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: ' ) -This Plan o Correctlon is the center's cradible
A Standard Rocertification and an Abbreviated allegation of complianc.
Survey invastigating ARO#Kv000148777, Preparation andfor execution of this plan of corraction
ARO#KY00014876, ARO#KY00015011 ' ' daelfnor constitute acbmisston or agreement by the .|
ARC#KY00015012, ARO#KYO0001501 3, provider of tha bl of the fets alleged or conchusto

ARO#KY00015383, and ARO#KY0001 5384 was
initiatad on 00/26/10 and concluded on 08/28/10.
ALife Safety Code Survey was condudted on
08/28/10. Deficiencles were cited with the =
highest scope and severlty of g "G". ]

sel forth in the stolement of defiiencies. The plan of
correction is prepared and/or exacuted solaly becausd
itis veguired by the provisions of fodoral and state feed,
2 -

gfaz@::zgaz%WaE

P - MOV 1 E 200
ARO#KY00014876 was substantiated with%g :
deéficiencies cited. ARO#KY0001487, U SO
ARO#KY00015012, and ARO#KY00015013%&r6 T | Fduntain Circle Health and o
aubstantiated with unrelated deflciencies cited. Rehabilitation Center will continue 1d
‘ARO#KY00015011, ARO#KYDO01 5383, and hold, safeguard, manage and

ARO#KY00015384 ware unsubstantiated with no account for the personal funds of the
deficiencles olted, ' :

- Idents.
F 159 | 483.10(c)(2)-(5) FACILITY MANAGEMENT OF F1gg| O0CN |
$8-C | PERBONAL FUNDS A cash box has been purchased and 111319

Upon written authorization of a resident, the filled \A{Ith $50. The Activity Director
tacility must hold, safeguard, manage, and or Assistant who works weskende
aceount for the personal funds of the resident and/or holidays will be in charge of
deposited with the facility, aa spasified in distributing rhoney upon request

paragraphs (c)(3)-{8) of this saction. from residents during off hours

: Lo ' , for holidays. A report will be
The facllity must deposit any resident's personal andior holiday °p

funds in excees of $60 in an Interest bearing prntrtcd out.on Fridays af“: bemﬁ
account {or accounts) that Is eeparate from anyof | holidays. The AD or assistant w.

the tacility's operating accounts, and that credits have accees to this report to know
all interest eamed on resident's funds to that who has funds available. They will
accourt. {In pooled accounts, there must ba a : give money out upon request of the
separate accounting for each resident’s share.) resident between the hours of 11:00

a.m. and 2:00 p.m.
The facility must maintain a resident's personal P '

funds that do not excead $50 in a hon-interest

bezaring account, interest-bearing account, or ) Funas .'n the cash box will be
petty cash fund. o reconciled on Mondays and after
) H a i wactor
LABORATORY DIREGTOR'E OR PROVIDEA/OUPPLIER REFRESENTATIVES § IATURE TITLE . () DAYE

Any deflcloncy etatoment en'ding wvelth an astenax () denotss a deficiency which Ihe Inatiution may be excuzed from corracting providing It is determined that
other safeguards provide sufficiant protaction t the patlents, (8ee Inetructions.) Excupt for nurelng homes, the findings stated above are distlosable 90 days
feltowing the date of survey whethsr or nota plan of correction is provided. For nursing homas, the above findinge and plans of cormrection are disciosable 14

days followlng_ the date these drouments are mads avaliable w the faciilty. If defiglencles ars cited, an approved plan of ecorrection Is requisite to continued
program participation. :
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1 accounting, according to generally accapted-

.| funds entrusted 10 the faciilty on the resident's

rasident may lose eligibllity for Medicald or 881,

During a review of the tacillty's accounting
system, intorview with the Financial Manager on

The facility must establish and ha‘mtaln a system
thal assures a full and complete and geparate

accounting principles, of each resident's-parsonal

behalf.

Ttie system must preciude any commingling of
resident funds with facliity funds or with the funds
of any poraon other than anather resident,

The Individual financial record must be available
through quarterly statements and on request to
the resident or his or her legal repregentative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the
resident's account reaches $200 less than the
881 rogource limit for one person, specified in
section 1611(a)}(3)(B) of the Act; and that, if the
amount In the acocount, in addition to the velue of
the resident's other nonexempt resources,
reaches the 881 resource limit Yor one person, the

This REQUIREMENT I$ not met as evidenced
by

Based on Interview and record review it was
determined the facility failed to have a system in
piace to ensure residents’ personal funds were
available and residents had access to petty cash
outside normal businags hours,

The findings include:

- allegation of complianca..

~ designee will explain this procedure

. The process will be reviewed by.the

- residents/responsible parties via a

This Plan of Corraction is the cer;rer's credibls

Preparation andfor execution of ihis plan of correctio
doas not constitute admission or agreemens by tha
orovider of the oruth of the fucis alleged or con¢lusion
sel forth in tha statemend of deficiencies. The plan of
correcilon ts prepared and/or execured solely because

il 15 required by the provislons of federal and state lay.

and/or Business Office Manager in
order to Keep a current, accurate
accounting of resident trust funds.

A letter will go out'to all residents
who have funds deposited in &
resident trust account with the
facility.

The ED or his designee will discuss
this procedure at the next resident
councit meeting.

The Business Office Manager or his

as part of the admission process.

IDT in the monthly Performance
Improvement meeating and
adjustments to the process will be
made as needed. Any adjustment
made that affects the process will in
turn be communicated to the

letter from the Executive Director.
This will be brought to the PI meetin
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AND PLAN OF CORRECTION ENTIFICATION NUMBER: ' COMPLETED
A, BUILDING _
.
o 165146 & wina _08/28/2010
NAME OF.PROVIDER OR SUPPLIER STREET ADDRESE, OITY, ETATE, 2IF QODE '
, - 200 GLENWAY ROAD
F ) : ILITATION .
. OUN_TA N CIRFLE HEALTH AND REHABILITATI _ WINCHESTER, KY 40341
X4 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION o
. PREFEX (EACH DEFICIENCY MUST BE PAECEDED BY FULL PAREX (EACH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ORTE
. _ _ DEFICIENOY)
F 139 Continued From page 2 “F 150
! : 5 .
09/29/10 at 10:10 AM revealed the factity had no This Plan of Corveciion is the center’s credible
system In place to ensure residents had access allegation of compliance. '
10 their persanal spending money after normal Preparation andlor exccution of this plan fom'ec o
N 1o ]
busmes.s hOU!".,?a. onlweeken_ds, a{‘d on holidays. doefnot constitute admission or agreevient by the
FUﬂhBr interview with the Financial Manager provider of the iruth gf the fucts allaged or conclusion
reveaied there were a few residents that recelved Sel forth in the statemant of deficiencles. The plan of
petty cash an Fridays, however there was na correclion is prepared andfor executed solely because,
system to have petty cash availabte to residents, itis required by the provisions of fuderal and siato I
upon their request, after normal business hours, '
on weekends, and on holidays. three monthis and as needed
: ‘ theraafter. :
Interview with the AdmInistrator on 0W/20/10 at
210 PM revealed he did not realize the facility F272
needad to engure petly cash was avallable at all _
E’;;ﬁ;%:c' residont had asked for money on the The Resident Assessment Protocal
: y : : " w ised, to
F 272 | 483.20, 483.20(b) COMPREHENSIVE F 272 ff“émdm:{,{é'g‘z,?é J orfteria for t
88=E | ASSESSMENTS - q ;
The facility must conduct initially and periodically Resident #7 on 11-3-10
8 comprehansive, acourate, standardized
reproducible assessment of each resident's Reegident #1 on 11-1-10
| functional capacity. g o
_ ident on 10-30-10
A facility must make a comprehensive Resident #12 on 10
- | assessment of 4 resident's neods, using tha RAI .
specified by the State. The assessment must Resident #21 on 11-1-10
include at least the following:
Identifloation and demographic information; Resldent #29 Ciosed r GQO"d 11/13/1(
Customary routine; . : ' ,
Cognitive patierns; Resident #4 on 11-4-10
Communication; ' '
Vision; - . 2310 .
Mood and behavior patierna: Resident #9 on 11-3
Psychosocial weli-being: . '
Physlcal functioning and structural problems; Resident #18 on 11-8-10
Continonce;
Disease diagnosis and heilth conditions: Resident #2 on 10-26-10 -
‘Dental and nutritional status;
[ o PO .
PORM CMS-26t7(02-88) Frevious Versions Obsalats Evant ID: ADOST1 Facilly 1D} 700074 If continuation shaet Page $ of 43
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-SUMMARY STATEMENT OF DEFICIENCIES

SkKin_conditions;

Adtivity pursuit;

Medications; ,

8pecial treatments and proceduras:

Discharge potential;

Documentation of summary information regarding
the addltional asseasment performed through the
resident assessmant protocols; and
Documentation of participation in assessmént.

This REQUIREMENT ig not mot ag evidenced
by: '

Based on observation, interview, and record
review it was determinad the facility failed to
ansura the Rasident Assesament Instrument
(RAI} process was fallowed refated to covering
the required criteria in the Resident Assessment
Protecol Summary (RAPS) for thirteen (13) of
thirty-two (32) sampled rosidents, (Residents #7.
#1, #12, #21, 28, #4, 40, #18, 42, #27, #14, #20,
and #8). .

The findings include:

1. Record review revealed Resident #7 was
admitted to the facility on 12/30/07. Review of the
Intest comprehensive asgessment, an annual
assegement datod 08/24/10, revealed nutritona
status triggered because tha rosident '
experionced a welght loss and had a pressure
uicer. :

Review of the RAPS revealed the resident
triggered for nutritional status, however there was
no evidence the facility had identified the causal
tactors or roagon the RAP triggeréd.- Review of
the Summary revealed the RAPS triggered aue to
annual review. Review of the RAP Summary

This Plan of Correction is the cenfer's credible
allegation of compllance.

Preparation andfor execution of this plan of corvection
. does not constitute admission or agregment by the
providar of the truth of the facts allsgyead or conclustons
Set forth in the starement of deficiencies. The plan of
correction is prepared angfor exéauted solely because
I Is required by the provisions of fodoral and state law.

Resident #14 on 10-30-10
Resident #20 on 11-8-10
Resident #8 6n 11-8-10

All active patients RAPS in Fountain
Circle will be reviewed to ensure all
criteria is present, this will be done
by the MDS team. -‘Any RAPS that
do not meet the four criteria will be
rewritten, unless the record is
¢closed. Review will be completed
-11/12/10 for all residents.

All MDS Nurses, Social Service
Department, Activity Department,
Reglsterad Dieticlan, Executive
Director, Executive Director
Assistant, and the DNS were al|
educsted by.the District Director of
" Case Management on 10-6-10 on
the four criteria of RAPS as well as
how to write CAAs. Any new staff
from 10-6-10 on who are hired that
work with the CAAs will be educated

(X4} ID _ [ / PROVIDER'S PLAN OF CORRECTION %e)
" PREFIX (EACH DEFICIENCY MUST 88 PREOEOED Bv FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAQ REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ‘ : DEFICIENCY)
F 272 | Continued From page 3 F 272

11/13/10
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™4 D SUMMARY STATEMENY OF DEFICIENGILS 0 PROVIDER'S PLAN-OF CORREGTION e
" PREFIX {EAGH DEFICIENCY MUST BE PRECHDRD BY FuLL PREFIK (EACH CORARCTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY Of LS IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE ORTE
| . 1 DEFICIENGY)
F 272 Continued From page 11 Fa272
| complications ang risK fectors, such as diagnosis This Plan of Corvection i the carier's credibie
and cardiac, to be considered in developing an allagaiion of compliance.
individuatized Plan of Care Further review " Dreparation andior ekwcntion of this plan of corrsotion
ebara 144 2 p
rev_eated na mention if referrals were Necesaary + doss hot constitute admisslon or agreemant by the
for Resident #8. provider of ihe truih of the facts alleged or conclusions
' "sel forth in the statement of deficiancios, The plan of
Review of the comm unigation, ADL function, . worrection 1s prepared andior executed solely because
urinary incontinence, falls, dentat care and it is vequired by the provisions of federal an_d state faw,
pregsure ulcer revealsd no factors that must be : - : :
ponaidersd in developing Individualized care plan These findings.will be brought to the
interventlons and no mention if reforrals were Performance Improvement
necossary. There was no evidence of an activity _ Committee (PIC) which includes the
RAP summary in the medical record, Thg trigger Executlve Dirsctor {(ED), Executive

legend did not give dates for the RAP

i istant (EDA), Director of
documomatfon, only the location, Direotor Assistarn (E A), Directo

Nursing Services (ONS), Assistant

Interview with the MDS nurses on 09/29/10 at | Dirgctor of Nursing (ADNS), L

3:35 PM revealed they had received some brief Registered Dietician (RD), Activities

raining centered on the care plan and some in Director (AD), Social Service

house training. They ware able to describe the Director (S8), Case Manager (CM),

reguired criteria for the RAPE per the guidslines, Maintenance Director, Medical

but could not explain why the criterla was not mer. Director (MD), MDS Nurses, and the
85=D | AFTER SIGNIFICANT CHANGE ' haxt t?ree mo?mths. Trge PIC will

A fagility must conduct a comprehensive determine if further action is needed,

assessment af a resident within 14 days after the ' '

facility determines, or shouid have determined, : F 315 111310

that there has heen a significant change In the - _

resident's physical or mental condition, (For Resident #14s Bladder Assessment

Purpose of this section, & significant change - was updated on 10-14-10, ang

means a major decline or improvement in the
resident's status that will not normally resolve

continues on a toileting program and

itsolf without further intervention by staff or by ls.worklng with the_ restorative aids
Implementing standard disease-retated olinical with bladder exercises.

interventians, that has an Impact on more than _

one area of the resident's health status, and All patients at Fountain Circle weare
requires interdisciplinary review or revision of the reviewed by the ADNS for a change
care plan, or both.) ‘ in both bladder and bowel

5 'y H all L. PP S|
FORM CM8-2587(62.00) Brevlous Verafons Oboorata Event 1D: ADOB 1 Faailty 1 100092 T 1 1S " Toohtnutiion shat Page 12 01 49
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revealed no evidence the facility had Identified the
weight loss. Further review revealed no
dosumentation to support the decision regarding
whether to proceed with a care plan nor the nead
for referrals or further evaluation.

Intarview on 08/29/10 at 3:40 PM, with the
facility's Reglstered Distician, who completed the
RAP summary for Resident #7 reiated to
nuttitional status, revealed she received training
for completing RAP Summaries trom Dieticians
from other facitities and wae not aware the four
(4) required oriteria had not bean met.

2. Revlew of the RAP trigger sheet, dated
03/18/10, for Racidont #1 revealsd the resident
triggered for additional review of ADL Function,
Nutrition, and Pressute Ulcers. Additional review
revealed the facility documaentad the logation of
data used for the RAPS were located in ADL
charting, nutsing notes, dietary notes, meal
charting, intake and output records, ahd skin
audits and treatment sheets, However there were
ho dates to [dentify which dooumentation was
reviewad. :

.| Review of the RAP key for ADL Function reveated
Resident #1 had impaired decision making skil's,
impalred balance, and was not independent with
ADLs except for eating.

Review of the RAP keys for Nutrition revealed the
resident triggered secondary to a five (5) day
admission assesemont, had chewing problems
with a mechanioally altered diet, left more than
twenty- five (25%) percent ¢f meals uneaten. The

Farz

‘meet the criteria will review 10

. three months. These audits will

(X4 ip ] ' SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S. PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ AEGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROB3-REFERENCED TO THE APPROPRIATE DaTG
_ 'DEFICIENCY)
F272| Continued From page 4 .

This Plan of Correction is the center's credible
allegation of complianee.

Preparation dndior execution of this plan of corraction]
does noi constitute admisston or agreement by the
providar of the truih of the facts allegsd or conchistons
sel forth i the siatemens of deficiencies. The plan of
correction Is preparad and/or executed solaly because
{Lis required by the provisions of fadaral and stales law

The MDS nurses to ensure all CAAS

percent of CAAS, per unit, every
month,

MDS nurses will bring the audit
findings.to the Performance
Improvement Committee (PIC) which
includes the Executive Director (ED),
Executive Director Assistant (EDA),
Director of Nursing Services (DNS),
Assistant Director of Nursing
(ADNS), Registered Dietician (RD),
Activities Director (AD), Social
Service Director (88), Case
Manager (CM), Maintenance
Director, Medical Director (MD),
MDS Nurses, and the Dietary :
Manager every month for the next 11/13/10

include whether or not the CAAs are
meeting the criteria. The PIC will
review the findings of the audits and
will determine if further action is.

RAP key did not deteil the resident's pressure needed.
ulcers, Howaever review of the RAP keys for
Pressure Ulcers revealed Residant #1 had
FORM GME-2567(02-08) Pravious Verslons Obaolots Event ID:ADOS 11 Facility ID: 100074 If continuation shest Page & of 48
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hutritional Intervention for skin problems.

The RAP keye did not detail haw these
complications/factors were used in the daciston 1o
praceed and develop an individualized plan of
oarg,

3. Review of the RAP Trigger Sheet, dated
02/09/10, for Resident #12 revealed the resident
triggered for restraints. Review of the RAP key
for restrainte revealed no details regarding the

| Visk related to the use of the restraint. -
| Additionally, there was no inform atlon related to
referrals, -

4. Review of the RAP Triggar Sheet, dated
03/16/10, for Resident #21 revealed the resident
triggered for restraints. Review of the RAP key
for restraints rovealed the key detsiled
information related to the residant's use of
anti-anxiety medication, continuous oxygen,
mood state, and the resident's behavior
management pragram.. The RAP key did not
detail how thege faoctors affected the dscigion to
procead to an indlvidualized care plan. Nor did
the RAP key address the risk fadtors associated
wih restraint use. :

5. Review of the RAP Tri ger Sheet for
Resldent #29, dated 02/03/10 revealed the
resident triggered for visyal function,
comminwuiton, ADL function, urinary incontineney,
falls, and peyohotropic drug use, - -

The RAF key did not detall how the facility used
the information Yo procoed to and davelop an.
individualized plan of care for the resident.’

6. Review of Resident #4's madical record
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This Plan of Correction is the cersar's cradible
allegation of compliarice,

Preparotion and/or execution of this plan of correctin
does not constitule admission or agreement by the

provider of the truth of the fucts alleged or conctusion
sel forth in the siatement of deficiencies. The plan of
cotrestion s prepared andlor exscrded solely because
i s requirad by tha provisions of Fedoral and state lav),

F274

- Resident #28 no longer lives at
Fountain Circle and the record Is
cloged.’

All active residents of Fountain Circl+
will be reviewed by the CM and DNS
checking for any missed significant
changes. The review will compare

“the last Annual Assessment or
Significant Change Assessment and
comparing it to the last quarterly .

- assessmant for any significant
changes. If any significant changes
are found then the MDS RNs will
conduct a Significant Change
Assessment. Review will be - 11/13/1(
completed 11/12/10 for all residents.

All MDE Nurses, Social Service
Department, Adtivity Department,
Registered Dietician, Executive
Director, Executive Director
Assistant, and the DNS were all
educated by the District Director of
Case Management on 10-8-10 on

FORM OMB-2567(08-08) Previous Verstong Obaoiete Bvent ID; RDOST -
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BUMMARY STATEMENT OF DEFICIENCIES

identified, as well as factors that must be
considered in developing individualized care plan
interventions were not ldentified. It wags also noted
there was no mention it referrals were hecessary
for Resident 44,

Review of the RAP feeding tube summaty
revealed the complications and risk factors,
considarations for individualized care plan
interventions and any need for furthor referrals
were not addfessed.

7. Review of Resldent #9's medical record
revealad diagnoses which included Seizure
Disorder, Morbid Obeslty, Chronlc Obstructive
Puimonary Disease (COPD), Polio, Emphysema,
Gootroesophageal Reflux (GERD),
Hyperlipldemia and Hypertencion,

Review of the Anhual MDS Assessment dated
04/19/10 revealed Resident #9 had triggered for
turther nutrition asseasment due to weight loas,
Based on review of the RAPS it was determined

- Director (AD), Social Service

{X9) 1D (V] PROVIDEA'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENCY MUST BE PRRCEDED BY FULL FRAEFIX (EAGH CORREGTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG moss-nsmeng&g&g (')l‘%E APPROF RIATE DATE
D
F 272 | Continued From page 6 F 272 _
revealod diagnoses which included . Thig Plan of Correction is the centar's cradible
Dementia/Alzheimer type, Diabstes Mellitus, allegation of compilance.
Chronic Gbstructive Pulmonary Dleease (COPD) Prepa) :io;;z and/or- xecution of this plan of correction
. ra e
and Cerebrovascular Accldent, does not constitule admission or agreement by the
! providor of sho truth of the faots alleged or conclusiony,
Review of the Annual MDS Assessment dated set forth in the stotemant of deficiencios, The plan of
01/27/10, revealed Reaident #4 had triggered for correction (s prepared and/or executed solely because
- | futther nutrition assessmant dus to 1 is réguired by the provisions of fodoral and state law,
chewing/swallowing problems and presénce of a - ‘
teeding tube. Based on review of the RAPS it Any new staff from 10-6-10 on who
was determined they were not complsted in are hired that work with the MDS will
accordance with the utilizatfon guidalines, be educated by the DDCM or by a
. y ' ) designee directed by the ED.
:?.‘ewew OTlth?‘ RAP Nt;’g'st::’? S{‘;’r"s"t‘;'{ r?f\e(ec?ﬁd 10 percent of alt MDS, per unit, per
1o complications an ac al & © i dited by the MDS . | 11/13/10
decision to procesd to care planning were not month will be au d by

Department for possible significant
changes.

All audits will be brought to the
Performance Improvement
Committee (PIC) which includes the
Executive Director (ED), Executive
Director Assistant (EDA), Director of
Nursing Services (DNS), Assistant
Director of Nursing (ADNS),
Registered Dietician (RD), Activities

Director (8S), Case Manager (CM),
Maintenance Director, Medical
Director (MD), MDS Nurses, and the
Dietary Manager every month for the
next three months. The PIC wili
determine if further action is needed.

FORM OM85-2667(02-99) Previous Verstone Obsalete

Event 0 RDOBTY

Facility 10: 100074
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'| Renal Insufficlency, Diabstes Mafiilus,

they were not completed in accordance with the
utilization guidelines. '

Review ‘of the RAP nutrition summary review
revealed considerations for developing an
individuelized care plan were not addressad,

8. Review of Resident #18's medical record
revealed diagnoses which included Dementia,

Osteoarthritic and Dyaphagia.

Review of the Annual MDS Assessment dated
03/26/10 revealed Resident #18 had riggered for
further nutritlon assessment due to
chawing/swallowing difficulty and presence of g
feeding tube. Based on review of the RAPS it was
determined they were not completed In '
aocordance with the utilization guidelines.

Review of the RAP Nutrition Summ ary revealed
complications and risk factors, cansideration in
developing an Individualized care ptan
Intervention and nesd for referrals had not been
addrossed.

Review of the RAP Feeding Tube Summery
revealed the need for referrails wag not
addreasad.

9. Review of Resident #2's clinical record
revealed diagnoses which included Chronic
.Obstructlve'Puimonary'Dieeaae, Funotional
Decline, Diverticulosls, Constipation, Coronary
Artery Disease, and Depression. Review of the
Annual Minimum Data Set (MDS) Assessment -
dated 07/19/10 revealed nutrition triggered for
further-assessment due to wolght loss. However,
review of the Resident Assessment Protocol

(X4) IO SUMMARY. STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRBCT! TON' 6}
PREFIX {EACH DEFIDJENCY MUST BE PRECEDED BY FULL PREMX {EAGH GORREGTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATIGN) TAG CROSZE-REFERENCED TO THE APPROPRIATE DATE
: * DEFICIENCY)
F 272 | Continued From page 7 Foa7e

-incontinence.,

 NSG and or are on a toileting

- daily clinical meeting Monday

This Plan of Correction is the center's oratible
allegation of compliance.

Preparation andfer exscusion of this plan of corvectiol
does nol constitule admission or agreemant by the
provider of the truth of the faors alleged or conclustonls
set forth In the statemen of deficiencies, Tha plan of
‘correctlon is prepared andlfor execited solely becausq
1L is required by tha provistons of foderal and state tavk,

F279

Resident #14's care plan has been
revised, on 10-2-10, to include
restorative nursing for urinary
exercises and ADLs, which includes
a toileting program. As of 10-22-10
the resident has been discontinued
from restorative nursing for urinary

All residents receiving restorative 11131
program will have updated care
plans to include their specific care
plan. The ADNS and/or DNS will
update all the care plans by
11/12/10. :

All MD orders will be brought to the

through Friday for review of the MD
order as well as a compieted care
plans. On the weekends the
weekend supervisor will do the
same.

FORM CME-8607(02-89) Mravious Varalong Obsolate

Event ID; RDOS11

Faclifty ID; 106074
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| Summaries (RAPS) revealed they were not This Plan of Corection is the centar's credible
completed In accordance with the utlization allegaiion gf complignce,
Quidelines. ' , . . .
. Preparation and/or execution of this plan of bcorrsctmn
. . d titscle cachmiss) 1 by the
Review of the RAPS revealed the resident had a pfif,-id'z: Z‘}’:ﬂ ,:f;f gfﬁif«:ﬂg;ﬁiﬁf co):wzw;om
significant welght 108s in thirty tays, however, the set forth in the staiemani of deficlenctes. The plan of
facility failed to desorlbe the nature of the problem correciion is prepared and/or executed solely because
relatad to the weight 1083, In addition, the RAPS 1 s vequirad by the provisions of federal and stats Tow,
failed to describe the complications and risk - '
1actors 10 be considerad in developing an All Licensed Nurses have besn
individuallzed Plan of Care such as diagnoses, educated by the DNS or SDC on 10-
and cardiac and psychetropic medications, 18, 19, and 20" for review, revision
: - and compieted/implemented care
: ;). H?;l;e:;r of Hemder;‘t_ #:‘2?'% msd;cgl ;‘?!Ceord plans per MD orders. No Licensed
veal agnoses which Included Se i '
Dementia, Alzhalmar, Hypertengion, Impaired ?Bafzfomf TOth;\ at"ﬁ:\.? d to tv;%l:na'f;?r the
Renal Function and Hypothyroidism. - a 8 no
: educated on the revision of care
Review of the Annual MDS Assessment dated plans and implementation of care
04/20/10 revealed Rosident #27 had triggered for plans.
further review of delirium, activities of dally living _
{ADL) function, falls, dehydration/fiuid All physician orders are reviewsd
maf”_“a’;?’:ge g‘;‘?:gfﬁssure lJlthEtrs.i B%sed on Monday through Friday by the DNS
ot complated in accordance wih e uater and/or ADNS and on Saturday and |
guidelines. Sunday by the Weekend Supervisor.| 11/13/10
: : _ : At the time of physician order review,
Review of the RAP delirium summary reveaied the' DNS, ADNS and/or Weekend
the complications and risk factors that effect the Supervisor will review the care plan
declielon 1o pracesd to care planning were not and validate revision.
identified. It was alzo noted there wag no .
;nza?ntuon if referrals were necessary for Resident - Every month, all residents with
C : . restorative orders, will be audited by
Review of tha RAPS for ADL function, falls, either the ADNS or DNS or DNS
dehydration/fiuid maintenance and pressure designes, to validate care plan
ulcers revealed these RAPS were blank and the revision and by observing the
| trigger logend etated “see NN, Fall Asswssments, resident to validate implementation
.8kin sheets and ADL sheet_a with no dates to of the care plan. In addition; each
- rorth theDNS—ADNEo=BMNE
FORM GM8-2067(02-99} Fravious Va'rqbone Obsulste Event ID; ADOS 11 Faglity I0; {00074 . i continuation shest Page 8 of 43
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SUMMARY STATEMENT OF DEFICIENCIES

Iy}

‘was determined they were not completed in

identify the information usad.

11. Review of Resident #14's medical record
revealed diagnoses which included Peripheral
Edema, Venous Stasis and Ingufficienoy,
Diabstes, Status Post Braln Infarct and
Hypertension.

Heview of the Significant Change MDS
Asgessment datad 07/20/10, revealed Resident
#14 had triggered for further review of cognitive
loss, urinary incontinence, behavlor, falle and
pressure ulcers, Based on review of the RAPS it

aceordance with the utilization guidslines,

Review of the RAPS for falls, behavior, pregsure
ulcers and urinary incontinence reveated .
considerations for developing an individualized
care ptan were not dizcussed. Review of the
RAPS for behavior and coghitive loss revealod
there was no mention |f referrals were necessary
for Resident #14.

12. Roview of Residant #20's medioal record
revealed diagnoses which included Chranic
Kidney Disease, Left Bslow Knes Amputation,
Peripheral Vascular Diseass, Congestive Heart
Failure, Hypertanaion, Stage Il stasis ulcer,”

Review of the Initial MDS Assessment dated
12/11/09, revealea Resident #20 had triggered
for further nutrition, ADL functian, ' _
dehydrationffluid maintenance and pressure ulcer
dssessment. Based on review of the RAPS {t was
determined they were not completed in
accordance with the utllization guldelines,

Review of the nulrition RAPS revealed the

" This Plan of Corraotion is the center'y credible

| provider of the mruth o the Jacls alleged or conohusion

F281

PROVIDER'S PLAN OF CORRECTION 0%
" PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG AEGULATORY QR L8C IDENTHYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRGFRIATE ,OATE
DEFICIENCY)
' F 272 Cantinued From page 8 F 272

aﬂegaf_ion of compliance,

Preparation andfor exeeurion of this plan of correction
does not constitue admission or agreement by the

sel forth in the statemens of deficlencies, The plan of
correction is prepared andlor executed solely becauss
it is required by the provistons af federal and statg e

designee will réview 10 percent of
residents on each unit to validate
care plan revision and by observing
the resident to validate _
implementation of the care plan,

The audits wili be brought to the
Performance Improvement
Committee (PIC) which includes the
Executive Director (ED), Executive
Director Assistant (EDA). Director of
Nursing Services (DNS), Assistant
Director of Nursing (ADNS),
Registered Distician (RD), Actlvities
Diractor (AD), Social S8ervice _
Director (85), Case Manager {CM),
Maintenance Director, Medical
Director (MD), MDS Nurses, and the
Dietary Manager every month for the
next three months, The PIC will
determine if further action is needed.

Resident # 193 care plan was
updated on10-14-10, to include the
appropriate of precautions. )

11/13/1¢

FORM CME.2807(02-68) Provious Vamsiong Obsolate

Evenl ID: RDOS 1

Facilfty I0: 100074
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185148 a.w 00/20/2010

{X9) 10 " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION g8
PAEFIY {EACH DEFICIENCY MUST Bz PRECEDED BY FULL PREFIX - {€ACH CORREGTIVE ACTION SHOULD BE COMPLEYION
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F 272 | Continued From page 10 | F 272
- | resident wriggered 3900“‘530’ to a five (5) day This Plan of Correction is the center's credible
admiasion assessment and recelving a alisgation gf compliance.
therapeutic.dlet. The RAPS did not detail the p siom and) ot Qf il of y
resident's stasls ulcer, complications and risk 4 reparaiton ana’or exequlion of ihis pidn Lorecto
fators, consideration n developlng an ot sttt it or e bte
Individualized care plan intervention and the need . set forth in the siatement of deficlenciés. The plan of
for referrals had not been discussed. : correction is propared andlor executed solaly bacause
o . 11 is reguired by the provisions of federal and state lavw

Review.of the RAPS for ADL function, : - ——
denydration/fluld maintenance and pressure ulcer All residents admitted with in the last
ravealed no mention If reterrals were necessary | 30 days, §/21-10/21/10, have been
for Resident #20. Review of the RAP triggar audited, checking their Interim care
tegend for ADL function, deh)lldratioMﬂuid plans. The sudits were conducted
malintenance and pressure uloers revealsd the _ designee to ensure
trigger legend stated "see NN, skin shaste and ﬁ?’ the rgNE: : Sr me: ;,.??h e rgs?dn:nté
ADL sheets", with no dates to identify the & carcp
information used. overall needs.
13. Review of Resident #8's chinical record All new admissions will be reviewed
revealed diagnozes which Included Alzheimer, with in 24 hours of admission by the ‘
Dementia, Diabetes, Hypertension, Behavioral DNS or designee Monday through
Disturbance, Peg Placement and Heel ulcer. Friday and on the weekends by the
Review of the Significant Change Minimum Data We‘.g(';e”td s”‘;"‘“r"""“' ‘;“a”r'"gra"
- Set (MDS) Assessment datad 03/00/10, reveaied residant nee 'S NAVe been care
nulrition, feeding tube, communication, ADL planed. Al Licensed Nurses have
function, urinary incontinence, activitles, 1alls, been educated by th?h DNS or SDC
dental care and pressure uicer triggered for on 10-18, 19, and 20" for
furthpr assessment. However, review of the completed/implemented care plang
Resident Assessment Protocol Summarles per MD orders. No Licensed staff o
(RAPS) reveatod hey wora nol completed in will be allowed to work after the 10- | 11/13/10
acccl)rclanoe with the utllization gwdg ines. 20-10 that have not been re- -
Review of the nutritional and tube feading RAPS educated on care plans and
revealed the resident had a significant welght loss lmplementatlon of care plane.
in thirty days and new peg tube placement,
However, the facliity falled to describe the nature Ten percent of new admissions per .-
of the problem related to the weight loss. In month will be reviewed for a
addilon, the RAPS failed to describa tha complete interim care plan by the

FORM OMY¥-26067(0%-98) émvlogs Varsiong Obsotete ' Evant ID: ADOS 1 Faclity 1D rivgllon dHeet Page 11 of 44
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'F 274 Continued From page 12 F 274
: " This Plan gf Correction is the center's cradibla
“allegation of compliance,
. . { den ,
g;:'.'s REQUIREMENT is nat met as ovi ano?d Preparation andfor execution of this plan be vorrectiog
: . . I does not consiituce admission or agresment by th ]
Based on mtarwew. and record roview it was pra:Ider of the rru#c: of :h;;wf.! a!leg::‘lnar coJ;c!z.s‘ronr
determined the facility falled 10 complete g set forth in the siatemens of deficiancies. Tha plan of
comprehensive assesement of a residant within correction is prepared und/or exscuted solsly becausel
fourteen (1 4) days after the facillty ghouid have I iy required by the provisions of fodaval and state lav,
(Metermined there had been a significant change . - —
in the resident’s condition for one (1) of thirty-two 10-15-10. Residents identified were
(32) samplod rosldenta (Resident #28), repatterned and placed on a toileting
: plan if appropriate and or willing.
The findings Include: Also rehabilitation referrals for the
- Urinary Incontinent Program were -
Review of Resident #26's clinical record revealed "
diagnoges which included Constipation, i,ent tg the rehabilitation _da'partment
Osteoporosls, and Dementla. Per the resident's It needed. :
cliniced record, the resident was hospitalized on . . :
04/06/10 and diagnosed with Hypsrhatremia, due All residents with foley catheters
to poor oral intake. Resident #28 was readmitted weare reviewed on 11/8/10 to validatd
to the facility on 04/28/10 with a pastric teeding appropriate use. All were
tube (G-tube), Stage IV Pressure Uloer and, an determined to be appropriate.
indwelling catheter. Further review revealed 11713 /1d
Resident #28 had a signlfloant weight change Al dmissions will be reviewed
(from 118 pound 1o 102 pounds In 90 daye, 10% new admissions wil be reviewed
dectease). Resident #28 was hospitalized on by the DNS Monday through Friday
0507710 due t0-a malfunctioning G-tube, and wes to ensure bowel and bladder
readmitted to the facllity on 05/14/10witha patterns are in place and bowel and
Dobbhoff (ano-gaf_strio) tesding tubs, Stage IV bladder assesesments are completed
Pressure Ulcer, en indwelling catheter, and if appropriate. On the weekends the
significant weight change. weekend supervisor will do the
Review of the Minimurm Data Sets (MDS) same. Monday through Friday the
revealed the facility comploted Quarterly MDS Interdls.clplmary Team W‘Ill review all
-assessments on 02/24/10 and 05/26/10. There SRNA flow shets to audit for any
was no docunented evidence the facility . resident who has a change in
Identified & significant change to Resident #28's continence, i.e., bowel and bladder.
condition requiring a comprohénsive assessment, If a change in continence is found
on 04/26110 or 06/14/10. then Unit Managers will be notified.

FORM OM2-2607(09-88) Frevicus Vorslona Obaolels

Evant 10: ROGS1
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X4 10 BUMMARY STATEMENT OF DEFICIENGIES

86D | COMPREHENSIVE CARE PLANS

() PROVIDER'S PLAN OF CORRECTION (A
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE  COMPLETION
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. _ DEFICIENGY) :
F 274 | Continued From page 13 F 274 :
i - ) This Plan of Corraction ts the aonter's sredible
Interviews on 09/29/10 at 3:35 PM, with the thres dllegation of compitancs,
(3) MDS nurses {Registerad Nurses) (RNs) #5, . , his olon of corrootion
#6, end #7 revealed Resident #28 should have does ot comsiaty aaton of hs plon of oresai
had a Signlficant Chéange Assessment completed provider of tha truth of the ficis alleged or conclusion}
upon readmission with the above cited changes. set Joith in the statemeni of deficiincies. The plan of
The MDS nurses were unabls to explaln why correction is prepared ar?d'/ar execied solefy bacouse
someone had not recognized the nead to il is roguirod by f/m provisions of federal and stare los
complete'a Signiticant Change Assessment. In e - :
additional interview RN #§ stated they: would family notification will occur. Then
roview any resident who may need a Significant repatterned and new assessments
Change Assassment during their monthly will oceur If the incontinence
meeting. The MDS nurses stated the resident continues. All residents with a foley
had moved around a lot betwesn the two (2) . catheter will be reviewed on a
quartorly assessments and perhaps that was why quarterly basié to validate
the Sigoificant Change Assesament was missed. appropriate use
They explained a nurse from Cooperate Office ’
came in and reviewed MDSs 16 ensure the -
facility's MDS nurses wers completing MDSs All nursing staff have been re-
corrootly. o educated by the DNS or SDC on 10-
, 18, 19, and 20" on bowel and '
Interview on 09/29/10 at 3:35 PM, with the bladder patterns, bowel and bladder
Director of Nursing (DON) revealed he did review assessments. They were also
;\AD{'.;Z ?:ug .not:etud&rglges .cionctems he wo:;td call educated on MD and family -
or porate uree to come an notification regarding incontinence:
conduct an audit. L o ;
Education of toileting programs are
Review of the facility's policy "PRO 61003-04 placed on the care plan and the
Condition Change of a Resident" ravealed the 8RNA assignment sheets. No :
facility defined a Significant Change as a decline nursing staff will be allowed to work | 11/13/1(
or improvement In a resident's status that will not on the floor after 10-20-10 uniess
il or by Implamontng sl erventions by they have had this education.
impacts mora than one area of the residenl's' T}.;IE AE.)NS or dtehsllgnee by trlne DNS
health status, and requires interdisciplinary review Wil review monthly any newly
andfor revision of the care plan, . incontinent patients by reviewing the
F 279 483.20(d), 483.20(k}(1) DEVELOP SRNA flow sheets, 24 hour reports,

F 279

IDT will audit daily the SRNA flow
sheets and will place on the white

FORM OmB-2057(02-08) Previous Verelons Ohsolate Event ID:ADOSN
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(=) © |  SUMMARY STATEMENT OF DEFICIENGIES

Atacillty must use the results of the agseasment
t0 develop, review and revise the resident's
comprehensive plan of cars.

The facliity must develop a comprehensive care
plan for each resident that inciudes measurable
obJBCtive_s and imetables to maet a realdent's
medical, nursing, and mental and psychosocial
needs that are identified In the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
-highest practicable physical, mantal, and

" | Peyohosoacial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
-§488.10, including the right 1o refuge treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
review it was determined the facility failed to
review and revise the comprehensive plan of care
for one (1) of thirty two (32) sampied residents {
Resident#14). Resident #14 was to receive
restorative nursing for urinary exsrcise and
activitles of daily living (ADLs). In addition,
Resident #14 was 10 be placed on a tolleting
program, '

The findings include:
Review of Resident #14's medical record

revealed the resident wae admitted to the facility
on 04/22/10, with diagnoses which included

~ Director Assistant (EDA), Director of

Director of Nursing (ADNS),

D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED DY FijiLL PRERX (EACH GORRECGTIVE AGTION 8HOULD BE COMPLETION
TAG |.  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRLATE DATE
: DEFICIENCY)
F 279 | Canlinued From page 14 F 279

This Plan af Correction ia the comter's aredible
allegation of compliance.

Preparation andfor exscution of this plan of corrootiof
does not constirure admission or agreamens by the
providur of the ruth of the focts alleged or conclusionk
set forth in the siatemeni of deficiencies. The plon of
correction is prepared ondlor executed solely becausd

it ip reguirad by the provisions of fedaral and stats o4,

incontinence.,

The ADNS or DNS designee will
bring these findings to'the
Performance Improvement
Committee (PIC) which includes the
Executive Director (ED), Executive

Nursing Services (DNS), Assistant

Registered Dietician (RD), Activities
Director (AD}, Soclal Service
Director (88), Case Manager (CM),
Maintenapoe Director, Medical

Director (MD), MDS Nurses, and thel

Dietary Manager every month for thT
next three months. The PIC will
determine if further action is needed

F 318
Resident #8's MD was natified on 9-

27-10. OT assessed the residents’
right hand on 9-27-10. OT is

working with the resident at this time

MD saw the resident and changed
the rasidents’ medications.

11/%3/1#

FORM OMS-2667(02-85) Previous Versions Obeolsle Evant ID: ADDS 11
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(e4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEA'S PLAN OF CORRECTION i)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRERH (EACH CORRECTIVE ACTION $HOULD BE GOMPLETON
. TAQ REGULATORY OR LEC INENTIRVING INFORMATION) TAG CROSS-REFERENCED TQ THE APPAORRIATE DATE
. , _ DEFICIENCY)
F 278 | Continued From page 15 F 279
Diabetes, Hypertension, Peripheral Edema, ) This Plan.of Corraction is the contor's crodible
‘| Vanous Stasis and Inautficlency and Chronle aflegation of compliance.
‘Obatructive Pulmonary Disease. )
o ' Preparation andfor exscution of this Plon’gf correction
; , di mstituta admission or agreement by the
Intervisw with Resident #14 on 09/27/10 at 10:00 provider af e puh O the Jacts vsoged o comenisions
-| AM, revealed the resident did use a urinal at set forth in the statement of deficlencics. The plan.of
times and did recognize the urge at tmaes, The aorrecilon s prepared and/or execuled solaly bacause
resident further stated it bothers him/her to have 1 is requived by the provisions of federal and state faw,
1o use this bathraom; and pointed to the e =
bathroom in the haliway. ' All residents of Fountain Circle were
_ : . : - assessed by the Rehabilitation
.| Interview with State Registerad Nursa Aido -Department staff for any increases in
(SRNA) #’7, onh 09]2‘”10 at 2:00 PM, [evealed ghe muscle tonel decrease in range of
wazs assignad 10 provide care for Resident #14. motion, and possible contractures. _
She stated the resident was totally incontinent, Anyane that was found to have 1113710
and we oheck and change himsher avety 2 hours Anyone tr ,
during the day. She further stated that she doas INCreasé in muscle tone, decrease in
hot ask tha resident if he/she needs 1o go to the range of motion, and/or contractures
bathrcom because he/she gets agitated and were picked up by the therapists and
upset. - MD/Family notification occurred. -
' o , ) . This assessment will be completed
Interview with the Director of Nursing (DON) on by 11/12/10.
09/2710 at 4:45 PM, revealed the resident had a ' .
decline in Incantinence when he/she was moved : . .
to the C unit, The DON further stated the All nursing otaff has been educated
Incontinence and brief use were discusssd with by the DNS or SDC on 10-18, 19
the resident, however, no documented evidence and 20, 2010 for identification of
of this conversation was found in the resident's decrease range of motion. increase
medical record. in muscle tone, or contractures.
, They were also educated on an
Review of tha Physiclan's order dated 08/2710, posgftble change of resident y
revealed “Discharge pt from skliled OT services diti
to LTC. Initiate rostorative nursing program 6 eondition.
times per week times 8 waeks for Ui (Urinary _ »
incontinence) exercise and ADL's", A charige of condition form has been
generated for SRNA use to help with
Further interview with the DON on 09/28/10 at change of condition of the residents.
11:15 AM, revealed the restorative nursing care These forms will be placed at each
plan would be in the restorative notsbook. nursing station for SRNA use. If the
FORM CMS.2667(09-89) Frevlous Verslons Gbeotete Bvent ID:ADQS1T Fagliyit; hiinuation sheet Page 16 of 40
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BUMMARY STATEMENT OF DEFICIENGIES

: _ D PROVIDER'S PLAN OF GORRECTION £9
PREFX (EACI'! DEFICIENCY MUST B& PRECEDSED BY FULL PREFIX {EACH CORRECTIVE AGTION SHQULD BE COMPLETION
TAG REGULATORAY OR L8C IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
F 279 Continued From page 18 Fave
- | However, he was unable 1o looate a restorative 's Plan of C. ot is th s cradibl
care plan for the resident. He further stated he Zhnl}mfl’,‘,?fcﬁf;ﬁﬁﬁﬁf e qemlers eredi
updated the resident's Plan of Care (POC) _
yesterday, and the team talked about the FPreparation and/or exec:udon of this plan of correction
resident's incontinence as & behaviar. However, does ot consiltute admisston or agreement by the
the DON could not find any documentation providar .of the truth of the faviy u'“dg‘vd or conclustons
: . $ set forth in the statemani of deficiencies. The plan of
regarding this dlscussion. correction is prepared andfor executed solely becausa
. It is raguived by tha proviziohs of fedoral and state law,
Review of the POC dated 08/24/10, for Resident : : -
#14 revealed a problem of incontinent of Bowel -conhdition ha/she is to fill out this form
and Bladder (B&lB) related to hiatory of brain and give to the nurse to follow up on.
doaumented avidenss of & goa o e PE Onte ife nurse assesses the
{ < Qo rove : P .
and no evidence of interventions to assist the ;es’d-fnt ? teh/ Shi's to noFt,lfy Mg; ;
tegident with a tolleting schedule. Howavar, ami y of \he change. Fassibie .
review of the Resident Progress Notes dated rehabilitation referral is made and
08/30/10, revealed the rosident was to be placed info is placed .on the 24 hour report. | 11/13/10
on a scheduled tolleting program due to urinary This form also is placed on the 24 '
Incontingnce per Oceupational Therapy (OT) hour report for the IDT review. .
recommendations. Further review of the _ '
]
resident's POC revealed the DON had updated Nursing staff will not be able to work
the alteration In slimination POC on 09/27/10, after 10-20-10 unless they have had
with problem “resident refuses to be toileted and h . y) )
rasident would rather use adult briefs is the educatlon: The rehabilitation
considered a behavior". Interventions: department will conduct a quarterly
"Restorative Nursing per Ul/Rehab Program'". screen, in conjunction with the MDS
Continued review of the resident POC revealed schedule, on every resident to
no revislon to include a sotiedulsd touetllng assess for change of condition by
program of restorative program for ADL'a. using the MDS assessment
Interview with the Registered Nurse (RNYMDS #5 galenrctl ars, tg e—?ﬁ-r atedatr?é:r ® 1\?’?8
0N 09/28/10 ut 3:35 PM, revealed he was hot sure epartment. 1his quartery review
why the POC was not revieed to address the will start 12-1-10 as every resident
tolleting schadule or restorative nursing hag been reviewed in October and
+ | programs. °I just misged it | quess.” November of 2010.
F 281 483.20(k)(3)(i)) SERVICES PROVIDED MEET F 281 '
88=D | PROFESSIONAL STANDARDS All condition change forms will be
e . fod . saved and reviewed by the DNS and
e services provided or arranged by the facility presented to the PIC every month for

FORM CME-2867(02-55) Prewious Viorsionz Obsolete Evant |0: ADOSH1
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comprehensive plan of care". Further review of
the Policy revealed the Care Plan identified the
regident's centerad needs, strengths,

" | weaknesses, and relafod diagnoses and

conditione.

Review of Resident #19's medical record _
revealed the resident was admitted to the facility
from the hospital on 09/16/10 with diagnoses
which Included Staphylocooous Bacteremia and,
an Abdominal Wound secondary to Neorotizing
Fasclitls. Further record review revealed the
Admission Minimum Data Set (MDS) had not
bean completed due to the recent admission.

Observation of the resident on 09/28/10 at 11:30
AM revealed the resident was in his/her room in
the bed. Further observation revealsd & Contact
Precautions Sign on the resident's door and an
Isolation cart in the hallway by the resident's door.

Director of Nursing Services (DNS),
Assistant Director of Nursing
(ADNS), Registered Dletician (RD),
Activities Director (AD), Social

" Service Director (SS), Case

Manager (CM), Maintenance
Director, Medical Director (MD),
MDS Nursgs, and the Dietary
Manager every month for the next
three months. The PIC will

determine if further action s needed.

F 323

Fountain Circle Health and
Rehabilitation Center will continue to
ensure that the resident environment
femains as free of accident hazards

FORM CMB-2607(02-05) Pravious Veralons Obealeta

Event ID; RDOS11

Facllity 1071

{4y 1D BUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 5
PHEFIX F{FACH DEFICIENCY MUST BE PRECEDED BY FULL PREPL (EACH CONRECTIVE ACTION SHDULD BE comgm
TAG EGULATORY OR LSC IDENTIEVING INFORMATION) TAG cﬂoss-REFEREggFﬁlg Eﬂ (':I'\I;i}E APPROPRIATE OAl
F 2081 Continued From page 17 F 281 ,
must mest professional standards of quamy This Plan of Correction'is the center's oredibla
allegation of compliance,
i i : Proparation and/or sxsetlon of this plan of sorrectlon
;‘f;‘ls HEQU'HEMENT '8 not mat as evidenced doef::zot constirute admisston g agv'e‘-z:emeno{by the
: ) provider of the bruth of the fucty allegad or conclusion,
Based on observation, i”‘terV'eW- and record el forth in the statement of deficiencies, The plan of
1 review, it was determinod tha tacllity failed 1o correction is prepared and/or exacuted solaly because
ensure the Plan of Care was sufticlent to meat it is required by the provisions of federal and state Jaw
the needs of newly admitted residents for one (1
of thirty-two (32) sampled residents (Resident - - .
#10), The case manger will review the
, o quarterly screens that the
The findings Include; rehabilitation department will be
| Review of the faclity's Initis! Plan of Care Policy, doing a”f ?;’”?;hr‘: outcomes of the
revealed “An initial Plan of Care is initiated within screens o the Pa °'.'m9"‘-°° )
| 24 hours of admission that addresses the Improvement Committee (PIC) whick
resident’s initial Individual and Immediate needs includes the Executive Director (ED) :
untll the interdisciplinary team finalizes the Executive Director Assistant (EDA), | 11/13110Q

G nuatoﬁ'&%wpage 18ot4a -
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‘F 281 Continuad From page 18 F 281 _
Observation on 09/26/10 at 11:45 AM revealed a This Plan of Correction s the canter's crodible
Purge dnd a housekeeper donned a gown and allegation of compliance, :
gloves prior to entering the resident's room. '
Preparation andlor execution of this plan of correcrion
| Review of the Résident Progress Notes dated it o v o by o |
08/17/10 at 4:45 PM revealed the resident had.a set forth in the statement af deficinciss, The plan of
large wound to the left side of the abdominal groin correction is prepared and/or exsculed solaly because
area secondary to Necrolizing Fasciitls, Review i is reguirad by the provistons of federal and state law
of the Resident weekly Skin Check Sheet dated -
08/17/10 revealed the measurement for this area receives adequate supervision and
was seven (7) centimoters (cms) x twenty-six (26) assistance devices to prevent
©Ms X two (2) cm's with a one and a half (1.5) em accidents. .
tunnel secondary to Necrotizing Fasciitls.
Review of the Phyalcian's Orders dated 08/17/10 ) The cat:get ;‘n 100 Hail
revaaled orders to cleanse abdominal wound with - General Bathroom was
Normal Saline and dry gently, then pack the locked and keys made
wolnd with the vac spongs, then gover with available to staff. Personal
waund vao dressing svery Monday, Wednesday, toiletries were labeled with
and Friday, and as needed due to dlagnosis of resident namas and put in
Necrotizing Fasciltis, tubs in resident dresser 11/13/10
Revlew of the Interim Plan of Care revealsd thera dorjxel.gsﬁ}nr::tt:-w\:;‘:tli (I;\Iﬂgld
wag no Plan of Care to address the need for , . )
Centact Precautions related to the resident's In & housekeeping cart. This
diagnosis of Necratizing Fasciltis. : - will be completed on
. . 11/12/10. :
Intarview on 09/29/10 at 9:05 AM with the '
Registered Nurze (RN)/ Nurge Manager for the 2} The 200 Hall Soiled Utility
100 Hall where Resident #19 resided, rovealed room wag locked. Staff have
the Initial Care Plans were completed by the been inserviced regarding the
admitting nurses, and the Care Plans wars . g :g
reviged with hew Phyaician's Orders by the nurse importance of keeping this
receiving the orders or the MDS Coordinator. room and other such rooms
She staled there should have been a Plan of locked at all timee when
Care related to the need for Contact Precautions unattended. This will be
due to the resident's current dlagnosis of completed on 11/12/10.
Necrotizing Fasciitis. ' . '
F 315 | 483.26(d) NO CATHETER, PREVENT UTI, F 315 3) The cabinst in 200 Hall

FORM CM3-2667(0R-99) Previous Versions Obboate

Evenl ID:RDOS 1
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' Observétion of Resldont #14 on 09/27/10 at 10:30

HESTORE BLADDER

Based on the resident's comprehansive
assessment, the facility must ensure that a
resident who enters the faclity without an
indwelling catheter is not catheterized unless the
resident's clinlcal condition demonstrates that
catheterization wag necessary, and a resident
who is Incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
functlon as possibia.

Thie REQUIREMENT is not met as evidencad
by: .

Based on observation; interview and record
review it was determined the facllity falled to
provide appropriate treatment and services to
maintain/restore as much bladder function as
possible for one (1) of thirly two (32) sam plad
residents (Resident #14). Residant #14 had &
dsaline In bladder continence. Thers was no .
documented evidence the facility had assessed
Resident #14 to idantify the causative factors
refated to the resident's decline in continence.

The findings include:

Observatlon of Resident #14 on 09/28/10 at 2:20
PM, revealed the resident sitting in the lobby area
in front of the nurse's station In a wheelchair,
Residont #14 was wearing an adult brief,
Obssrvation of Resident #14's room on 08/26/1 0
at 3:30 PM, reveated a urinal sitting on the
resident's bed side table with approximately 500
miltiiters of yellow fluld.

_allegation of compliance,

© does hot constitute admission or agreemeani by the

set forth in the siatement of daficiencles, The plan of
‘orrection is prepared andlor exceuted solely bacause

removed and has been
replaced. Personal toiletry
items have been labeled and
store in tubs in resident
dreaser drawers. This
bathroom has been

eliminated. This will be
completed on 11/12/10.
4) The cabinet on the wall in
100 Hail General Bathroom
has been locked. It contalns
nursing supplies. No
toiletries are to be stored
there. All resident personal
toiletries are store in tubs in
resident dresser drawers.
This will be completed on
1T1/12/10.

Safaty rounds/observations were
conducted, by the ED or the DNS, of
all resident rooms, bathrooms,
shower rooms, soiled utility rooms
and all resident environments to
identify any safety hazards. Rounds

PR RAYE Wa

Preparation andfor execution of this plan of correstion

providsr of the truth of the facts alleged or conclusions|

it is raguired by tha provisiens of federal and sraie iaw|

thoroughly cleaned and odors

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO. 0938-03m
STATEMENT OF DEFICIENOIES (K1) PROVIDER/SUPPLIERACLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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A, BUILDING
1851486 B Wing 09/20/2010
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F 815 | Gontinued From page 19 F 318 : :
86-D This Plan of Correction is the conter's eredible.

111310
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08/28/2010

PROVIDER'S PLAN OF CORREQTION

| Diabetes, Hypertension, Peripheral Edema,

stating that he/she had a dlaper on and they

[ Imerview with the Director of Nursing (DON) on

AM, revealed the resident was assisted to hisfher
room and assisted with incontinence care,

Review of Resident #14's medicat record
revealad the resident was admitted to the facility
on 04/22/10, with diagnoses which included

Venous Stasls and insufficiency and Chronic
Obstructive Puimonary Disease.

Interview with Resident #14 on 08/27/10.at 10:00
AM, rovealed the resident did use a urinal at
limes and did recognize the urge at times. The
resident further stated that it bothers him/her to
have 1o use thig bathroom, and pointed to the.
bathroom in the hallway. The resident continued,

{staff} change me and sometime they take me to
the bathroom.

Interview with State Reglisterad Nurse Aide .
(SRNA} #7, on 09/27/10 at 2:00 PM, revealed she
was assigned to provide care far Hesldent #14.
She stated the resident was totally incontinent, we
check and change him/her every two (2) houra
during the day. She further stated that che doss
not ask the resident If he/she needs to go to the
bathroom because he/she gets agitaled and
upset,

08/27/10 at 4:45 PM, revealed the resident had a
dactine In Incontinence wher ha/she wag moved
to the C unit, The DON further stated the
incontinence and brief use was discussed with
the resident. Hawever, no documanted evidence
of thig conversation was found In the resident's
medical record. He further stated the facility's
procadure for bowel and bladder (B&B)

 This Plan of Correction Is the center's aredibly

P40 SUMMARY STATEMENT OF DEFICIENCIES ['s) . ) . e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY PULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ‘ ) . DERICIENCY)
F 315 | Continued From page 20 CF 315

allegation of compliance,

Preparation and/or execution of this plan qf correction
does nol constinue admission or agreement by the
providar of tha ruih of ths faces allegad or conclusiony
el forth in the statement of deficiencies. The plan of

correciion is prepared andior executed Solely because
it Is requirad by the provisiony of faderal and seate feng.

other safety hazards were identified.
In addition, the facility is staffed 24
hours a day, 7 days a week. Facliity
staff provide supervision to all
residents to prevent accidents and
ensure the appropriate assistive
devices are in place. Supervision
has been in place and will continue
to be in place at all times.

The Housekeeping Supervisor has
conducted inservice with the
Housekeeping staff regarding locking
all chemicals in their carts and not
leaving them within resident access.
The inservice was conducted on 11-
8,9,10, 11, 12, 2010.

11/13/1(

All facility staff has been inserviced
by 8DC, regarding keeping soiled
utility areas locked when unattended
Inservice was conducted on 11-8, 9,
10, 11, and 12.-2010:

Nursing staff have been inserviced
by the DNS or his designee
regarding the proper labeling and

FORM GMS-2567(02-88) Previous Varsiona Obsolste

Evant 1D; RDOSY
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assassment would be upon admission, annually
and when'there was a change I continence.
Howavat no B&B assesemant had been
completed since the admisslon assessment

| which revealed the regident was continent ot

1 B&B, ‘ .

Review of the Physician's order dated 08/27/10,
revealed "Discharge pt from skilled OT services
to LTC. Initiate restorative nursing program 6xs

per.waek times 8 weeks for Ul (Urinary .
incontinense) exercise and ADL's".

Further interview with the DON on 09/28/10 at
11716 AM, revealed he restorative nurslng care
plan would be in tha.restorative notebook.
However, he was unable to locate a restorative
care plan for the resident. He further stated he
updated the resident's Plan of Care (POC)
yesterdey, and the team talked about the
resident's incontinence as a behavior, but | don't
find any documentation regarding this discussion.

‘| Review of the POC dated 09/24/10, for Residant
#14 revealed a problem of incantinent of BB
related to history of brain infarct and functional
decline. No evidence of a goal to improve B&B
and no evidence of interventions to assist the

-| resident with a toileting schedule. However,
revliew of Resident Progress Notes dated
08/30/10, revealed the resident was to be placed
on & scheduled tollefing program due to urinary
ingontinence per OT recommendations. Further
review of the resident's POC revealed the DON
hag updated the alteration in elimination POC on
09/27/10, with problem "resident refuses to be
wieted ana resident would rather use adult briets
is aonsidered a behavior'. Interventlona: .
"Restorative Nursing per Ul/Rehab Program”,

- ellegation of compltance,

it is required by the provisions af federat and state law

" that there are no chemicals available

%4) 10 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION . (e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (BEACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AREGULATOAY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE oAVE
' REFICIENGY)
F 315 | Continued From page 21 F 315

This Plan of Correction Is the center’s cradible

Praparation and/or execution qf this plan of correclios
dpas niot consitiure admission or agreemant by the
provider of the truth of the facts alleged or conclustons
sed forth in the statement of deficiencies. The plan of
corrschon is prepared andlor exeeuted solaly boomuss

keeping chemicals locked and out of
resident access. Inservice was
conducted on 10-18, 19, 20, 2010.

In addition, the DNS or the 8DC
conducted inservice to all facility staff
on providing a safe environment,
providing supervision to prevent
accidents and ensuring the
appropriate safety devices are in
place. Inservice was conducted on
11-8, 9, 10, 11, 12 2010.

Daily rounds by the Executive
Director Services and/or his
designee and weekly rounds by the
Director of Nursing or his designee | 11/13/10
will be made and documented on & :
rounds ool to ensure areas such as
the solled utility roome and cabinets
irr the general baths are locked and

for resident access. They will also
ensure resident toiletries are not out
in the general baths but stored in
resident dresser drawers. (See
rounds shest) Any concerns '
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Continued review of the resident's POC rovealed This Plan of Correction is the conter's credible
the incontinence and adult brief use were not al!ega:ton of compliance,
addrassed in any of the béhavior prablema, s on andlor exscution of this plan of correctio,
reparaiion dng/or exechl 1) I
- £318483.25(e)(2) INCHEASE!PH.EVENT DECREASE F318 doeffmr constitute admission or agreement by the
85=G | IN RANGE OF MOTION provider af the vauth of the focts alleged or conalusiony
o : . ‘ set forth in the statemen! of deficlencios, The plan of
Dased on the comprehensive assessment of & correction Is prepared and/or éxecufed salaly because
resident, tha facllity must ensure that a regldent it i required by the provisions ijédfral and state low.
with a limited range of motion receives :
appropriate treatment and services to increase time. _ _
range of mation &ng/or o prevent further The DNS, ADNS, Unit Manager,
decraaes In range of motlon. Weekend Supervisor and
Houaekeeping Supervisor will
conduct daily rounds/observatione of
- . all resident rooms, bathrooms, soileq
'tl)';’us REQUIREMENT is not met as evidenced utility rooms, housekeeping carts
Based on observation, interview and record - - and all resident care areas to ensure
review It was determined the facility failed to the environment is safe, without
ensure residents with a limited range of motion hazards angd supervised. Rounds
received the appropriate treatment and servioes will also validate the appropriate
to provent further decrease in range of mation for assistive devices are in place.
one (1) of thirty two (32) sampled residents ‘
(Resident # 8). The resident received i
Qooupational Tharapy (OT) until 08/10, and then TT(B resulaoflg'[? ?g rour;‘dtshW|ll bEthI
eight (8) weeks of restorativa nursing untit 05/10, taken to the through the morinly
Howsver, there was no documented evidence the Parformance Improvement meeting
resident received further services to prevent by the Executive Director for three
) further decline In range of motion or the months and quarterly thereafter. 11/131(
developmant of contracture of the right hand.
o Fa74
The findings include: : _ .
Obgervation of Realdent #8 on 09/26/10 at 2:30 Founta.".’] C_lrcte Haaith ?nd .
PM, and on 09/27/10 at 10:05 AM, ravealed the Rehabilitation Center will continue {9
resident to be In the bed with the right hand on store, prepare, distribute and serve
higther chest. The resident's last three (3) fingers food under sanitary conditions.
wers bent down toward the paim. The forefinger ' _
and thumb were stralghi out. 1) Eggs found to be in pans in
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' This Plan of Correction i the center's credibls
Review of Resident #8's medical record revealed aliegation of compliance. ‘
the regidant wae readmitted to the facility on . o
" Proparation and/or execution gf this plan of correction
02.-"25[1 0, with diagnoses Wh'qh included doe‘.z:‘;ot Ic;a;?mre admiss;on or agrf;fem;nt by the
Alzheimer's Disease, Demmentia, Diabetos, Provider of tha truth of the facts alleged or conshexiony
Hypenension, Behavorial Disturbances, Hesl set forth in the sictement of déficiencies, The plan of
Ulear, Peg Placement and Acute Renal Failure. corvection is prepared and/or executsd solely because
Continued review of the medical record revesled it s required by dhe provisions of foderal and stats law
the resldent was referred to QT for evaluation
| secondary to significant decline in functional that were not labeled and
abilitles and was at high risk for contractures. dated on the initial tour were
Review of the OT evaluation dated 02/87/10, subsequently labeled and
revealed Pagsive Range.of Motion (PROM); - ‘dated by the cook. This was
resistance present, high risk for contractures, OT completed on 11/12/10.
services flve (5) tmes a week for four (4) weeks
with shont term goal to increase ROM with y
decreased tone and to implement restorsative 2) Th? blender tr;?t \gas ?d:tc;ir?d
services. Further review reveaied OT We' was rewashed an
discontinuied services to the resident on 03/16/10, dried before being
beoause Resident #B had met his/her goal, and reassembled and stored.
was receiving restorative servicos, This will be completed on
‘ . - A1/12/10.
‘Review of the Physician's order dated 03/08/1 0, _ o
revealed the tollowing orders 1) Decrease OT to 3) The lunch items of cook #10 |
three (3} times a week for two (2) wesiks. 2) ‘were removed from the
Restorative Services six (8) times a week for refrigerator that is used for
eight (B) weeks for upper extremity ROM. ) -
ont (8) PP y resident food items. Cook
Review of the Restorative Plan of Care dated #10 has been inserviced :
03/08/10, revealad Resident #8 was to receive regarding not keeping 11/13/1Q
PROM to fingefs, wrist, elbow, and shoulder. personal lunch items In
;?elndlland strangt::jen“fmg_ers, wrist and elbow. refrigerators meant for
Alec/lower shioulder” resident food. This will be
-1 Reviaw of Resident #8's Minimum Data Set completed on 11/12/10.
-{ (MDS) assessment dated 03/09/10, revealad no
limitations in ROM and severely impaired 4) Al pans that were found to
cognition. Continued review of the MDS dated be wet on the initial tour were
08/31/10, tevealad no lim Ratione in ROM and no rewashed and air dried
. . ks i
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F 318 | Continued From page 24 F 318
resiorative nursing. This Plan of Correcrion Is the center's credible
’ aflegation of compliance,
Review of Resident #8's Compreheneive Care ' :
'Pilan dated 08/31/10, revealed no dosumented grepararr'on andlor edxeauﬁon of this plan of ;orzech‘o 1
loes not constifute admission or agreement by the
svidence of risk for decreased ROM/contractures. providor of the truth of the fols af,:gﬂ o or conclusiont
and no Interventions 1o prevant decline in ROM. - setforth in the stafement of deficiencles. The plan of
. correclion s prepared andior executed solely because
During an interview with State Registared Nurse it is requivad by the provikions of federal and siats lad.
Aide (SRNA) #8, who was assignad to provide
care for Aesioent #8 on 09/29/10 at 3:05 PM, she was completed on 11/12/10.
_stated ahe dldn't really do ROM on the resident's 5) The bottom of the refrigerator
hands, because helsht? halds tha fingers down on located in.the Kitchen used .
tuhe J;g;éxﬁnd and can't really move them except for resident tray line was
P : thoroughly cleaned. This wil
Interview with SRNA/Roestorative Alde #0 on be completed on 11/12/10.
09/29/10 at 3.00 PM, revealed she had provided
PROM for Resldant #8 until ha/she was . 6) The Registered Dietitian has
discontinued to the nursing floor staff. She inserviced all dietary staff
- [ further etated she didn't remember any problems regarding procedures for
the fingers would not bend she would have agked articularly foods that have
therapy to evaluate the resident to sea it it was E h s ted. This will b
something new. She cantinued, stating that she $en raneated. This wili be
did check the residant's right hand and could not completed on 11/12/10.
complete range of motion for the last two (2) ‘
fingers. 7) The Registered Dietitian has.
inserviced all dietary staff
Interview with the Dlrector of Nursing (DON) on regarding infection control
"1 09/2710 at 4:30 PM, revealed he was not aware : ;
; particutarly when taking food
of any ROM changes in Resident #8's right hand. 4 arat d cleanin 11713710
However, on 09/28/10 at 10:55 AM, the DON Smperalures ana clearing
stated the SRNA caring for the resident should thermometers. This will be
have notifiad any changes in the regident's ability completed on 11/12/10.
to perform ROM to the nurse. The nurse should
ghen assess the resident, and refoer to therapy as 8) The physician order for a
indicated. health shake for the
, o . unsampled resident was
-Medical record review revealed OT evaluated the clarified to “Ensure Plus, 240
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1 ROM Awls this year".

Continued From page 25

resident on 08/27/10, and placed the resident on
the aurrant cassload. . ’

Review of the OT Evaluation dated 09/27/10,
fevealad all joints on the right upper extremity
ware fimited. The left upper extremily was
resistant to PROM, but staff could compiate the
therapy. However, the resident would grimace .
and change facial expressions with (R} HUET
ROM. Bhort term goals Included Increass (R)
handffinger extension to within functional limita
{WF} in prep (preparation) for hand splint.
Potential for achisving goals *Patient did exhlibit

Review of the "OT Ashab Addsndum Note" dated
09/27/10, revealed "evaluation did indicate
increased muscie tone affecting PROM and -
developing (R) hand sontracture compared to the
OT evaluation in Mareh 2010. Grimacing was
present during HOM to (R) hand. OT will treat five
{5) times & week to address ROM and
sontracture management”,

Interview with the treating OT an 09/29/10 at 3:25
PM, revealed, In her professional opinion, the
resldents {R) hand/fingers had increased tone
and would reault in contractures if not treated.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment ramaina as frea of ascident harards |
as is possible: and each resident recelves -
adequate supervision and assistance devices to
prevant accldents.

F318

This Plun of Corvection is the center's credible
allegation of compliance,

Preparation andlor exectition of this plan qf correclion
does not constitute admission or agreement by the
provider of tha iruth of the fucts allsged or conolusions
sef forlh in the statement of deficiencles. The plan of
correction is prepared and/or executed solely beceruse.
it is reguired by the provisions of faderal and state law)

This resident's tray card was
updated to reflect this order
change. This will be
completed on 11/12/10.

Dietary staff hag been
‘inserviced regarding
handwashing between tasks
and infection control
procedures in the kitchen.
This will be completed on
11112110,

%)

10) Dietary staff has baen
inserviced regarding the
procedure for waghing and

Fa23f. storage of dishes. This will -
' be completed on 11/12/10,
All residents with the exception of
those who receive nutrition salely by
alternative means have the potential
to be-affected by this deficiency.
Sanitation rounds'are conducted
daily by the Registered Dietician
Nutrition Services Manager or

drying dishes and the proper |

11/13/10)
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‘for axternal usa only, and a bottle of roll on

remct! of chlldren, perineat cleansar which stataed,

antl-persplrant deodorant with a label which
stated, keep oul of the reach of children, Also
noted was a 3.8 iter jug of Aplicare Total Body
Shampoa and Conditioner with a label which
stated, for external use only. In addition, there
was a spray bottle of Liminate Mal-Odor
Eliminator on the window sill. According to the
Material Spfety Data Shest (MSDS), tubber
gloves and safety glassee/gogglos should pe
used for protection when using the product.
Further review of the MSDS revealsd the product
was & health hazard and the primary routes of
exposure were; eyeo, skin, oral, or Inhelation.

Observation of the 200 Hall Sofled Utility Room
on 09/26/10 at 9:55 AM, revealed the room was
unlosked and unattendad, The housekeeping
can was in the room and contained a bottle of
Germicidal Cleanser. According to the MSDS, a .
Physician should be called if ingested, and first
aide would be heeded If the product were to get in
the eyes or on the skin.

on 10-28-10.

- staff to clean all spills immediately or

(X4) 1D . BUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORREGTION
PREEI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (HAGH OOHEESGTIL\?ENAGTION S8HOULD BE - GOM%ON
TAG REQULATORY DR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TQ THR APPROPRIATE DATE
. . . _ DEFICIENCY) :
F 323 | Continued From page 26 F 323
Lo ’ ) ) : This Plan of Correction is the center’s credible
This REQUIREMENT 15 not met as evidenced allegation of compliance.
by: .
‘| Based on observation, interview, and record Prepararion and/or axecution of this plan of corrsefion
N : . o dogs nol consiituls admisston or agraement by the
review, ft was determined the facility failed to provider of the truth. of the focts allaged or conchusions
ensure the_resment_ anvirenment rgm ained as sedforth in the stalement of deficlenctes. The plan of
free of accident hazards as possibte, ) corrgctron (s prepared andipr executed solely becaese
. _ . : It is vequired by the provisions of federal and state law,
The findings include: -
’ Observation of the 100 Hall General Bathroom on - Education has been done with all
inltial tour on 09/26/10 at :30 AM revealed there dietary staff regarding'fhe foltowing
was an unlocked cabinet which contained shave issues: labsling and dating food
gol with a label which stated, keep out of the items, procedures for waghing and 1411310

drying dishes and equipment,
infection control procedures in the
kitchen including handwashing
between tagks and cleaning
equipment such as thermometers
before reusing them, and the
procedure for taking food
temperatures egpacially when food ig
reheated. Inservice was conducted
by the Nutritional Service Manager

The Nutritional Services Manager
(NSM) has instructed the dletary

ae they are digcovered and to not
store pergonal food items in
refrigerators meant to store resident
food items.

The NSM or designee will complete
a Quick Round tool daily to ohserve
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10/.134’2010 :

.product were to get In the eyes or on the skin.

| the disposable razors was to be kept locked for

and diarrhea.

Onservation on 09/27/10 at 6:00 PM of the 100
Halt Gensaral Bathroom revealsd the cabinet on
the wall was unlocked and contained usad
tolletries Including a bottle of roll on deodorant
with a label which stated, keep out of reach of
childrén, shave crearn with a labet which stated,
keep out of reach of children and five (B)
disposable razors. There was also a spray bottle
of Germ|cldal Cleanser on top of the trash bin.
According to the MSDS for the Germicidal
Clzanasr, a Physiclan should be callad If
ingasted, and first alde would be neaded if the

Interview on 09/27/10 at 6:15 PM and on 08/28/10
at 8:45 AM with the Nuree Managor on the 100
Hall, revealed there were no wandering residents
at that time; however, due to the unit being a
Rehabiiiative unit, there were frequent
adimlasiona. She stated the cabinet containing

Dietitian and the Executive Director,

(See Quick Round tool attached)

Any problems identified will be
correcied at that time.

Results of these rounds will bé
reported to the IDT monthly

by the Executive Director, monthly
for three months and quarterly
thereafter.
F441

- Resident #7's foley catheter was
assessed on 10-8-10 for the proper
safety device, to ensure foley

~all times.

FORM OMS5-2667{02-98) Previous Versions Qbsoleta

Event ID: RDOBH

Performance Improvement mesting

catheter tubing is kept off the floor at|
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F 323 | Continued From paga 27 F 323
) Obsewaﬁ‘on Of the 200 Ha" Ganal’al Bathroom on This Plan ngorrec;ian is the center's credible
initlal tour on C8/26/10 at 10,00 AM revealad .a allegation of compliance.
cabinet which contained a bottle of Listerine. b son and tion of his plam of corvection
: H répdralion gRa/or execuiion P
Review of the M3DS Sheg( for Listerine does not constitute admisston or agreement by the
Mouthwash revealed first aide me_a’sures were providar of tha truth of the facts-alleged or conclusions
| neaded If the product were to get into the eyes, sal forth in the Statemant of daficiencies. The plan of
"I on the-skin, was inhaled, or ingested. The cabinet correcilbn is prepared and’or vxecuied solely becmere -
also contained a bottle of rall on anti-perspirant it is required by the provisions of federal ond state law.
deodorant with a label which stated, keep out of -
the reach of children, eight (8) disposable razors, cleanliness, proper storage of
and a battle of nall pollsh remover. Acoording to dishware and equipment, labeling
the MSDS for nail polish removar, inhatation of and dating of food items and proper
1 vapors could cause nasal and respiratory progedures for taking foad
Ietation, dizzinass, weakness, ,;a;[g;% headach, temperatures. This tool will also be
I ' 1
cause gastrolnteetinal irrilation, nausea, vomiting, completed weekly by the Registered | 11/13/10
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85= | STORE/PREPARE/SERVE - SANITARY

The facllity must -
(1) Prooure food from sources approved or

congidersd satisfactory by Federal, State or local
authoritios; and

(2) Stors, prepare, distribute and serve food

validate that no other resident wae

affected by the deficient practica. No|

other residents were affected.’

All nursing staff has been educated
by the DNS or SDC on 10/18-20/10
for foley catheter care/infection

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREQTION 8)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORPRCTIVE ACTION SHOULD B COMPLETION
TAG REGUU\TORY OR LSC IDENTIFYING INFORMAT!ON) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
F.323 | Continued From page 28 F 323
the safely of the residents. She also stated there This Plan of Correction is tha canter's credible
should b ho toiletries In the general bathroom, allegation of compliance.
Continued interview revealed the Gormioidal ' ) -
Cleanser was not to be left out in the bathroom. Praparatton anlor excaution of Tgﬁ,‘,’z:jfg octen
The Nurse Man&gﬂf'ﬁtﬂtﬁd she did rounds three providar of the rruth of the facls alleged or conclusions
times a day which included looking at set forth in the statement qf deficlencles, The plan of -
envirenmental boncerns; however she had not correcion Is prepared and/or executed solely because
noted the [tems bemg Isft out In the bathroom, 1t is reguired by the provisions of federal and srdre lew)
interview on 08/29/10 at :30 PM with the Nurse assessed on 10-8-10 for the proper
Manager for the 200 Hall, revealed no 1olistrles or safety device, to ensure foley
razors should ba In the general bathroom due to catheter tubing is kapt off the floor at
resident safety. She stated there were tubs for all times.
the Individual resident supplies, and the tubs were . . 11113110
to be taken to the bathroom during the residert's i : ' '
bath and taken back to the resude?n's room to be Rei’dent #1's ankle wound healed
stored atter the bath. She stated she did rounds on 10-27-10.
three (3) timee a day and checked the bathrooms _ . "
during rounds. 5he further stated the floor staff The DNS assessed all residents with
were also reaponsible for checking resident foley catheters to ensure all
rooms and bathrooms and informing her if there maintained the proper safety device
was a problem. She stated she was aware there to pravent tubing from touch the
wes a problem perladically with tolietrles and floor. The Unit Managers have
items being left.in the general bathroom, d ; licati f
Continued Interview revealed the soiled utility assessed nurses Bpo @ca ion @
room should be closed and locked at all times treatments to all residents that have
due to the chemicals and products in the room. wounds for proper handwashing and
_ ' ' application of ointments.
Interview on 09/26/10 at 10:30 AM with the . :
Housekeeplng/Laundry Supervisor, reveated the in addition, on 11/8/10, the DNS
Solled Lfllillty Rooms should be locked at all times. | reviewed all current infections to
F 371 | 483.35(i) FOOD PROCURE, Fan

FORM OMB-2587(02-86) Provious Virelons Obsolats Event 1b: IOOB11
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{X4) 1D

SUMMARY STATEMENT OF DEFICIENGIES

PROVIDER'S PLAN OF CORRECTION

three (3) hotel pans were observed to be stored in

{ Ihtarview with the Dietary Manager on 09]29/10 at

| the blender was dbserved tobe stored wat.

under sanitary conditions

Thig REQUIFIEMENT iz hot met as evidenced
hy: ‘
Based on abservation and interview it was
determined the facility failed to store, prepare,
distribute and serve food under sanitary
conditions. This was evidenced by pans stored
wet, blender stored wat, thres (3) hotel pans .
containing eggs were stored in the rettlgerator
without belng dated or labeled, muitiple trays
were obsored etored wat and sent out to
residents during meal service. .

The findings indude:
1. During the initlal tour on 09/26/10 at B:58 AM
the bottom of g stand alone refrigerator which

wery not labelad or dated.

2:40 PM revealed the egas should have been
dated and labeled after being removed from their
original containers.

2. Duting the initial tour on 08/26/10 at 8:02 AM
[ntarview with Dietary Aide #8 on 09!26/1 Uat 9 02
AM revealed the blender should not have been
put back together and storad wet sgoondary to
bacteria growth.

3. During the initial tour en 09/26/M10 a1 9:10 AM a

- provides of tha truth of tha focts allagod or conolusiont

proper foley cathater care/infaction

-foley catheter tubing Is kept off the

D (X8)
PAEEX {EAGCH DEFICIENCY MUST BE PRGCEDED GY FULL PREFIX (EACH GORRECTIVE AOTION SHOULD BE COMPLEYION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
DEFRICIENGY)
F 371} Continued, From page 29 F 371! |

This Plan of Correction is the center's credible
allegation qf compliance.

Preparation and/or execution of this plam af correctioh
dogs not constitte admission or agreement by the

st forth In the siatement of deficiencies, The plan of
correction Is prepared and/or execuied Solely because)
it iv vequired by the provisions of faderol and state lont.

and applications of ointments to

wounds. No licensed nursing staff
will be allowed to work after 10720110
that have not been reeducated on -

control, hand hygiene and proper.
application of ointments.

Unit Managers will make rounds’
three times & day 10 ensure all foley
catheter tubing is kept off the fioor
Monday through Friday. The DNS
will designate a liceneed nurse on 3]
11 shift to make rounds 3 times per
shift to ensure all foley catheter
tubing is kept off the floor. The
Weekend Supervisor will make
rounds four times a day to ensure

11/13/114

floor every Saturday and Sunday.
Unit managers monitor four dressing
changes per day to ensure proper
hand hygiene and proper application
of cintments, The Weekend
Supervigor will monitor three _
dressing changes per day to ensure

proper hand hygiene and proper

FORM GMB-2607(02-99) Previous Varslons Obeclete

Event ID: ROOS1M
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plastio bag containing a plastic container of
lettuce and a plastic zipper bag contalning chips
was noted to be stored in a refrigerator along with
gallens of mitk and orange juice. An open half
liter of bottled water, which was haif full, was also
noted to be stored in the refrigarator.

‘interview with Cook #10 on 09/26/10 at 9:10 AM
revealed the lettuce and chips were her lunch
which were stored in a refrigerator for resident
food items. She further indicated the itema shouldg
not have been stored in the rafrigerator.

Interview with Registered Dietitian {RD) #3 on
09/29/10 at 9:37 AM revealed staff food ftams
should not be stored In the refrigerator for
resident food preparation ltems.

4. Obsarvation during the initial tour on 09/26/10 _
| at 9:20 AM revealed three (3) hotel pans, one {1)
doep half-size hotel pan and one (1) quarter size
hotel pan storeg wet, '

Intervipw with Cook #10 on 09/268/10 at 9:22 AM
revealed the pans should be air dried and not
slored wet due to the growth of bacter|a.

8. Observation during the Initlal tour on 09/26/10
at 8:26 AM ravealed a thick brown substance of
S0ur greéam texture spread across an area of
about fifteen (15) inches (n the bottom of the
refrigarator located in the kitchen used for
resident trayiine containing ecartone of chosolate
and white mllk.

Interview with Registered Dietitian (RD) #3 on
09/29/10 at 9:37 AM rovealed any milk which was
spilled In the refrigerator shoutd be cleaned up
immediately. '

- control in all areas.

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONBTRUCTION {tx3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
' ) . A, BUILDING
8. WiNG c
_ 185148 ) 09/29/2010
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(%4) ID - BUMMARY GTATEMENT OF DEFICIENGIES D - PROVIDER'S PLAN OF CORRECTION . {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BS COMPLEYION
TAQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROSB-REFERENCED TO THE APPROPRIATE DAYE
" DEFICIENGY)
F 371 | Continued From page 30 F 371

This Plan of Correction is the center's credible
allegation of compliance. :

Preparation andfor execution of this plan ¢f correciion
does noi conatitute admission or agreament by the
provider of tha truth of the facls alleged or conclusioms
sed forth in the statement of deficiencies. The plan of
correction i§ prapared and/or executed solely because
it is reguirad by the provisions of fedaral and stata law,

months.,

In addition, during daily rounds, the
Unit Managers and Weekend
Supervisor will monitor to ensure no
deficient practice ralated to infection

The DNS will review Unit Manager
Audits, 3-11 shift designee and
Weekend Supervisor audits, which
consist of foley catheter, hand
hygiene, application of cintments
and routine infaction control practice.

The DNS will present the information
to the Performance Improvement
Cofmmittee (PIC}) every month for
three months. The PIC includes the
Executive Director, the Assistant
Exeoutive Diractor, the Director of
Nursing Service, Assistant Director
of Nursing Services, Registered
Dietician, Activity Director, Sacial
Service Director, Case Manager.
Maintenance Director, Medical
Director, MDS Nurses and the
Dietary Manager. The PIC wil)

FORM CMS-2667(02-80) Provious Varslons Obao)ite Bvant ID: ROOB 1t
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satety before residents were served.

- O%/27/10 at 4:35 PM revealsd Cook #7 taking

6. Obsarvation during evening meal service on
00/27/10 at 4:35 PM revealed the temperature of
the squash was one-hundred (100) degrees
Farenhelt. it was removed and taken back to the
steamer to be reheated. When the squash was
returned to the trayline at 5:05 PM it wae noted
the'temperature was not retaken to ensure food

Interview with RD #4 on 00/27/10 at 6:30 PM
revealed the temperature should have heen
retaken before the trayline began to ensure the
appropriate temperature had been reached.

7. Obgervation during evening meal service on

temperatures of foods on resident trayline. It was
noted she Used & paper towel to wipe the
thermometer between food iteme booause she
was out of alcohol swabs.

Interview with Cook #7 on 09/26/10 at 4:45 PM
revealed she believed the paper towe! was
sufficient to clean the thermometer between
toods. She further indicated the point of uging the
alcohol swabs was to prevent cross
contamination.

8. Observation during the evening meal service
on 0B/27/10 at 5:10 PM revealad an unsampled
resident's tray oard which stated Health Shakes
were ta be provided with meals. it was noted the
Health Shake was not placed on the rasident's
tray.

Interview with Dietary Alde #5 on 09/27/10 at 5:10
PM revealed she was unable to looate the Health
Shakes In the trayline refrigerator.

(X4 i0’ SUMMARY STATEMENT OF DEFIGIéNClES D PROVIDEA'S PLAN.OF OORRECTION X6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRAEFIX (EAGH CORRECTIVE ACTION BHOULD BE COMPLETION
YAG AEGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROBB-REFERENGED TO THE APPROPRIATE OATE
‘ DEFICIENCY) : ’
F 374 O'ominued.r-‘rom page 31 F 371

This Plan of Correction is the contar's aredible
dallegation of compliance,

Preparation and/or execution of this plan of correction
does not.conditute admission or agreement by the
provider gf the trath of the facts alleged or conclusiond
sat forth in the statsmant of deficiencles, Tha plan of
correction is prepared and/or executed solely becanse
it is requirad by the provisions of federal and state law

F 465

Fountain Circle Health and
Rehabilitation Center will continue to
provide a safa, functional, sanitary
and comfortable environment.

5} The cabinet in 100 Hall
Dining Room with the trash
can built in was cleaned
during the survey. The
cleaning of this cabinet has
been added to the daily
assignment for cleaning of
the dining room on 100 Hall.
This will be completed on
1112/10. :

111310

6) The cabinet in 100 Hall
General Bathroom was
looked and keys made
available to ctaff, Personal
toiletries were labeled with
resident names and put in
tubs in resident dresser

drawers. This will be

. FORM CMS.0687(00-00) Pravious Viersions Obgolsta

Event ID: RDOS11
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F 371 | Continued From page 32 F 37.1
. . This Plar of Correction is ihe center's credible
Interview with Cook #7 on 09/27/10 &1 510 PM allegation qf compliance,
revealad the Health Shakee were in containars , cllor exsoution o hispl . ; )
like the milk cartons only smaller and were to be raparation andjor exeoutlon of this plan of correciion
; f does not consiitute admission or agreement by the
sent out if they.were listed on the tray card. provider of the truth of the fucts alleged or conclusions
. L st forth in the statemeni qf deficiencies. The plan of
Interview with RD #3 on 09/29/10 at 8:37 AM correction 1s preparsd and/or executed solely because
rovealed if the tray card lists Health Shakes they it is required by the provisions of federal and siete law.
should bs sent out with the meal.
9, Observation during the evening meal service 7) The cabinet in 200 Hall
on 09/27/10 at 5:15 PM revealed Distary Alde #8 . General Bathroom was -
entered from the dining area into the Kitchen and removad and has been
proceeded 0 put lids oh resident trays without ol bt
having washed her hands. ‘ replaced. _Personal.tmletry
: items have been labsled and | 11/13/10
Observation on 09/27/10 at 5:30 PM revealad store in tubs in remdgnt
Distary Alde #8 exited the kitchen and brought dresser drawers. This
wo (2) cants back Into the kitchen for the resident pathroom has been
trays. Sho was noted to begin putting lids on thoroughly cleaned and odors
plates and handled the edges an tha food contact eliminated. Thia will be
guﬁgce of the plates without having washed her - complated on 11/12/10.
ands. : e
Intarview with RD #4 on 09/27/10 at 6:30 PM 8) The 200 Hall Soited Utility
revealed the Dietary Aides should wash hands room has been thoroughly
between tasks when working on resident trayiine. cleaned, including the hopper
. : , and the floor. The mops
10. Observation during the evening meal service have been properly stored.
on Q927110 from 5:20 PM through 6:22 PM This will be completed on
revealed twenty-two (22) trays ware stored wet, 41/12/10
alght (8) of which were wiped off, all with the '
same towel. .
, 9) The 300 Hall General -
Interview with Dietary Aide #5 on 09/27/10 &t 5:20 Bathroom has been _
PM revaaled the trays should not have been thoroughly cleaned and odorsj
stored wet due to bacterla. ' eliminated. This will be -
D completed on 11/12/10.
Interview with RD #4 on 09/27/10 at 6:30 PM _ s
FORM CMS-2687(02-80) Provious Verslona Chsolete E\fant ID: ADOS 14 B éadﬁme
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1 determines that a resident needs isolation to

| tranaport linens g0 as ta prevent the spread ot

(b) Preventing Spread of Infection
(1) When the Infection Control Program

prevent the spread of infection, the facility must
isolate the resident.

{(2) The facility must prohibit employees with a
communicable disease or infacted akin leslons
from direct contact with residants or thelr food. if
direct contact will transmit the disaase.

(3) The facility must require staff to wash their
hands afier each direct resident contact for which
hand washing e indioated by acoopted
professional practice.

(c) Linens
Personnel must handle, store, process and

. contain trash, daily cleaning of the

_ » FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NG, D93R-0331
BTATEMENT OF EFIGIENCIES {X1) PROVIDER/BUPPLIERGLIA {%€) MULTIPLE CONSTAUGTION 46) DATE SURVEY
AND PLAN OF GORRECTION [DENTIFICATION NUMBER! COMPLETED
) A, BLHLDING !
c
| 185146 - e . 09/20/2010
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
' 200 GLENWAY ROAD
FOUNTAIN CIRCLE HEALTI'?I.AND REHABILlTATlON WINGHESTER, KY 40391 .
X4 D . BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDERS FLAN OF GORREGTION. i)
PRERIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . BREFIX (EACH OORRECTIVE ACTION SHOULD BE ~ * | COMPLETION
TAG . REGULATORY OR LBG IDENTHYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
. OEFICIENGY)
F 371 | Continued From page 33 F 371
ravealed trays should have been allowed to air This Plai of Corvection is the center’s credible
dry secondary 1o the possible transfer of bacteiia allagation of complange.
from baing stored wet. , ” tom of this plan of )
: vaparation dnd/or execuiton f this plan of corvection
- 4411 483.65 INFECTION CONTHOL PREVENT F R | e cudmission o cgraemers by the
§8=€ | SPREAD, LINENS provider of the truth.of the Jucts alleged or conclusions
set forth in the statement of deflclencies. " The plan of
The facllﬂ‘y muat eetﬂbhah and maintain an correclion it prepared and/or excontad sololy bocause
Infection Control Program designed to provide a it i3 requived by the provisions of federal and sidte law.
safe, sanflary and comfortable environment and _
o help prevent the development and trangmission rounds/observations were
of disease and infaction. conducted, by the DNS and/or ED of
all resident roome, bathrooms,
(a) Infeql‘lon LControl Program shower roaoms, soiled utility rooms,
l’:c?gfriig'gn’ggﬂu?ié?ﬁ?s-h an Infection Control dining rooms and all resident
(1) investigates, controls, and prevente infeotione environments t_o ld.em'fy any safety
| in the fachlity; hazards or sanitation concerns.
(2) Decides what procedures, such as fsolation, " Rounds were compisted on -
shoultl be apphied to an individual resident; and 11/12/10. No other safety hazards
1 (3) Maintains a record of Incidents and ¢orrective or sanitation concerns were ‘
Actions related to infections. identified. 11/43/10

The Housekeeping Supervisor
conducted ingervice on 11-8, 9, 10,
11, 12 2010, with the Housekeeping
staff regarding the cleaning of the
facility,.including built in cabinets that

general bathroom areas including tile
and grout, the alimination of odors in
general bath areas, and the regular
cleaning of soiled utility areas. They|
were also inserviced regarding
locking all chemicals in their carts
and not leaving them within resldent _
access.

FORM CMS-2887(02-09) Provious Versione Obsolels

Even! ID: RDOSN
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tubing was dragging on the floor..

infaction.

Zhis REQUIREMENT is not met as evidenced

y:

Baged on observation, interview, and record
review it was determined the facility fallad to
ensure the Infection Control Program and
Practicas were followed to provide a safe,
sanitary and comfortable environment and to help
pravent tha developmant and tranemission of
disease and infection. '

The findings Inciude:

1. Record review revealed Resident #7 was
admitted to the facility on 12/30/07 with diagnoses
which included Renal Insuffictency and
Neurogenic Bladder, Observation of Resident #7
on 08/26/10 at 12:05 PM revealed a "Foley”
indweliing catheter to bedside drain.

Observation on 02/27/10 at ;00 AM revealed
Resldent #7 was sitting in front of the shower
room in a wheelchair, Qbservation revesled the
indwelling catheter tubing was in direct contact
with the floor.

Observation on 09/27/10 at 10:10 AM revealed
Resident #7 was being wheeled down the hall by
State Registerad Nurse Aide (SRNA) #7.
Observation revealed the Indweliing catheter

Observation on 09/29/10 at 12:45 PM revealed
Resldent #7 was In a whealchair in the dining
raom. Observation revealed the "Fotey" catheter
tubing was In direct contait with the floor.

. Thig Plan of Correctlon Is the center’s oredible

" resident access,

- bathrooms and dining rooms, as well

allegation of compliance,

Prepararion and/or execution of this plar of correction
doef not constitute admission or agreemeni by the

provider of the irndh of the facts alleged or conclustons|

set forih b the statemen of deficiancies.- The plan of
correcilon is prepared andior executed solely bacause
it iy required by the provisions of faderal and stafe lawv.

regarding keeping soiled utility areas
locked when unattended. Inservice
was conducted by SDC on 11-8, 9,
10, 11, 12 2010

Nursing staff have been inserviced
by the DNS or his designee
regarding the proper labeling and
storage of resident toiletries and
keeplhg chemicals locked and out of
_ Ingervice was
conducted on 10-18, 19, 20 2010,

Daily rounds by the Housekeeping
Supervisor will be made to ensure

as other areas of the facility are
Cleaned daily and soiled utility areas
are locked and secure. A'round
sheet will be completed and turnied
in to the Executive Director. Any
concerns identified will be addressed
at that time.

The Executive Director 6r his
designee will make a weekly
environmental round. Any concerns

PORM UMS-2867(02-00) Pravious Verslora Obsolets

EvantiD: ADOZ11
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: ) ' : ‘ This Plan af Correction Is the center's credible
Interview with SRNA #7 on 08/27/10 at 11:00 AM atllegation of complidhce.
revesled the "Foley” cathster tubing wae not . - andlor xendi s plan of correctic
supposed to be on the floor for sanitary reasons. 7 FPreparasion and/or exgculion of this plan of corvection

does not constiaus admission or agrosment ly the
_provider of the truth of the facts alleged or conclusions

Interview with the Assistant Director of Nursing
{ADON}) on 08/28/10 at 10:00 AM revealed the
catheter tubing being in diract contact with the
floor was a problem due to the Increased risk of
infection.

Intsniew with Regletered Nurgce (RN) #2, the
Infection Control Nurse, on 09/29/10 at 4:00 PM
revealed the facility had provided no recent
training on cathater care.

Review of the facility's policy Urinary
Incontinence/Indwelling Catheters revealed
infection control practices should be followed in
the care of indwelling cathaters,

2. Review of Resident #18's medical record
revealed the resident had diagnoses which
Inclutled Damentia, Renal insufficiency, Utinary
Retention, Psyohosis and Diabétes Mellitus.

Observatlon on 09/26/10 at 1:00 PM reveealed
Resident #18 sitting up in a wheel chair
transporiing self down & hallway with catheter
ublng in eontact with the tloor.

Observation on 08/26/10 at 2:50 PM revealed
Resident #18 giting up In & wheel chair In the
dinihg area with catheter tubing in direct contaot
with the floor.

Observation on 08/27/10 at 8:48 AM revealed
Resident #18 sitting up in a wheel chalr Inthe
dining araa putting a puzzie together, catheter

. sel forth In the siatement of deficiencies. The plan of

. months and quarterly thereafter.

~ #32 have been reviewed to ensure

correction it prepared andlor exsoutsd golely because
it is required by the provisions of federal and siais law

time.
The Executive Director will take the
result of these rounds to the DT

through the monthly Performance 1113110

improvement meeting for three

F514

Medical records for resident #28 ang Here.

- only their medical records are in the
record. Also the medical records
have proper identification on each
and every page. This was dong by
the Medica! Record clerk on 11-8-1.

Every entire active medical record
hae been reviewsd by the Madical
Record clerk, Staff Development
clerk, Admission Coordinator
Assistant, and the Social Service
Asslistant to ensure only the correct
medical record is in that record and
that each and every page of the -
medical record has proper’
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1 09/27/10 at 8:40 AM, revealad LPN.#4 performed

| hands and entered the room. After opening the

-| wound using her gloved finger and dressed the

. wound. :

.| Tne LPN stated she always used her gloved

a dressing change on Resident #1's ankie. The
LPN gathered the needed supplies with ungloved

neaded supplies the LPN washed her hands end
proceeded to ¢lean the site of the resident's
wound. Once the wound site was cleaned the
LPN applied the prescribed ointment to the

wound as ordered. The LPN did not wash har
hands and change her gloves after cleansing the

Interviow, on 09/27/10 at 8:40 AM, with LPN #1
reveated shé should have washed her hands and
changed her gloves after cleaning the wound.

finger to apply the ointment to the wound. LPN #1
stated sha had contaminated the glove by
touching everything she had opened prior 10
pulting the glovas on her hands.

Raview of the facility's 'po|icy "Clean Dressing
Change PRO 86103" revealed after cleaning the

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (6}
PREFIX (EACH DEFICIENDY: MUST BE PRECEDED BY FULL PREFIX {EACH OORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO2S-REFEAENGED TO THE APPROPRIATE . DATE
: DGFICIENCY)
F 441 | Continued From page 36 . F a41
tubing was noted to be in direct contact with the This Plan of Corréction is the center's credible
floor, ‘ . alfegation of compiiance.
Ohaservation on 09/27/10 at 6:456 PM revealed Preparation andfor exécution of this plan of correction
Resident #1B sitting up in a wheel chalr in front of doss nol constinuss admission or agresmeli by ifé
' ' provider of the truth of the facts alleged or conclugions
Fhe nurse 5 statlon, cathter tubing was noted to be set forth i the statement of deficiencies, The plan of
in contact with the floor. correction is propared andlor exveided solely bocaneys
_ . it is required by the provisions of federal and sfate law,
Interview with Licensed Practical Nurse (LPN) #6 —
on 09/27/10 at 6:48 PM revealed Resident #18's validation that the medical record
cathter tubing should not be In contact with the wasg complete, accurately
floor due to bacteria being able to transter to the documented, readily accessible and
tubing. organized. Review will be
3, ' Observation of a dressing change, on completed Orj 11/12/10. 11713110

The facility has posted a second full
time Medical Record clerk position |
house. All medical records will be
reviewed by the Medical Record
Department after admission, on day
14, day 30 and after diecharge for
correct medical records and proper
identification. The review will
validate that all records dre specific
to the resident and validate that the
medical record is complete,
accurately documented, readily
accessible and organized.

-

The Medical record clerk and all
licensed nurses have been educated
by the DNS and/or SDC on 10-18,

19, and 20" on proper identification
of each piece of the medical record
and to ensure the correct medical

record goes into the correct medical
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| Room 212-bathroom cantalned an unbagged bed

| nterview on 09/28/10 at 9:30 AM with the Nurse
" Manager on the 20D Hall revealed bad pane were

wound the gloves wers to be removed, hand
hyglene preformed and open drassing packages.
Than put on gloves, apply the medication and
dressing as ordered. Remove gloves and discard
with all solled supplies in plastic bag.

4, Observation on initial tour on 09/26/10 at 9:30
AM revealed the batihrodm in Room 201
contained ons unbagged bad pan on top of the
toilet and another unbagged bed pan which was
not labsled with a resident's name positioned .
belwaan the hand rail and the wall. There was

aiso a soiled pull up which was in an uniined trash
can, :

Room 208-pathroom contained an unbagged bed
pan which was not labeled with a resident's nama

on top of the toilet. There was also a soiled adult -
brief in an uniined trash gan.

Room 204-bathroom contalned an unbagged bed

pan on top of the toilet and an unbagged bed pan
positioned between the hand rail and the wall.

pan positioned batween the hand rall and tha
wall,

to ba labeled with the resident's name, bagged.
and stored in the resident's room in-a. drawer.
She further stated, staff were to replace trash can
linere, and were not to leave soiled pull ups and
adult brlefs in the bathroom trash cans.

Interview with the Director of Nursing (DON) on
09/20/10 at 10:15 AM, rgvealed the Certitled
Nursing Asslstante (CNAs) were to oloan the bed
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This Plan of Corraction is the center's credible
allegation of compfiance,

Prepardtion undfor execulion of this plan of correction
does not constitute admission or agreement by the
provider of the trith of the faals allaged or conclualons
set forth in the statement of degficlencies. The plan of
correciion Is prepared and/or executed solely because
it is reguired by the provisions of federal and siasa low

records are to be specific to the
resident, complete, accurately
documented, readily accessible and'
organized. Nolicensed nurses will
be allowad to work until they have
received this education. 11/13/10
The medical record clerks will bring|
copies of their audits, which include
that all records are specific to the
resident and that the medical recorg
i3 complete, accurately documenteq,
readily acceseible and organized,
from admission, 14 day, 30 day, and
discharge to the Performance
Improvemeant Committee (PIC) whidgh
includes the Executive Dirgctor (ED),
Executive Director Assistant (EDA),
Director of Nursing Services (DNS)
Assistant Director of Nursing
(ADNS), Registered Dietician (RD},
Activities Director (AD), Social
Service Director (88). Case
Manager (CM), Maintenance
Director, Medical Director (MD),
MDS Nurses, and the Dietary
Manager avery month for the next
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The facility must provide a safe, functional,
sanitary, and comfortable environment for
resldants, ¢taff and the public.

This REQUIREMENT 15 not met as evidenced

1 by: '

Based on observation and interview it was
determined the facility fajled to provide a safs,
functional, sanitary, and comfortable environment
for residents and staff.

The findings include:

Observation an initial tour on 09/26/10 at 946
AM, revealed the dinlng room on the 100 hall had
a cabinet with the trash can built in, which was
solled with dirt, with loose trash insida the cabinat
| and around the trash can. The plher side of the
cabinet had a brown dried spill inside the cabinet.
Intarview at that imé with Housekesper §1,
revagled he cleaned.the cabinset one (1) or two (2) |
times a weak and it needed cleaning at that tims.

| Obaervation of the 100 Hall General Bathroom on
initial tour on 08/26/10 at 9:30 AM, revealed thare
was an untacked cabinet which vontainad used
\giletries including shave .gel, perineal cleanser, a
bottle of roll on anti-perspirant deodorant and
used combg and brushes. In addition, there was a
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
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F 441} Continuad From page 38 F 441
pans after use, place them in a trash bag, and This Plan of Correction is tha cantar's credible
store them in the bottom drawer of the bedside aflegation of comphance.
table. Furthar interview revealed the CNAs were » .r" o vlon of this plan of correstion
* repdralion ahalor execulion qf (aks plan of cerrechio
not to leave salled adlﬂt briefs In the bathroom does not constitute admizsion or agreemene by the
: t{ash cans, ' : provider of the truth of the facis alleged or conchuions
F 466 | 483.70(h) - ‘ F AB6|  serforth in the sratamsnt of daficienciss. The plan of
85=E | SAFEFUNCTIONAL/SANITARY/COMFORTABL. aoriotion is prepared andfor sxscuied solely beoavsa
E ENVIRON

it is reguired by the provisions of federal and state law.

Inciude whether the correct medical
records information iz in the correct
medical record and if all pieces of
the medical record have correct -
resident identification. The PIC will
review the findings of the audits and
will determine if further action is -
needed,
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spray bottle of Liminate Mal-Odor Eliminator on
the window sill. There was a foul edor in the
bathroom as well as dirty -biack grout along the
floor next to the wall. ' .

Observation of the 200 Hall Gieneral Bathroom on
initial tour 09/26/10 at 10:00 AM, reveated &
oabinet with one door misging. Tha daor was
noted to be on top of the cabinet, The cablnet
contained a bottle of open Listerine Mouthwash, a
bottle of used roll on anti-perspirant deodorant,
sight (B) dispacable razgre, a bettle of nall polish
remover, and used brushes and combs. Also, a
foul odor was noted in the bathraom.

Observetion of the 200 Hall Soiled Utllity Room
on 09/26/10 at B:56 AM, reveslad tha room was
unfocked and unattended. There was a wet mop
head which had been placed on top of a cabinet;
and the mop sink and hopper were solied with a
bulid up of black dirt. The floor was also soiled
with driad din.

Observalloh of the 300 Hall Genera!l Bathroom on
09/26/10 at 10:10 AM, revealed a foul odor was
noted. :

Interview on 09/27/10 a1 6:15 PM and on 09/29/10
at 8:45 AM with the Nurse Manager on the 100
Hall, revesled there should be no tolletries in the
general bathroom, and the toiletries, brushes, and
combs were hot to be shared between residents.
Continuad tnterview revealed the Germicidal
Cleanser was not to be left out in the bathroom.
The Nurse Manager stated she did rounds three
times a day which included looking at
-environmaental concerns; however, she had not
noted the items being left out In the bathraom.
She further stated she had not notlead the
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general bathroom having a foul smeli or diny
black grout on the tile floor.

Interview on 05/29/10 at 9:30 PM with the Nurse
Manager for the 200 Hall, revealed the tolistries
or razprs should nat be kept in the general
bathroom dus to resident satety, Continued
Interview, revealed thers were tubs for the
individual resldent suppliss, and the tubs were to
be taken 1o the hathroom during the resident’'s

| beth and taken back to the resident's room to be
stored aftor the bath. She stated she was aware
there was a probtem periodically with toiletries
and items being left in the general bathreom,
however she was unaware of a foul smell in the
bathroom.

Interview with the Director of Nursing on 09/28/10
at 10:15 AM, ravealed It was an engoing issue 1o
‘ansuro otaff labeled and gtored toilstries. He
stated the fubs of toiletries were to be stored In
the resident's dresser drawetr.

Interview on 09/29/10 at 10:30 AM with the
Housekeeping/Laundry Supervigor, revealad he
did rounds every morning and tried to check the
shower rooma. He further stated the shower
roums were cleaned dally from 12,00 PM until
12:30 PM. Further interview, revealed he knew it
was an issue with the foul gmells In the shower
rooms and the dirty grout on the tile floors. He
futther stated the Solled Utility Rooms should be
locked at all times and he had dentified &
problem with the seiled utlity raoms having dirty
‘hoppars and mop sinks. Continued Interview
revaaled he was new to the facility and had only
been there a month, He stated he had not had
iime to re-oducate and in-eervioo the otaff.

F 514 | 483.75())(1) RES '

F 485

F 514
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' 85=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB |
LE = .

The fatility must maintain clinical recards on each |
resldent In accardance with accepted professional
stlandards and practices that are complete;
accurately documented; readily acoessible; and
systematically organized.

The clinical record must contain sutficient
information ta identify the resident; a record of the
resident's asssssments, the plan of care and
services provided, the résults of any
preadmission screening conducted by the Stats,
and progress notes.

Thiz AEQUIREMENT s not met as evidenced
by:

Bised on obaarvation, Interview, and record
review it was determined the facility failed to
maintain accurate and complete clinical records
for two (2) of thify-iwo (32) sampled residents
(Resident #26 and #32).

The finding nclude:

1. Asview of the clinical record 10r Rasident #28
revealed an "Individual Resident Meal intake
Ascord" which belonged to another resident.
Both rasldents had the same first name. The

facility was unable to find Resident Assessment
Protocals for Resident #28.

,Interwew. on 09/29/10 at 2:07 PM, with the
Medical Records Clerk revealed she was unable
to locate the RAPS for Resldent #28 which had |
been requested by the surveyar.
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2. Reviaw of the clinlcai record for Resident #32
revealed the record comained the dividera for the
Medication Administration Record and Treatment
Administration Record for an unsampled
‘Resident. These dividers displayed personal
information and pictures of the unsampled
rasident. Additionally, the record contained a
"Nurse's Note" detalling the death of a resident
other than Residant #32. The "Nurse's Note" had
no resident identifying information.

interview, on 09/29/10 at 1:25 PM, with the
Madloal Records Clerk revealed she was
responsible for the residents’ records. The elerk
explained her assistant had been on medical
leave since Januery 2010 and other staff had
been assisting in maintaining the records. She
stated some of the staff who assisted her were
not ae attentive &s they should be. The derk
explainad there would have been ona additionalt
review of the clinical record before it was shipped
to the facility's long term storage area. The Clerk
stated, she would have found the misfiled
documentation at that time. In additional”
intarview, on 08/29/10 &t 2:07 PM, the Racords

.| Clerk stated the facllity had policies and
procedures to conduct routine audits of the
¢linlcal record to ensure completeness.

Review of the facility's policies revealed thay had
palicies to address audits of the medical record
on edmission, quarterly, at discharge, and at 14
and 30 days efter admlasion. Per the policies the
fagility conductad audits to identify trends and
problem area to be addressed by the quality
assurance committee in order 10 develop and
Implement plans of correction o addrass
identified prablems.

PB4
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N i forth In the statemunt of deficiencias. Tha plan of
Codse of the Federal Régulations, Part 3.70- ;‘f orrection It prepared and/or executed solely because

The highest scope arid severity deflcie }i - Ir ls required by the provisions of federal and state law.

ldentified was an "F". .
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018| K 018 NFPA 101 LIFE SAFETY 11/12/2010
. 88=D CODE STANDARD

Doors protecting cotridor openings In other than

requlred encloaures of vertical openings, exlts, or Fountain Circle Health and

hazardous areae ars substantial doorg, such as

those constructed of 1% inch solld-bonded core Rehabilitation will continue to ensure

wood, or capable of reslsting fire for al least 20 IhaF no impsdiments to the closmg of
minutes. Doors in sprinklerad bulldings are only resident room doors or cross corridor
roquired to resist the passage of emoke. Thereis| - smoke doors.

no impediment to the closing of the doors. Doors

are provided with a means suitable for keaplng 1) The bed in room 202 was moved

the door closed. Dutch doors mesting 19.3.6.3.6

c during the center tour and the
are permitted.  19.9.6.3

Med Cart was also moved away
Rolier latches are prohiblted by CMS regulations from the cross corridor smoke
In alf health care tacilities. doors

:,M MR iy

2} All residents had potential to be
affected by this deficiency.

adl o 3) Al staff will be inserviced on
I : the importance of proper bed
placement and a letter will be
sent to all families telling them
of the importance of not moving

This STANDARD le not met as evidenced by: beda that could block the door
Based on observation and interview it was from cloging properly. Signs
determined the faciity fallod to ensure there were will be placed behind all sraoke

no impedimsnis to the closing of resident room doors to direct staff not to block
doore or oross corridor smoke doors, accarding

i ' se door.
to NFPA standards. the. r
LABORATQRY DIRECTOR'S OR PROVIDBR/SUPFPLIER RRPRESENTATIVES SIGNATURE e

AL 3oz, @IV IS IR DV b //,//]!O

Any deflolenoy statornont anding with ain astorisk () donotes a deficiency which the Institution may be excused from corracting provlding tls dft'érmlnﬁd_that
other sateguards provide sufilelent protestion to the patients. (See Instructions.) Except far numsing homee, the findings stated above ars dleclogsble 80 dayo
taltowing the dats of survey whather or not a plan of corraction 18 grovided, For nuraing homes, the above tindinga and plans of correstion are dlgclosable 14

days followlng the date fhese documents are made avallsble 1o tho faoliity. If doficlencies oro.cited, an approvad plan of correction i requigite to continued
program paricipation. . :

FORM CME-2687(02-98) Provious Varsiong Obeolate Event 10: ADOG21 . Pacinty ID; 100074
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{BTATEMENT OF DEFCIENGIES X1y PRU [ (RITMULTIFLE CUNSTRUCTION XAy DATE SURVEY
AND PLAN OF GORARECTION IDENTIFIGATION NUMBER - COMPLETED
A, BUILDING o1 .
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186146 09/28/2010
NAME OF PROVIDER OR SUPPLIERA STAEET ADDRESS, CITY, STATE, ZIP CODE
: 200 GLENWAY ROAD -
ND REHABI -
FQUNTAIN CIRCLE HEALTH A ABILITATION WINCHESTER, KV 40384
Lo SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION pis) '
PREFIX (EACH DEFICIENCY MUST 88 PRECGEDED BY £ULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION:
TAGQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBE-AEFERENCED JQ THE APPROPRIATE DATE
DEFIGIENCY)
K 018 | Continued From page 1 Koia This Plon af Correctlon is the centar’s cracdible
| allegation of compliance.
The findings ingiuds: Preparaiton andior execution of this plan of aorreciion
, doas not constitute admission or agreement by the
Observation on.09/28/10 at 2:18 AM, revealed providar of the truth of the faots allsged or conclustons
' sel forth in the statement of deficienaies, The pl
th@t a b.ed in realdent room #2082 was positioned corréction is prepared andj;a;fﬁ e):ec'ura?.mlelyﬁ:;l:zife
50 that it prevented the closing of the door. it ig reguired by the provisions of foderal and stase v,
Further observation revealad that on the 400
Short Hall there was & medicine cart blocking the 11/12/2010
orées oortidar smoke doors. Tho dbservaljons 4) The Maintenance Director
& confirmed with the Maintenal - during daily rounds will ensure
Interview on 09/26/10 at 8:18 AM, with the that the tapo 18 present and that
maintenance Dlrector revealed that ne was tho signs are keeping ftems back
unaware of the bed preventing the resident rooma from the smoke doors. This will
door from shutting or that tha madleina cart was be raported to Bxecutive
placed In front of the cross corridor smoke doors, Director on a rounds sheet. The
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 Executive Director will do
88=D weekly rounds to validate the
Atire alarm system required for lifo safety is dail ;
installed, tested, and malintained in accordance De;;gc:g: ::ifl ljhe Etxgcut.wc d
with NFPA 70 National Electrical Code and NFPA bresent the rounds
72, The system has an approved maintenance to the IDT at Performance
end {esting program complying with applicable Improvement for three months, |,
raquireamentis of NFPA70 and 72.  9.8.1.4 .
K. 052 NFPA 101 LIFE SAFETY
CODE STANDARD
11/12/2010
Fountain Circle Health and
Rehabilitation will continue to ensure
smoke detectors were maintained
according to NFPA 3tandards.
This STANDARD is not met as avidanced by:
Based on Interview and record review It was
determined the facility failed to ensure smoke

FOAM CMS-RE67(02-00) Provious Verslene Obsalots

Event ID: ROOER

Facllity 1D: 100074
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
GENTERS FOR MEDICARE & MERICAID SERVICES - OMB NO, 0938-0301
" BYATEMENT OF DEFICIENCIES | [X1) PROVIDERVGURPLIERICUIA ™ V{}E MUCTIPLE CONBTRUGTION XA ATE 8 e
AND PLAN OF OORRTCQOTION IDENTIFICATION NUMBER: N COMPLETED
A BUILDING o1 A _
B WiNG :
186146 09/28/2010
MNAME OF PROVIDER OR 8UPPLIER ' ' BTAEET ADDRESS, CITY, STATE, ZIP CODE
] - 200 GLENWAY ADAD
IRCLE HEALY ILITATION X
FOUNTAIN CIRCLE HEALTH AND HEH{AB A WINCHESTER, KY 40291
" (4 ID . SUMMARY BTATEMENT OF DEFICIENCIES 1D PROVIDEA'S PLAN OF CORRECTION )
- PREFIX | [EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OA LIC IDENTIFYING INFORMATION) TAG 'GROBB-REFERENCED TO THE APPROPRIATE DAYR
DEFICIENGY)
K 052 | Continued From page 2 _ K OBZ| -this Ptan of Correction is the centar's credible
: defactors were maintained according to NFPA allegation of compliance.
standards. Preparaiton and/or execution of ihls planygf corraction
o does not constitule admission or agreement by the
The findings Includs; - provider of the truth of tha facis olleged or conclusions
) et forih in tho siaroment of deficlercies. The pian of
Record review on 09/28/10 at 11:18 AM, correctlon is prepared and/or executed solely becauss
revealed the facllity could only produce a partial itls required by iha provisions of fedaral and sjate .
lizt of smoke detectors that had sensitivity testing, ,
. . 0
1) The facilit 111121203
Intgrview on 09/28110 at 11:18 AM, with the ) artial l'sty ha(ll Orcllly had a )
Maintenance Director, revealsd that the company : p 151 SInoxe detectors
that provided the testing of the smoke detectors that had sensitivity testing.
had only completed halt of the sensitivity testing The vendor was contacted to

for the smoke deteotors. Further interview complete a complete
ravealed the faciity had falled to follow up with 5 ens?tivit test P

the company to have sensitivity testing periormed Y '

on the other half of the smoke detectora

2) Al residents had potential to
be affected by this deficiency

Reference: NFPA 26 (1999 edition)
7-3.2.1* Detector sensitlvity shall be checked

within 1 year after 3) The vendor will coraplete the
instaliation and every alternate year theresfter. test on November 1st.
After the second
Iﬁgtuilr'leed callbration test, If sensitivity tests indicate 4) The Maintence Director will
detector has remained within its listed and place a copy 01'-0 the teatin the
marked sensitivity ) center Preventive
range (or 4 percen! abscuration light gray smoke, Maintenance binder, The
ifnot Executive Directos wi
marked), the length of time betwean callbration , o tve Directos will
toste ehall be '+ presenta copy of the

’ permitted to be extended to a maxlmum of 5 completed test to the IDT
yoars, |f the frequency _ Performance Improvement
I:I ;}:‘:inded records of detector-caused nuisance committee in November.

and subsaquent trends of these glarme shalt be
malntained, In. _
zones or in areas where nulsance aldrms show

FORM CMS-2667{02.80) Pravioua Varsions Dbscleta Bvont ID: RDOZRY F-‘acill_ty 1D: 130074 - If continuation sheat Page 30t T
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A. BUILDING o1
B WIiNQ
185146 09/28/2010

NAME OF PROVIDER OR BUPPLIEA

FOUNTAIN CIACLE HEALTH AND REHABHLITATION

STAKET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY,ROAD

WINCHESTER, KY 40341

any Increasze over

tha previous year, calibration tests shall be
performad.

To ensure that each smoke detector 1s within'its
ligted and

marked sensitivity range. it shall be tested using
any of the following -

mathods;

(1) Callbratad teat method

{2) Manufacturer ' 8 cahbratad sansitivily tast
Instrument

(3) Listed control equipment arranged for the
purpose

{4) Bmoke deteotor/oantrol unit arrangsment
wheraby the

detactor causes a signal at the control unlt where
itg sensitivity

la outaide lts listed sensitivity range

{8y Other callbrated sensitivity test methods
approved by the

authority having jurisdiction

Detectors found to have a sengitivity outside the
listad and

marked sensitivity range ghall be cleaned and
recalibrated or

be replacad.

Exception No. 1: Detectora listed as field
adjustable shall be parmitted
to he either adjusted within the listed and marked _
sensitivity range and

cleaned and recalibrated, or they ghall be
replaced.

Exception No, 2: This requirement shaﬂ not apply
to single station detectors

referenced in 7-3.3 and Table 7-2.2.
The'detector sensitivity ahall not be tested or

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION - )
PRERIX (EACH DERICIBNGY MUST B PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B8 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFEAENGED TO THE APPROPRIATE DATE
' DEFICIENCY)
K 052 | Continued From page 3 K 062

measurad _
using any device that administers an unmeasured
concentration -
FORM GM8-2567{02-08) Pravious Varalons Obaalaia Bvent IDIRDOBAT Faolity 1D; 100074
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BLIMMARY STATEMENT OF DEFICIGNCIES

| Laundry Room were dify with a buildup of lint.

This STANDARD s not met ag evidenced by:
Baged on observation and Interview it was
determined the 1acility failed to ensure sprinkler
heads were malntained, accarding to NFPA
standards.

The findings Include:

Observation on 09/28/10 at 8:18 AM, revealed In
the Therapy Department there were (2) sprinkier
heads dirly with a buitdup. of lint, and (1) sprinklar
head had paint and drywall mud on it. Further
observation revealed (4) eprinkler hcads In the

The observatlon was confirmed with the
Maintenance Director.

Interview on 09/28/10 at 8:15 AM, with the
Maintenance Diractor revealed that the sprinklar
heads are cleaned once a week uging a can of
compressed air,

Refarence: NFPA 25 (1998 edition)

2-2.1.1* Sprinklars shall be inapacted from the
fioor leve|

annuelly, Sprinklera shell be fres of corrosion,
foreign matariats, '

paint, and physical damage and shall be installed

LA D D PROVIDER'S PLAN OF GORREQTION 5)
PREFIX {EACH DEFIGIENCY MUST BE PRECREDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG GROSS-REFEARNCED TQ THE AFFROPRIATE L
_ : DEFICIENGY) '
K 082 | Continuad From page 4 . K Qg2| Thit Plan of Correciion is the center's eredible
' aflegation of compliance,
. of smoke or other aerosol Into the detector.
K082 | NFPA 101 LIFE SAFETY CODE STANDARD K OB2| Preparation andfor exscurion of thix plon af eporraction
58 E' doas not consiirula admission or agrecmant by the
= i : : | provider of the truth of the facts alleged or conchesions
Heq!'"red automatic Sp“n.kler .sysmms are. sel forth in the statemens of deficigncies. The plan of
continuously malntained in reliable operating correcfion is prepared andfor exsoutad solely becouse
condltion and are inspected and tested it is required by the provisions of federal and stata low,
perlodically. 19.7.8, 4.6.12, NFPA 13, NFPA 25,
0.7.5 . K 062 NFPA 101 LIFE SAFETY | 11190010

CODE STANDARD

Fountain Circle Health and
Rehabilitation will continue ensure
that sprinkler heads are free of paint
or lint build up.

1) The (2) sprinkler heads in the
thrapy department with lint
buildup and (4) sprinkler
heads with lint build up in the
laundry were cleaned during
the center tour. (1) sprinkler
head with paint was replaced.

2) All residents had potential -
to be affected by this
deficiency.

The Maintenance Director
will ingpect sprinklers
from floor level weekly
and will record on rounds
form. The Executive

3)

FORM CME-9667(058-69) Provious Veralons Obsolete

Event I ADOS2T

Faollity 10: 100074

If continuation ahest Page 50f7



2010-11-01 10:56

Winchester Centre

DEPARTMENT OF HEALTH AND HUMAN SERVICES

B59-744-0285 >>

P 7/8

" PRINTED: 101132010

—

1861486

MNAME OF PROVIDER OR SUPPLIER

: 'FOAM APPROVED .
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, Qa;i&QSQ o
[ AN O DR R N CIE S (X P ROV E RSP PLER I (X2 MULTIR L CONS TRUGTION ™ ———————[{X3] DATR-SUR
AND PLAN OF GOAREQOTION IDENTIFISATION NUMBER: COMPLETED
A BULOING' o4
B. WING

© 09/20/2010

STREET ADDRESS, CITY, STATE, ZIP COOE

‘Means of egress are continuously malintalned free
of all obstructions or impadiments to full Inetant
use in the Gase of fira or other emergency. No
furnishings, decorations, or other objects obstruct
axits, access 10, 8gress from, or vislbility of exits.
7.1.10

This STANDARD Is not mat as evidenced by:
Based on ghservation and Interviaw it was
determined the facility failed to ensure that
corrldors were matntained trae from opstructions
to full inetant use In the casc of fire ar ather
emergency, according to NFFA standards.

The findings include:

recorded and the
Executive Director will

present to the IDT

Performance
Improvement committee
monthly for throe months.

FOUNTAIN CIRCLE HEALTH AND REHABILITATION 200 GLENWAV ROAD
WINCHESTER, KY 40391 .
%4 ID * SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION {#5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFI’ {(EACH CORRECTIVEE AGTION SHOULD BE COMPLETION
™G REGULATORY OR LA&C IDENTIEYING INFORMATION) TAG CRO98-REFSAGNCRD TO THE APPROPRIATE bare
DEF!CIENGY)
K 062 | Continued From page 5 K 062 | Thic Plan of Corraction f,c the camtar's aradibla
n the i alfegation of compliance.
propet orlentation (e.g., upright, pendant, or Preparation and/er executlon of this plan of correction
sidewall). Any dess nof constitute adwmission or agreement by the
sprinkler shall he replacad that g palnted, provider of the trueh of the Jaces aileged or conclusions
corroded, dam aged, sei Jorth in the statement Z{f deficiancies. The plan of
correction Is prepared and/or execured solely baeayse
E:gg&l (;)r: Il{}oth? lng‘)?:}rr?:é; r(’)srlienr:taa.tlllgg in it ia reguired by the provisions of federal emd state law,
conosaled spaces such as ; ; 11/12/2010
above suspended ceilings shall not require Director will do 1ponﬂ11y
inspection, rounds of the spriniders,
Excaption No. 2: Sprinklers Installed in areas that The Maintenance Director
are inaccessible will present the rounds
for safely conslderations due 10 process sheet to the Executive
operations shall ba lnepocted Di :
during each schedulad shutdown, _ irector weekly.
K.072 | NFPA 101 LIFE SAFETY CODE STANDARD - KoQ72
88=F 4) The rounds will be

FORM CMS-2687{02-99) Prexdour Vartions Dbaalatn
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{%4) 1D . SUMMARY STATEMENT OF OERICIENCIES T : "PROVIDER'S PLAN OF QORRECTION (w8
PREFIX . (EAGH DEFICIENCY MUST 8E PREGEDED BY FULL PREFIX : (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG ACQULATORY OR L2C IDENTIFYING INFORMATION) TAS ORQBE-REFERENGED TO THE APPROERIATE © DATE
. + DEFICIENCY)

K 072 'Cunﬂnued From page 8

Observation on 09/28/10 at 1:30 PM, revealed |
that in the South 100 Hall thers ware two (2)
medication carts and (1) pationt lift unattended
and not in'use, Further observation revealed
other medication carte and patient lifte found not
In usé and unattended jn all hallways of the .
faclity. The medication carts and lifts were alao
found 10 he blocKing the handralls, causing them
to be not bo acceseibls for rosident use. The
cbservation was confirmed with the Maintenancs
Director and the Adminlistrator.

intarview on 09/28/10 at 1:30 PM, with the
Administrator, revealed the medication caris and
patient lifts were routinely stored in the hallways
due to tack of storagse space.

K072 Thiz Plan of Correstion it the canter's evadible
allegarion of compliancs,

Prepavation andfor exccution of this plan of correction
does not constitute admission or agreement by the
provider of the outh of e facts alleged or conclusions
sel forth in the statement of defictencles. The plan of
correction is prepaved andlor executed solely becouse
it is required by the provisions qf federal and seare e,

K 072 NEPA 101 LIFE SAFETY CODR -
STANDARD 1111272010

Fountamn Cirele Health and Rehabilitation
will continue ensure that means of egress are
maintained free of all obstruction or
impediments to full instant use in the case of
fire or other emergency.

1} The center has been in serviced
staff about the need to keep
equipment, linen carts, etc. off the
halls when not nuse. Areas have
been designated for storage.

2} Allresidents had the potentjal to be
affected by this deficiency

3) The Maintenanoce Director and the
Executive Director will do daily
rounds to ensure items are removed
after use, These rounds will be
recorded and reviewed weekly 10
ensure compliance.

* . 4) The Executive Director will report
the findings to the IDT
Performance Committee monthly
for three montha.
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