identify and reduce Ihe risk of acquiring and i
 transmitting infections among resldents, staff, :
- volunteers, studenls and visltors, The Center's |
" Infactlon Contro! Program includes but was not
i limited to proper hand hyglene.

]

i Review of Rasident #13's medical record

reveated dlagnoses which included Demenlia and |
I Anxlety. Revlew of the Minlmum Data Set (MDS) ;
Assessment dated 07/09/13 revealed the facility
' assessed the resident as having a Brief Interview |
 for Mental Status (BIMS) of a three (3) Indicating
cogn!tlve Impairmenl. !
! i
" Observatlon of perineal carefincontinence care, l
| on 08/07/13 at 3:50 PM, revealed Certlfied i
Nurs:ng Asslistant (CNA) #1 performed the care .

and proceeded lo bag the soiled wipes and brief, !
i remove her gloves, and exit the room carrying the |
. bag without washing her hands. She opened the |

; Measure& Taken To Assure There W!ll
~ Not Be a Recurrence

i
i
%

i
!

¢ A hand-washing and tray-line audit was

¢ The DPO completed an andit of laundry

infections. No residents were ldent:f” ed
in the review. :

cotnpleted by the DM on 08/15/13.

There were no cross contamination

issnes identified, i
and housekeeping services on 08/19/13,
to review Infection Contro! Practices in
housekeeping and laundry. No issgles
were identified, !

¢ Any resident(s) identified with an
infection requiring isolation, will 'be
provided isolation to prevent the spread
of infection.

¢ An audit of resident’s imnmunization
program was cotnpleted on 08/22/!37,i by
the MRM. The audit was reviewed by
the Infection Control Nurse on 8/23/13
to dctermine that all resident(s)
immunization was completed tinely;

¢ An In-service for all staff, mcla(img
direct care staff, was initiated ! on
08/10/13, and conchided on 8/12/13; on
hand-washing and infection cox:itro!
practices by the SDC, UM and ADON
All new hires, including direct care smjf
wilf be in-serviced during or:entat!on ol
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i TAG
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- COMPLETION
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F 441! Continued From page 14

i another resident's room In which the door was
open and washed her hands at the sink.

I Interview, on 08/07/13 at 3:50 PM, with CNA #1

. revealed she should have washed her hands

i performed pericarefincontinence care.

! Practical Nurse (LPN) #3/Unit Manager on the
; unit where Resident #13 resided, revealed staff

. care and prlor to exiting the room.
F 5141 483.75(1)(1) RES

'LE

{ standards and practices that are complete;
accurately documented; readily accessible; and
| systematically organlzed.

| The clinkeal record must contain sufficlent
: resident's assessments; the plan of care and

i sarvices provided; the results of any
_preadmission screening conducted by the State;
| and progress notes.

" This REQUIREMENT Is not mel as evidenced

! by:

é Based on intervlew, record review and review of
i the facliity’s policy, it was determined the facility
“falled lo maintaln clinical records on sach

! should wash thelr hands after parforming resident

ss=D. RECORDS-COMPLE TE/ACCURATE/ACCESSIB

L Fa4y

; door of the Soiled Utility Room to discard the bag, |
: then exited the Solled Utility Room and went Into

! before exlting Resident #13's room after she had

i

Interview, on 08/08/13 at 11:00 AM, with Licensed |

E

' The facllity must maintaln clinical records on each;
resident in accordance wilh accepted professlonal!

[

" Information to identlfy the resident; a record of the :

infection control practices and han:d—
washing. Continuing education on t_ile
i facilities Infection Control Policy will
be scheduled monthly for two ¢2)
onths by the SDC. Any resident(s)
[ identified with an infection requirir]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 the
? UM/ADON weekly for four (4) weeks,
! then monthly for two (2) months. Each
UM/ADON will observe hand-washing
‘ and infection control practices of
! nursing staff, until all nursing staff,
i including direct care staff, has been

3

ohserved

| Monltoring  Changes To Asslu re

. Continuing Conipliance ;
! & The DON/SDC will coinplete monthly
“ audits of the Infection Control Rounds
to ensure timely comnpliance of _!the
andits and perfornance concerns iare
@ addressed.
¢ The UM/ADON /SDC will complete
daily andits for two (2) weeks, fhen
' weekly for four(4) weeks to ensure the
i Facility’s Infection Control Prograén is
followed. i

"
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* resident In accordance wilh accepted ' { ¢ Results of the andits will be snbmitted
: professional standards and practices lhat are | to the QA Cominittee at least quarterly
' complete, accurately documented and \ | for review. The QA Committee shall
i systematically organlzed for two (2) of twenty-two | . determine continnance or cessation
| (22) sampled residents (Rgs:dents #4and #19) relative to substantial compliance.
“and one (1) unsampled resident (Unsampfed | . . oy et
| Resident A) _ (e Any non-compliance will require te-
: ! " education by the
| Unsampled A's Consultation Report was i ! DON/ADON/SDC/UM. ’
“Inaccurately filed in Resldent #4's medical record. !
| 09-13-13

' In additlon, the facility falled to havs results of
- Rasident #19's Pneumococcal Vacclne

Record®, and falled to have the results

the Influenza Immunlzation was documented In
i the Pneumococcal Vacclne Sectlon of the
" ")mmunization Record".

i
* The findings include:

! Revlew of the facilify's policy titled, "Patient
. Medlcal Records", effective 08/31/11, revealed

"in accordance with accepted professional

! a basls for determining and managling the
patlent's progress including response to

i treatment, change In condition, and changes in
treatment, and were complete, accuralely

i documented, clear, concise, and complete,
reflacting palient responses and outcomes

' medical records were readlly accessible and
systematically organized, and confidentiality of

 health Information (PHI).

! Immunizalion documented on lhe "Immunizatlon

i medlcal records were maintalned on each patlent |

. standards and practice. Medlcal records provide

_ralated to care received. Further revlew revealed

?documented In the current medical record. Also,

! the medlcal record was maintained In accordance ;
" with the palicy on use and disclosure of protected |

| :
" Date of Completion: i
i !

[

F 514 i

Fountaln Cirele is committed _ to
maintaining clinical records on each
resident In accordance with accepted
[ professlonal standards and practices that
" are comjlete; accurately documenicd;
readily accessible; and systematically
organized, 3

:
~ Immediate Correctlve Action For
| Resldents Found To Be Affected

¢ No negative ontcome was caused. for

) any of the sampled Residents #4, #I9
: and Unsampled Resident A. Resident
#4s chart was audited for furher
discrepancies  with  none ﬂqlted.
! Unsampled Resident A’s consltation
report was retnmed to that respediive
medical record. Further audit of ithis

FORM CAS-2567(02-68) Praviouis Versions Obsolela
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5 1. Review of Resldent #4's medical chart on

; 07/06/13, al 4:45 PM, revealed a Report of

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

! interview with Licensed Practical Nurse (LPN) #2,°

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

*at 2:80 PM, revealed usually the nurse on the

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

" paperwork left from the day shift or the nurse ;

; assigned to the resident filed the correspondence !
during their shift. LPN #2 stated Medical Records |

- completed chart checks but she was not sure

" how often lhis was done. Continued Interview !

| ravealed she was assigned lo provide care for ‘
bolh resldents the evening the Report of

| Consultatlon was filled for Unsampled Resident

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

l’ misfiled the informatlon.

:
i
i

1 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 Ihe nurse assigned |
* to the resident was to file any correspondenca
i related to the resident in the correct chart. She |
* explained when a resldent leaves the facllity to go -
j to an appointment outside of the facliity, the i
’ rasident was glven the Report of Consullation

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

! Information requasted and retumed it with the ;
. resldent. She further explained, when a resident :
« returns to the facility, the Consultation Sheet was |
; given to the nurse caring for lhe resident, who

! then noted any new orders, appointments or '
i treatments needing to be taken cara of. The

! nurse was then responsible to file the !
; Consullation Sheet in the appropriate area of the |

TE

F 514!

iIdentlﬁcatiﬂn of €Other Resldents With
'I'he Potential to be Affected ,

record revealed ne furt!;er
discrepancies. Resident #19°s medical
record review revealed the resident
received the pnemnnococcal vaccine in
2011,

A 100% audit of resident’s medical
records including 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 'Fo Assure There Will
Not Be a Recurrence
¢ Al new orders, consultation reports,ilab

reports, 24 hour report docunientatjon,
changes in condition and incident
reports are reviewed in morning ciin?cal
ineeting Monday-Friday to assure
timely clinical interventions as well as
continuity of individual resident care is
achieved. '

A 10% chart audit will be compl?ted
monthly for three {3) months by, the
MRM to ensure acewacy of resigicnl
mmedical records, 3
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| resident'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 dayshlft 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 ravealed Resident #4
¢ and Unsampled Resident A's charts were nextto |
; @ach other in the chart rack In the nurses statlon .
E and this was the posslble reason for the misfiling. !
| She stated, the expectalion of the facmly was the ;

" correct Information should be filed in the correct
' chart.

i Interview with the Interim Director of Nursing
" (DON), on 08/38/13 al 4:00 PM, revealed it was
1 the expeclalion of the staff to be more mindful |
" and more observant as to whal was filed into the
i residents' charts.
!
1 2. Review of Resident #19's medical record :
“revealgd the resident was admitted to the facillty
i on 12/21/11 wilh diagnoses which included .
" Non-Alzheimer's Dementia, Anxiety, and [
i Depresslon. Review of the Significant Change
“Minimum Data Set (MDS) Assessment dated _
i 08/169/13, revealed the facility had assessed the |
" resident as having & Brief Interview for Menta!
: Status {BIMS) of eight (8) Indicating cognitive
" Impairment. Further review revealed the facility
; assessed the resident as the Pneumococcal i
! Vaccine belng up to date. :

i
!

Rawaw 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 !
* manufacturer-fluvirin, explration date 06/13, dated [

will be audited for accuracy monthly
thereafter by the MRM, ‘

Nursing staff’ were re-educated by the
j SDC on 08/09/13 relative to the need
‘ for acciiracy of resident inedical records
* and the resident immunization record.
! Al new licensed nurses will be
I edicated on the aecuracy of the medical
' record and the immunization record
{ during orientation, ;

To Asslire

Momton ing  Changes
ConlmuingCom;lI:ance
The ADON/UM will audit five (5)

[ e
‘ residents’ medical records weekly for
: four (4) weeks, then monthly for fwo
! (2) months to ensure ougoiug
i compliance,

¢ The MRM and UM/ADON med;cal

. records audits will be reviewed by the
! QA Comunittee at least quarterly. The
i QA Committee  shall  deterniine
continuance or cessation relative;. to
substantial compliance, ;

‘ Date of Completlon: 09-13-13

]
T 1
i i
i
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F 614 Contlhued From page 18
| given 10/19/12, and site-left deltoid.

| Continued revlew of the medlcal record revealed |
_there was no documented evidence of the :
i Pnaumocaccal Vaccine being administered and

no documented evidence the Vaccine was nol to .
¢ be adminlstered. I

! Interview, on 08/06/13 at 11:15 AM and 2:15 PM, |
| with Licensed Practical Nurse (LPN) #4/Unit
Manager where Resldent #19 reslded, revealed !
. Ihe Influenza Vaccine was Inadvertently ;
! documented on the Pneumococcal Vaccine !
i Sectlon of the Immunization Record. She stated |
* she could find no evidence the Pneumococcal
; Vaccine had been documented on the
' Immunization Record. After reviewing the clinical |
j record she stated she could find no evidence of
' the date the Pneumococcal Vaceine had been |
.[ administered or if the Vaccine had been declined. :
' Continued Interview revealed Ihe admitting nurse |
| was to check to see if the Influenza, .
" Preumococcal Vaccines and the Tuberculin Skin
i Testing was to be administered and nolify the |
! Physician for orders and the nurse who
. administered the Vaccines was to completed the .
! immunlzation Record, Continued interview %
_revealed she dld not do tracking and trending of
| Preumococcal Vaccines and Resident #4's §
“overflow clinical record was on file in another !

i bullding. i
' !

! Intarview, on (18/08/13 at 1:20 PM, with Medical

" Records revealed the facility only had the current
¢ active medical records In the building. She stated |
‘ she audited the medlcal records on admisslon  :
j and quarterly to ensure Physiclan’s Orders and |
" Nursing Notes were filed, Care Plans were timely, ;
| the MDS was current, the monthly weight was ’
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, had done the last audit in 08/13; however, she

; 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 Conlroi Nurse, ravealed the vaccine

“information was provided to residerts and

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

! benefits and education was done with lhe
reSIdents and famllies regarding the vaccines.
! She further stated the Unit Managers ware to

} track the vaccines.

i Interview, on 08/08/13 at 4:00 PM, with the
also new to the corporation. She stated the
i and during the survey, staff had clarified with

; revealed she thought Medlcal Records had an
* ongoing audit for all Vaccines.
I

. documented, and the 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

“information in Resident #19's medical record in

j resldent was a certain age, the resldent would not }
need another vaccine so she just looked atthe |

; Pneumococcal Vaccines when completing a new

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

!

s
i

| results of the Pneumocaccal Vaceine should hava'
" heen documented on the Immunization Record

. Resident #19's daughter that Ihe Pneumococcal |
!Vacclne had been received. Continued interview

F 514

i
H

!

i
i
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ANO PLAN OF CORRECIION IDENTIFICATION NUMBER: A BUILOING COMPLETED
185148 e. WING 08/08/2013
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40391
(Xd} 10 SUMMARY STATEMENT OF OEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL _ PRERX | (EACH CORRECTIVE ACTIONSHOULD AE | COMPLETIGH
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) i tag CROSS-REFERENCED T0 THE APPROPRIATE | ONE
. : 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 faclity ; i
| of a Patient Transfer Form dated 12/21/11 which | lRehabliltalion Center contends that its
: stated the resldent had recelved the i "Quallty Assurance Program was and is
! Pneumococcal Vacatne in 2011. :  functional given that only one (1)
F 520, 483 75(0)(1) QAA ! ' bath 20 feet, within th
58+ | COMMITTEE-MEMBERS/MEET j | batiroom, b square leed, e
. QUARTERLY/PLANS i i facillties 47,883 square feet (equlvalent of
' i .04% or 4/100°s of 1%) was identified;to
) : i
| A faciitty must matntaln a quality assessment and ' include  resident rooms, .hathr_oo:?s,
. assurance committee conslsting of the director of ! | shower roons, seiled utility rooms,
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 2  quallty  assessment
. committee meets at least quar{e”y to |dentify assurance committee Cﬂnslsung Of ‘he
' 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 staff, This comniittee 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 activitles are necessary; and develops and
except Insofar as such disclosure Is related to the ; f implements appropriate plans of actjon
| compilance of such commliiee with the f : to correct identified quality deficiencies,
" requirements of thls section. i i
{ ) o - Immedlate Corrective Action For
Good faith atlempts by lhe committee to identify I ! Residents Found To Be Affected :
and correct quallty deficiencles will not be used as| : X -
j a basls for sanctions. ' . ¢ Resident #19, and Unsampled Residents
. i ! B, C and D, experienced no negafive
! : i ontcomes due to the alleged dcficient
. This REQUIREMENT is not met as evidenced practice of fonl odors in Rootn 409 and
! bB)r. donob ton. interi d review of g ! in the bathroom for room 409. ,
~ Based on observatlon, interview, and review of : d th
! facility’s pollcles and audlts, It was determined thei i ¢ ?‘00"‘? #409, an € bathrq_om,
facility failed to maintain a Quality Assessment ‘ inclnding the floors, were deep C'eé“"d
! | with a cleanser, on 08/0%/13 by|the
FORM CIS-2567(02-98) Previous Varsions Obsolels Evant ID; MMEW1| Faciity I0); 100074 If conlinuation shes! Page 21 of 24
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FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0838-0391

CENTERS FORMEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/BUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING COMPLETED
185148 B. WING S 08/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
FOUNTAIN CIRCLE CARE & REHABILtTATION CENTER x&ztfg.ﬁ:w 40391
)
(x4310 1 SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF CORREC TION P )
PREFX {EACH DEFICIENCY MUST BE PRECLDED 8Y FULL i PREFIX (EACH CORRECTIVE AC NON SHOULD BE " COMPETION
TAG |  REGULATORY ORLSC IOENTIFYING INFORMATION) 7A@ | CROSS-RUFLRUNCED 1O TWEAPPROPRIATE |  OATE
| DEFICIENCY) L
] !‘ ' :
F 520 . Continued From page 21 . F 520; housekeeping staff. The commode im
“ and Assurance (QA) program that developed and j  the bathroom of Room 409 had: a
| imptemented plans of aclion to correc! quallty | : cracked flange and was replaced on
"deflciencies. This was evldenced by repeated | L 08/08/13
T n : f -
i deficiencles related to the facility's failure to ; -
" ensure a safe, clean, comfortable and homellke I fIdentIficatlon of Other Residents Witl
i environmant, :
; . { The Potentlal to he Affected :
, The findings include: ' (e The DPO completed walking rounds’ ‘of
{ Raview of the facility "Perf | , ' | all units and residents rooms on
| Revlew of the facility "Performance Improvemen ! : :
~ Plan®, Policy, revised 03/10, revealed it was the ! : 08/09/13, to ensure roons  dnd
i intent of the facllity to conduct an ongoing i | bathroonis were clean and fiee fromn
Defiormiﬂci imprO):amerg pro?ra:n 'dhaf‘»ignel‘f: to - i odors, In addltion, all areas utilized by
| systematically monitor and evaluate lhe qualily | ; . PT .
" and appropriateness of resident care, pursue ! i residents, including s}c%wny area, lob; ¥
| Opportunities to mprove resident care, resolve | Q therapy rooins, dining areas, and
“identlfled problems and Identlfy opportunitles for | ! outdoor areas were included in the
: improvement. Performance improvement i ; I :
' supporis the averall goals of the facility and i I round? by. the DPO,' No other arpas
. examines both outcomes and processes relevant | i were identified as being affected. None-
' to these outcomas with the objectlve of improving ! . the-less, all residents’ rooms, bathrooms
the organization's overall performance. f and floors on the Reflectibns
 Based on observatlon, Intervlew, and review of [ Community (where Room 409 is
! facility audits, i[lwais determined the facility failed | i located) were dcep cleaned on 080/9/13
 to ensure a safe, clean, comfortable and : : : : y
[ 1 1 -
! homelike environment within the facillty. | ! :y the h(;Jseket:z(l;g %ng wl:)li:hfocus
7 ) : eing on Room and the bathrooin
| Review of the facility's Plan of Correction (PoC), ! | therein. i
 with & compliance date of 04/29/13 revealed on ‘ ;
: 09/18/13 the Housekeeping Supervisor ; ! Measnres Taken To Assure There wm
conducled an inservice to housekeeping/laundry ; ; Not Be a Recurrence
i stakehp!ders to include; the proper method of i The DPO leted d f h
" sanilizing a bathroom, the seven (7) step dally  ; P ¢ completed re-education of the
j washroom cleaning, checking of supplies, : ! housekeeping  staff on 08/09/13,:
emptymg trash, dust mopping floors, cleaning and; : ensure residents rooms, bathrooms, fand
I sanltizing sinks and tubs, cleaning and sanitizing I all areas frequently used by residents
commodaes, spot cleaning walls, checkmg for g i are clean, homelike and free from
| cobwebs and debris, and damp mopping. On : : odors |
FORM CMS-2567(02-99) Pravious Versions Obsolele Event ID:MMEW ) Faciiay i 100074 I continuation sheal Page 22 of 24
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CENTERS FOR MED|CARE & MEDICAID SERVICES
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185146 B. WING 08/08/2013

NAME OF PROVIOER OR SUPPLIER

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER

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

[X4)10 SUMMARY STATEMENT OF OEFICIENCIES ! 0o ! PROVIOER'S PLAN OF CORRECTION T o
PREFIX | [EACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX IEACH CORRECTIVE ACTION SHOULO BE COMPELETIGN
TAG REGULATORY OR LS C IDENTIFYING INFORMAT|ON) | Tag 3 CROSS-REFERENCED TO THE A'PROPRIATE |  ONTE
s ) : DEFICIENCY) ’
- T T T
F 520 Conlinued From page 22 ; F 520I
j 03/19/13 the Slaff Developmen! Coordinator | j ¢ The SDC iniliated in-services for a"
" conducled education with facilliy slakeholders on * staff on 08/09/13 regarding a clean and
i clean home like environment. On 04/12/13 the | ' odor free enviromnent. The in-service' is
- Qualily Assurance Improvement Nurse (QAPIN) : . :
{ and Direclor of Nursing (DON) conducled an ; on-goig and (',ill “e‘f’ IIIIC‘S w’," be
! inservice with the environmental stakeholders to t  provided education during orientation;
: anlude audits that wguld be compleled on adaily I ¢ An “Buvironnental Andit Tool” which
; basls lo validate resident rooms and olher areas ! ! e
i of the facllly had been cleaned, 7 ‘ consi:w' of ({ale, room number, lm\gs'k.
i ! { saninizing sinks and commodes, all
) Furtlr:jer re\.‘;leu; of IhedPO? revealed the ESD i surfaces cleaned, odors present, dnd
I would cendugl an audil of ten percent (10%) of ' : s1pfif]
_rooms on each unil as well as spol check general | HVAC Units Checked, [llems Idc‘nl{ﬁed
! purpose areas lo ensure all were properly ; and date of correction will tbe
i cle'ar;;vd and sanilfzed. The QAPIN, ADONor ¢ completed three (3) times per week for
- Unit Manager would oversee the audiling process f ; i
- and validale rooms were being cleanad propery. i ; one (1) mouth, then one (1) Ilme‘p er
These audtls would continue for a three {3) i ! week for one month on the Reflections
igonlhdperlod or utr;lll rs#;t;:;.lanliarl compliance had i Community, consisting of 13 resideénts
" bean delermined by the Process Improvement | . . 149 o id
. Commiltee (PIC). ' , rooms or 14% of total facility res.:{fe:’nl
t i : rooms, by the RPD or by the facililies
i Observallons duilng this survey revealed Room i i department lieads, cousisting of DON,
" 409 and lhe adjoinlng Bathroom on the : ; i
j Reflections Unil had fout sirong urlne odors. ; SS_D’ N‘IDSN’ Qol.D, ADON, {‘gM’
' ~ | MRM, SDC, RNS, DM and RD. All
f tnterviaw, on 08/08/13 al 10:30 AM, with Certified | A remaining residents’ rooms will ' be
" Nursing Assislant (CNA) #2 revealed she had i completed one (1) time per week 'for
; become desensilized lo the odors on the unit; : " ;
" however, could smell a mixlure of urine and F one (1) nouth then at 10% (70 rooms)
j disinfectant in Room 409 and in the adjoining ' ; per week thereafter by one of the above
 bathroom. ] named positions wnfil the  Quality
Ilnlervlew.,on 08/08/13 al 10:40 AM, wilh i i Assuraice  Commillee delerm?nes
| Housekesper #1, who was working the ; i compliance. The resulls of the tool will
Reﬂeclaons unil revealed she had cleaned Room ! be addressed in the mornin mccpin 5
| 409 Ihres (3) mes so far that day and had 1o ! M-F d di d with B b Dp(g)
: clean thal room and bathroom more frequenity ; (M-F) and discussed with the o
fdue fo conlinued odors. Further interview i ! The “Environmental Audit Tool” will
FORM CMS-2667102-08) Previous Versions Obsclels Evert 10, MEW 11 Facilty10: 100074 If conllnualion sheel Page 23 of 24
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STATEMENT OF DEFICIENCIES [X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IRENTIFICANON NUMBER:

185146

{X2) MULTIPLE CONSTRUCTION
A, BUILOING

B WING _

[X3) DATE SURVEY
COMPLETED

- 08/08/2013

NAME OF PROVIOER OR SUPPLIER

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
WINCHESTER, KY 40381

SUMMARY STATEMENT OF DEFICIENCIES

X4)10 |
,LRE FIX -' {EACH OEFICIENCY MUST BE PRECEDEQ BY FULL I
TAG |  REGULATORY ORLSC IOENTIFYING INFORMATION) ;
L [

in

PREFIX

TAG

3 i)
1 COMPLETGN
OATE

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

] [

F 620 Conlinued From page 23 !
. revealed she could smetl urlne odors in Room i
' 409 and In the bathroom adjolning theroomal  °
; the lime of inlerview.

| Interview, on 08/08/13 at 3:31 PM, with the !

Environmenlal Service Direclor (ESD), revealed I
t Room 409 had a bad odor, "it doesn't smelt right”.*
| However, the ESD further slaled he was unaware |
- of any Issues with odor in thig room unll the ,
| survey. The ESD slaled he continued lo audlt
“two (2) rooms each unlt per week and found no {
' concerns with odors, .
! Review of the Audil Tool for Environmenlal ;
; Services revealed Room 409 had nol been '
" audiled since 05/17/13 by the Housekeeplng i
i Supervisor. :

"Interview, on 08/08/13 at 3:42 PM, wilh lhe i
; Qualily Assurance Nurse, revealed there had ;
" been an ongolng audit done since 03/2013 and
i the audlls included checking two (2) rosms on

“three (3) unils every week for cleanllness and :
t odors. She staled odor/air fresheners were used |
" In each room and no odors were lisled as being

| present on the audits. Further inlerview revealed {
. there was no reporis lo QA of lingering odors In i
!'the residen! roomsmathrooms. f

i
:

i

* Inlerview, on 08/08/13 al 4:00 PM, with the

i Interim Direclor of Nursing (DON), revealad :
_although she was aware there were ongoing i
! audils for odors, she dld nol reallze the odors ;
; were a conlinued problem.
| !
i . :
! ;

F 520!

be giveu to lle facility Administrator in

the morning meeting (M-F) for review,
i

Assu;re

'"Monitorlng  Clianges To

{ Continulng Coinpliance :
1 ¢ The QA Coinmittee mceting was héld
~ on 8/22/13 with the Medical Director,
DON, ADONs, UMs, SSDs, MDSNs,
RNS, SDC, Rehabilitation Services
I Manager (RSM), RD, DM aud QoLD.
] The Plan of Correction (POC) was
discussed and approved by the
cominittee.
The Administrator will present the
findings of the “Environmental A:_idit
© Tool” to the QA Cowmmittee al Idast
! quarterly for review. i
The Dircctor of Nursing will complete a
monthly audit of the “Envirommental
. Audit Tool”, te—ensure—compliance:
I until the Quality Assurance Commillee
| determines complianee. ;
i Results of the DON audits will be
; sibmitted lo the QA Committee at léasl
quarterly. ‘'Thie QA Committee shall
: determine continuance or cessation
' relalive to substantial compliance. |
§ Any noun-compliance will be addressed
i by the Administrator. ;
i

Date of Completion: 09-13-13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEES013
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IOENT IFICATION MUMBER: A GUILOING O1 COMPLETED

185148 8. WING 08/07/2013
STREET AQDRESS, CITY, STATE, ZIP CODE

200 GLENWAY ROAD

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

1) ! PROVIOER'S PLAN OF CORRECTION I s}
PREFIX i {EACH CORRECTIVE ACTION SHOULD 8E ‘ COMPLETION
TAG CROSS-REFERENCEO TO THE APPROPRIATE | OATE
OEFICIENCY) !

NAMIE OF PROVIDER OR SUPPLIER

XD | SUMMARY STATEMENT OF OEFICIENCIES
{EACH ORFICIENCY MUST BE PRECEDEO 8Y FULL

PREFIX
TAG | REGULATORY OR LSC IDENTIF YING INFORMAT ION)

+
|
, i
l |
K 000{ INITIAL COMMENTS ;

|
KOOOE! i
|

f ' i
| CFR: 42 GFR 483.70(a) | | |
| Building: 01 | | |
! ! i
|

I

' Plan Approval: 2/23/68

' SURVEY UNDER: 2000 Exisling
! FACILITY TYPE: SNF/NF

| TYPE OF STRUCTURE: One Slory, Type Il
1 (222) Prolected wilh one (1) room basemenl,

| SMOKE COMPARTMENTS: Sixlesn (16) l

| COMPLETE SUPERVISED AUTOMATIC FIRE | |
| ALARM SYSTEM |

l FULLY SPRINKLERED, SUPERVISED (Wael and
| Dry SYSTEM) !

| EMERGENCY POWER: Three (3) Type I |
. Nalural Gas | T/
| Alifa safaly code survey was conducled on '
1 08/07/13. The facility was found lo nol be in
j compliance with Title 42, Code of Federal |
f Regutalions, 483.70 (a) ET seq (Llfe Safety from |
i’ Fire). The facllty Is licensed for one hundred f
seventy-nine (179) beds and lhe census was one F

|
|
|
|

! hundred eighl (108) on lhe day of lhe survey.

|
o ]
The following demonslrale noncomplaince, with K 029 i
: lhe highest scope and severlty being & *D" level i
! Immediate Corrective Action ' For

Residents Found 'To Be Affected

! deflciency I!
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD I K029
i

88=0

L !
Y OJRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE %W(xa; DATE

K SZ¢ Lomesremmn..
corrediing providing it fs dfierm thal

Gy stalexfant ending wilh an astarisk (*) denoles a deRciancy which Ihe b Btullon may be Gxcused fom
e palienrs. {See instructions,) Excepl for nursing homes, the findings staled above are disciosable 90 days

provided. For nursing homas, the above findings and plans of coreciion are disclosable 14
fy. M deficencies are cited, an approved pian of coreclion Is requisiis to continuad

Any defi
othar safeguards provide suffident protection io th
fotlowing the dale of survay whather ot nol a pian of comection s
days foliovdng the dale Ihese documenls are mada avaliable lo the fadi
program parficipation.

Factily ID: 100074

Fountain Circie Care & Rehab, POC Pag of 8

Evanl ID; MMEWZ1
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185148 8, WING 08/07/2013
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(X4} ID | SUMMARY STATEMENT OF OEFICIENCIES : o PROVIDER'S PLAN OF CORRECTION ' 1X5)
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DEFICIENCY) ‘

K 029 Conlinued From page 1

i One hour fire raled conslruclion (wilh 3% hour

i fire-rated doors) or an approved aulomallc fire

- exlingulshing syslem in accordance with 8.4.1

| and/or 19.3.5.4 prolects hazardous areas. When
, lhe approved aulomallc fire extinguishing syslem |
| option is used, lhe areas are separaled from ‘
i olher spaces by smoke resisting parlilions and |
t doors. Doors are seif-closing and non-raled or

i field-applied proleclive plales thal do not exceed

: 48 inches from [he bollom of the door are i
I permilled. 16.2.2.4 ) i
' |

| f
i Thls STANDARD is not mel as evidenced by: F

Based on observatlon and Inlerview, Il was :
_§ delarmined the facillly falled to ensure rooms |
i used for slorage were equipped wilh self-closers
Yaccording lo Nalional FFlre Prolection Associalion |
i (NFPA) standards. The findings affecled one (1)
! of sixleen (16) smoke compartments, }

! The findings include:

i’rooms 3186, 317, 318, 319, and 321 were being
! used lo slore vanous ilems (boxeas, beds,
 residenl furniture). Further observalion reveaied
: lhe doors were nol equlpped with self-closers.

: Rooms used for storage mus! be equlpped with

I self-closers lo pravent lhe spread of smoke and '
i fire, The observalion was confirmed wilh lhe

! Mainlenance Direclor,

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

i Mainlenance Direclor, revealad he was not aware |
i that the rooms needed lo be equlpped with !

i self-closers.

|
! Observallon on 08/07/2013 al 2:03 PM, revealed I

¢ No specific resident identified and
KOQQ[ no specific resident experienced a;ny
| negative outcome relative to this
alleged deficient practice. Ii

!0 Door closures were installed ion
i 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 stotage
i purposes. Thus no other residents
! were identified as this was a fon-
| resident area. |

’ + All storage areas were inSpecteJ by
the Director of plant operations ;and

;I the Administrator to assure! all

! stovage arcas were within Life

{ Safety Code requirements. No qlther

i residents were 1dentified as bgteing

| affected. i

|

|

Measures Taken To Assure T*-ere

Will Not Be a Recurrence

|

¢ Plant  Operations Director iwill

! perform  monthly inspections{ of
!

FORM CMS-2567(02-99) Previous Versions Obsolele Fvent I MMEW 21
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AND PLAN OF CORRECTION ICENTIFICATION NUMBER; COMPLETED
A, BUILDING 01
1685148 B. WING 08/07/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY. STATE, 2IP COOF
200 GLENWAY ROAD
N H ITATION CE
FOUNTAIN CIRCLE CARE & REHABI(L NTER WINCHESTER, KY 40301
X | SUMMARY STATEMENT OF OEFICIENCIES I o | PROVIDER'S PLAN OF CORRECTION U ks
PREFIX :  (EACH OEFICIENGY MUST @F PRECEOED 8Y FULL PREFIX ! {EACH CORRECTWVF ACTION SHOULO BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) [ TAG | CROSS-REFERENCEO TO THE APPROPRIATE DATE
! I I DEFICIENCY)
| ‘F l storage areas with report of any
| K 029! the  Quality

K 02"53i Conllnued From page 2

| The findings were conflrmed with the
i Adminislralor al the exil conference.

! Reference: NFPA 101 (2000 edlllon)

| shall be safeguarded

. by a fire barrier having a 1-hour fire resislance
| raling

. or shall be provided wilh an automalic

{ exlingulshing syslem in

. accordance wilh 8.4.1, The aulomalic

| extinguishing shall be

. permltled lo be in accordance wilth 14.3.5.4.

t Where lhe sprinkier

ifolher

I The doors

i shall be self-closing or aulomalic-closing.

: Hazardous areas

i shall include, bul shall nol be reslricled to, lhe
! following:

. (1) Boller and fuel-firad healer rooms

 m2)

1(3) Paln! shops

| (4) Repalr shops

:(8) Soiled linen rooms

i (8) Trash colleclicn rooms

: Including
: repair shops, used for storage of combustible

: supplles

: by lhe

I authority having jurisdlcllon

‘ (8) Laboratories employling flammable or
I combustible ralerlals

: 19.3.2.1 Hazardous Areas. Any hazardous areas

i oplion i used, the areas shall be separaled from

i spaces by smoke-resisling partilions and doors.

! (2) Cenlralibulk laundrles larger than 100 f12 (8.3 !

1 (7) Rooms or spaces larger than 50 fi2 (4.6 m2),

! and equipmenl in guanlilles deemed hazardous

i
P

|
|
i

|
|
|
|

|
f
|

i

+

g
|
|

%Monitoring Changes To Ass+re
E Continuing Compliance |

i ¢ The QA Committee shall mon%tor

Date of Completion: I

discrepancies  to
Assurance (QA) Committee at lehst
quarterly.

i
J

the report at least quarterly

ith
“-f to

reconunendations as needed !
maintain compliance.  The QA
Committce shall detem}ine

continuance or cessation reelative; to
substantial compliance,

’ 09-13-13

|

FORM CAIS-2547(02-99) Previous Vajsions Obsolele

Evant 10: MMEWZ1
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| | [ DEFICIENCY)
! f |
K 029| Conllnued From page 3 | Ko |
. in quanlilles less than those that would be : ! l
considered I E |
: a sgvere hazard. | ; I
! Exception: Doors in raled enclosures shall be ! l ‘
. permilled lo have nonraled, i : !
| faclory- or field-applled protectlve plales I ! !
. extanding nol more ! !
! lhan 48 in. (122 cm) abova the botlom of lhe
i door. l
K 056 NFPA 101 LIFE SAFETY CODE STANDARD ' K 056 ‘
88=0
| if lhere is an aulomalic sprinkler syslem, il is r ’
. inslalled In accordance with NFPA 13, Slandard |
for the Inslaltalion of Sprinkler Syslems, lo ' K 056
" provide complele coverage for all porlions of the !
| bullding. The syslem Is property malnlained in . . . b
" accordance with NFPA 25, Standard for the ! Imn.]edlate Corrective Action ?*or
| Inspeclton, Tesling, and Maintenance of i Residents Found To Be Affected |
' Waler-Based Flre Prolecllon Syslems, s fully i
!superwsed‘ Therels a re!lab}e. adequale waler ! & No specific resident(s) were
' supply for the syslern. Required sprinkler dentified '
| syslems are equipped with water flow and lamper 1dentified.
switches, which are electrically connected lo lhe
i building fire alarm syslem.  19.3.5 Identification of Other Residgnts
; With The Potential to be Affected |
| |
, . ' ¢ All residents residing on the CHerry
This STANDARD s nol mel as evndenqed by: Blossom Community have | the
Based on record review and Interview, it was I ial be affected. 11
I delermined lhe facility failed lo ensure sprinkler | pf)tentla to te aftected. 0 le?'er
: syslems were maintained according lo Nallonal given there were no negéﬂve
Fire Froleclion ASSOCIfaIbn (;\‘FfPA) slandards, outcomes before the f}ughing
The findings affecled four (4) of sixlesn (16) - :
: sioka compartments, twenty slx (28) residenis, i procedure  was  per ffn med { on
slaff and visilors. l 08/23/13, no other residents were
;’ identified. |
The findings Includa: I ; ]
4 ) I H
FORM CMS-2567(02-99) Pravious Versions Obsclele Eveni ID; MMEW21 Faciily I 100074 If confinuaiion sheel Page 40f 8
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FORM APFROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1} PROVICER/SUPPLIER/CLEA 1X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING 01 COMPLETED
185148 8. WING 08/07/2013
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COOE
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x40 | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORREC TION L s
; (EACH OEFICIENCY MUST BE PRECEOEQ 8Y FULL PREFIX | {FACH CORREC TIVE ACTION SHOULD BE ! COMPLETION
! REGULATORY DR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THEAPPROPRIATE | OATE
| ! DRFICIENCY| ;
| | ¢ The facility had requested jan
K 056 : Conlinued From page 4 K 056‘ mspectlon on 05/22/1 3 {jé(}n

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

| revealed during Ihe 06/22/2013 Inspectlon of the
facillly sprinkler syslem by an oulside conlractor,

I the facility would need lo have the sprinkler

| sysltem flushed. The flndings were conflrmed wilh '
the Mainlenance Direclor. :

! Interview on 08/07/2013 al 1:26 PM, with lhe !
Mainlenance Direclor and the Adminlstralor,

' revealed the facilily was scheduled to have the |

| i inspection done on 08/19/2013. Further Interview i
" with the Adminislralor revealed il had laken this
long lo have the work performad due lo bldding l
oul the job. Sprinkler systems musl be flushed lo |

I ensure the operalionof lhe sprinkler syslem,

§ Refsrence:; NFPA 25 (2000 edllion) !
' 10-2.1* To ensure thal piping remains clear of all !
* obslructive forelgn matter, an obslruclion 1
| investigallon shall be conducled for system or
: yard maln plplrg wheraver any of lhe following
t condillons exist:

! (a) Defeclive inlake for fira pumps taklng suction
 from
| open bodies of water

! (b) The discharge of obstructlve malerial during
{ rouline
- water lesls

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

E {d) Foreign maleriaf In water durlng draln lests or i
: plugging :
I of inspeclor ' s tes! connection(s)

|

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
scheduled for the week of 08/19/13.
This was in process prior to suq‘?ey.
There were no other resident aieas
identified and thus no other ].‘GSld?ntS
affected. :

 Measures Taken To Assure There
' Will Not Be a Recurrence

| i

] ¢ 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  Assure

Continuing Compliance [
f

. ¢ The QA committee shall rcxifiew

| 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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1X2) MUALTIPLE CONSTRUCTION
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ]
| {EACH DEFICIENCY MUS T BE PRECEDEQ BY FULL i

PREFIX
TAG | REGULATORY COR LSC IDENTIFYING INFORMATION)

o PROVIDERS PLAN OF CORRECTION 5|
| {EACH CORRECTIVE ACTION SHOULO BE | COMPLENON
CROSS-REFEREMNCEQ TO THE APPROPRIATE DATE

DEFICIENCY)

—

¢

il (e} Plugged sprinklers
i (F) Plugged plplng In sprinkler syslems dismantled i
> during

| bullding alleralians

|

K 056 ; Conlinued From page & ;
|

]

j public mains

[ (g) Failure lo flush vard piplng or surrounding ]
; following new Inslallatlons or repslrs |
|

i: (h) A record of broken pubtic malns In the vicinity l

I (i} Abnormally frequent false Iripping of a dry plpe |

i valva(s)

| () A system that Is relurned lo service afler an ,

extended
| shuldown (greater lhan 1 year)

I (k) There Is reason lo belleve Ihal the sprinkler

f syslem conlalns

_sodium slticale or highly corrosive fluxes in

j copper

: systams

i (1) A systetn has baan supplled wilh raw waler via

i the fire l

' deparlment connaclion.
10-2.3* Flushltyg Procedure. If an obslruction

' Invesllgation

 cafried oUt in accordance with 10-2.1 Indlcales

| the presence of

I sufficlen! materlal lo obstrucl sprinklers, a
compiele flushing

I pregram shall be conducled, The work shall be

| done by quslified

} personnel.

s8=D|

contittuance or cessalion relative
KO058!  subslantial compliance.

l Date of Completion: 09-13-1

e e e

K103 |
|

1

i

i
i
|'
K 103 NFPA 101 LIFE SAFETY CODE STANDARD |
L
FORM CMS-2667(02-99) Praviciss Vel sions Obsolels 2

Even| iD: MMEW.
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SUMMARY STATEMENT OF CEFICIENCIES

{X4) 10 !
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIOER'S PLAN OF CORREC ION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCEQ TO THE APPROPRIATE
GEFICIENCY) i

X5
COMPLETION

T
10 i
DATE

PREFIX |
TAG ,

1
|
f

I
i

K 103J Conlinued From page 8
E Interior walls snd partillons in butldings of Type ! |
| or Typa I constructlon are noncombuslible or |
!limilad-combuslible malerials. 19.18.3 !

!
_1
|

 This STANDARD s nol mel as evidenced by:

_| Besed on observatlon and inlerview, ths facilly

| falled lo construcl a parlillon wall uslng

i nencombuslible or limlled combusllble malerials

| in a noncombustlble struclure according lo

| National Fire Prolacllon Associallon (NFPA)

i slandards. The deficient pracllce affecled one (1)
: of sixleen (16) smoke comparlments,

|

i The findings Include: |

! I

' Obsarvalion on 08/07/2013 al 2,18 PM, revealed |

: lhe faclllty had construcled twe (2) partition walls,

I 5 (five) feet In heighl. The observalion was

j confirmed with the Maintenance Dlreclor. I

|

i

| Interview on 08/07/2013 al 2:18 PM, with lhe
| Malnlenance Direclor, revealed the faclity had
1 conslnycled the walls oul of ordinary conslruction
| (wooden 2x4 sluds), furlher observallon revealad |
i the Mainlenance Direclor was unsure of the
| orlginal construction dale due lo the walls belng l
i construcled before he was employed at the |
i faclllty. Partillon walls in a noncombustible !
slruclure mus! be conslructed using |
: noncombuslible conslruclion or limlled |
| combuslible malerials lo prevent lhe spread of |

fire,
|

| The flndings were confirmed wilh the
| Admintslralor al Exll Conference.

|
|
|
|

'K 103 (*Note: The parfition walls
K103_! identified have been in place for

| approximately 20 years.) |
| i
| Immediate Corrective Action
| Residents Found To Be Affected

or
|
i!
| ¢ No specific resident was idcntiﬁcfﬂ.

-fnts

| Identification of Other Resid
With The Potential to be Affected

} ¢ Given these walls are outside |the
satellite kitchen area, any resident
within that area has the potentiil to
be affected. However, tliis aren is
| within the closed area of the facjlity
and has limited access to ambulaltory
and/or residents utilizing the diping
area. No resident was identified as
being affected. ,'

|
| |
| |
|
|

Measures Taken To Assure There
Will Not Be a Recurrence i

¢ Parlition walls idenlified wil] be
removed and thus present no fufther
issue relative lo resident safety.

i

FORM CMS-2567102-39) Previcus Versions Obsdels Evenl 10; MMEW
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PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX | (EACH CORRECTIVE ACTION SHOULD BE | SOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | "Tas | CROSSREFERENCEOTO THE APPROPRIATE | pare
i I DEFICIENCY) !
4
|

K 103! Conllnued From page 7
] Refarence: NFFPA 101 (2000 edllion)

i 19.1.6.3 All Interlor walls and partitions In

] buitdlngs of Type

: lor Type U conslrucllon shall be of
| noncombustible or limilad-
 combuslible malerials.

jMonitoring Changes To Assn,[ire

K 103jC0ntinuing Compliance i

I! ¢ Any additions that affect Life Safjety
' Code adherence shall be reviewed
} by the Corporale Architect %for
| assurance of conformance to Hife
| Safety Code requirements. |

!

FORM CHMS-2667102-99) Pravious Versions Obisolsla

| Exceplion:* Lisled, flre-relardanl-lrealed wood |
* sluds shall be permilted i Date of Completion: i 09-13-
{ within non-load bearlng 1-hour fira-raled | ! l
I’ partitlons. | P !
. |
| . |
| ! f |
| | | |
| o |
i | l :
| ] |
| L
' | |
i L |
| o |
| | |
! | | |
| | | J
|’ |
| o
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