PRINTED: 01/08/2015
FORMAPPROVED

NT OF HEALTH AND HUMAN SERVICES
OMB NO. §838-0391

OR MEDICARE & MEDICAID SERVICES
DEFICIENCIES (K1) PROVIDER/SUPRLIER/CUIA (A2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
CRRECTION IBENTIFICATION NUMBER: = i COMPLETED

A BLALDING
R-C
185146 B.WING 12/31/2014
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
200 GLENWAY ROAD

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40391
(X4) 1 SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION _ 5}
SREFIX | (EACH DERICIENCY MUST BE PRECEDED BY FULL BREFIX [EACH CORRECTIVE ACTION SHOULD BE © COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
{F 000} " INITIAL COMMENTS {F 000y
© An On-Site Revisit was initiated on 12/23/14 and
concluded on 12/31/14. Based on the facility's
acceptable Plan of Correction it was determined
the facility had corrected the deficient praciice as
aifeged on 12/01/14.
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. An Abbreviated/Partial Extended Survey
iavestigating KY00022333 and KY00022378 was
: conclizded on 1106/14. KYO0022378 was :
" unsubstantiated without identified deficiencies.
PKYG0022333 was substantiated with related

. deficlencies cited. lmmediate Jeopardy {iJ) was .
sidentified on 10/22/14 and was determined to :
s exist on 10/03/14 with deficlencies cited at 42 ?
CFR 483.20 Resident Assessmeant, F282: 42

[ CFR 483.25 Quality of Gare, F-323; and 42 CFR

. 483.75 Administration, F-490 all at a Scope and

" Soverily (S/5) of a *J". Substandard Cuatity of

| Care (SOC} was Identified at 42 CFR 482 .25,

F-323. The tacility was notified of the Immediate

Jeocpardy on 10/22/14.

Interview and record review revealed the faciiity
 failed to have an effective system in place to

. maintain a safe environmant and provide
“supervision and moenitoring for Residenf #1. On
; 1010314 during a scheduled activity outside the
tacilily, Resident #1, who had diaghoses of Right .
i Hemiplagia {paralysis) and Right Above the Knee
Amputation, was assisted from his/her personal
wheslchair with a self-releasing seat belt, info 2
 manual wheelchalr with no self-releasing seat
“beit. Resident #1 was assisted by staff onto the ;
Hacility van and hissher wheelchair was secured to :
, locks on the van floor; however, staff failed o '
“ensure the resident was safely and seeuraly

j festrained in a seat belt prior to the van moving. 7
" During transpod in the faciity's van unsecured, at !
i approximately 2:15 P, the van suddenly ;
. stopped for a red light and Resident #1 "flaw” out
L of his/her wheelchair onta the center aisle of the :
; van, landing on his/her right side. Registered . :

H

“ Nurse (RN) #1, who was present in the van,

THLE {863 BATE
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oltdr safeguards provide sufficient profection o the patients, (Ses instrictions.) Except for nursing homas, fhe Tndings slated abeove are disclosabie 90 days
toliowing the date of survey whether or not a pan of correction s provided. Far nursing homes, the above findings and plana of correction are disclosable 14
days folowing the dafo these documeants are made avallable 1o e facility. I defictencias are clted, an approved plan of correction is requisits to continued

program participation,
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F 600 Continued Frem page 1

" assessad Resident #1 and the resident was then

+ ransported {o the hospital Emergency Room )
 {(ER;. Resident #1 was diagnased at the ER with
. @ "large” Hematoma fo the right forehead area
" measuring approximately 4.5 centimeters (cm) hy i
' 2.6cm. The ER Physician documented he was :
i "unable to complete” a full eye examination “due )
J . 10 the amount of swelling” in Resident #1's right
g -eye. The resident retumed to the facility at 4:52
M oon 10/0314.

1 An acceptable credibie Aflegation of Compliance
 {AQC) related io the Immediate deopardy was
“received on 10/29/14, alleging removal of the
Hmmediate Jeopardy on 10/25/14. On 1170644,
the Stale Survey Agency verifiad the immediate

i Jeopardy was removed on T0/28/14 as alleged |
. with remaining non-compiiance at 42 CFR 483.20
| Resident Assessment, F-282: 42 CFR 483.25 '
] “Quality of Care, F-323: and 42 CFR 483,75

¢ Administration, F-190 all at a Scope and Severity !
1 (5/5) of a "D, white the facility develops and ;
, implerents the Plan of Correction (POCY and the ;
faciiity'’s Quafity Assurance monitors the ,
" effectiveress of the systemin changes.

F 2821 483 20(%(2)ii) SERVICES BY QUALIFIED

5&=11 PERSONSIPER CARE PLAN

The sarvices providad or arranged by the Facility
“rust be provided by qualified persons in

- accordance with each residents written pizn of
[ care,

{This REQUIREMENT is not met as evidencad

Pby:
: Based on interview, record raview, and review of |

, the facility's policy, it was determined the facility

F 000

F282 ; i
12l
L On 10-22-2014 the DON and
ADON reviewed resident #1's,
care plan © cnswe all of
resident #1°s current care needs
were care planned and being
followed. On 10/23/14 the care
plan for Resident #1 was
updated to reflect the manual
wheelchair that includes the
self-releasing seaf beit that is to

F 282,

i
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F 282 Continued From page 2 F 282, a facility outing,

FHfalled to have an effective system in place o

{ ensure residents’ Gomprehensive Gare Plans

s were implemented 1o ensure safety of residents
. through provision of necessary assistive devices
“for ona (1) of three {3} sampled residents
F{Resident #1).

¢ During an activity cuting cn 10/03/14, Resident #1!
_was lransferred from histher own moforized

" wheelchair with a self-refeasing seat belt, which
Fhedshe was care planned o have related to Boor

{ upper body balancs, itto a manual wheelchalr
; with no self-releasing seat belt. Rasident #1 was
. assisted onto the facility van and histher mangal
"whaeelchalr was locked into place on the van floor: ;

e e

f “hawever, staff falled to ensure Rasident #1 had 3 .
¢ seal belt in place prior to mevement of fhe van,

! Al approximately 2:15 PM during the
 Iransportation to the activity cuting, the van

“suddenly stopped at & rad light, and Resident #1
Cflew” out of the manyal wheelchalr, in which
ihefshe had been unrestrained, onto the center

- aisle of the van fanding on hisfrer riaht side.

. Registerad Nurse (RN #1 who was in the van,

' immediately assessed Resident # 1 . and he/she

- was fransported to the hospital Emergency Room ¢
1 (ER), where the esident was diagnozsad with a

; farge Heinatoma to the right forehead arga which |
" measured approximately 4.5 cenfimeters {emiby .
“2.8cm. The resident retumed o the facifity at |
4:52 PM on 10/03/14. {Refer to F-323)

. The facility's fallure to have an effective system in !
! " place to ansure residents’ Comprehensive Gare

" Plans were implemented regarcing provision of |
| assistive devices to ensure the safely of residents |
: was likely to cause serious injury, harm, :
. impairment or death. The Immediate Jeopardy

. was identified on 10/22/14 and was determined o

L...

2. On 10-22-2G14 the DON, |
ADON, MDS  Nurses, and |
Nursing  Supervisors reviewed |
100% of al! care plans for those :
residents in the  facility o
ensure afll curent care needs :
were care planned and being
followed. :

; 3. All new orders are reviewed !
E daily Monday theu Friday in the - f
? clinical white board mestings :

by the DON, ADON, Unit:

Managers and  Restorative:

Nurse to ensure all new resident
needs get care planned. An in-’
service was started on 10/2%/ 4
and completed by 10/24/14 by’
the SDC, Administrater, DON,’

Nursing  Superviosr, MDS,; {
Quality of Life Director, !
Human  Resource  Director,
Environmental Services
Director,  Social Sez'vicesff

Director, Admissions Director,
Medical Records, Chaplain, and
ADON  was given to all staff |
related to the care plan process.. i

4, On 10-22-2014 the fiécz'fitj:.'
implemented the process of the
PON, ADCN, SDC or Nursin_g

i
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| F 282, Continued From page 3 F 287 delivery for 5 different residents

. exist on 10/03/14.

" The faciiity provided an accepiable credible

f Allegation of Campliance (ACC) on 10729414

i which afleged removat of the Immediale Jeopardy ;
o 1025714, The Immediale Jeopardy was

. verified to be removed on 10/25/14, as alleged,
fwith remaining non-compliance in the area of 42
P CFR 483.20, Resident Assessment, F-282 at a
; Scope and Severity of 2 "D" while the facility
, develops and implements a Plan of Carrection
(POC), and the faciiity's Qualily Assurance

" monilors the effectiveness of the systemic
i changes to ensure compliance.

The findings include:

* Review of the facility's policy lided, "Care
i Plans-Comprohensive, revised October 2010,

.+ fevealed care plan interventions were designad
after careful ponsideration between each =
“rasident's problem areas and the causes. Per tha:
: Policy, care plan devsiopment was to include ;
« developing inferventions which were targetad and
: Mmeaningful to each residant.

 Interviow with the Director of Nursing {(JONS on
VIG/18/14 2t 2:00 PM, revealad although the .
 facility's care plans policies did not address staff :
: following care plan interventions, i was her i
“ expeciation for this to be done.

! Record review revealed the facility admitied

i Resident #1 on 01/14/12, with diagnoses which

; Included Right Above the Knee Amputation :
“{AKA), Cerebrovascuiar Accidert {CVA) with i
* Right Hemiplegia (paralysis) and Aphasia, ‘
| Review of the Quarterly Minimum Data Set :
{ {(MDS) Assessment, dated G9/02/14, revealed the

ot each unit daily Monday thiu |
Friday by a Nursing Supervisor .
and on the weekends by the ;
Weekend Supervisor uptil 18- ;
25-2614. The observations for |
care  delivery  were  then .
performed 3 times a week for
four  weeks, then pontinue ;
weekly for 4 more weeks, The !
DON, ADON, and all Nuwrsing :
Stupervisors will continne tof
monitar care delivery per the:
residents care plan during dally |

i

observations on each unit.

The monitaring feol of the care!
delivery  observations  was:
discussed in our weekly Cuality!
Assurance meeting to discuss!
any  issues, The ongoing
process will be discussed in the'
Cuality  Assurance committee
meeting  monthly for Ehreé
months, for reconunendationd
and for further follow up ad
indicated. The members of the
Quality Assurance comumitteé
include, but not limited to thé
Medica Director,
Administrator, Director  of
Nursing, Assistant Director aff
Nursing, SDC, Social Services

i
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Director,” Dieticlan, Quanty of ~

F 282 Continued From page 4
 facilily assessed Resfdent #1 to be modaraialy
" cognitively impaired. Continusd review of the
| MDS Assessment revealed the facility assessed

; Resident#1 as being dependent on two (2} staff
_assist for all transfers, Review of Resident #1%
Physician's Order dated 07124714, revealed an

“belt when up in the wheelchair related 1o histher

P AKA,

! Roview of Resident #1's Comprehansive Care
: Plan (CCP}, dated 10/31/13, revealed Resident

Cinjury refated to requiring assisiance with

_Inferventions which incladad the self-relfeasing
“seat beh, ordered on 07/24/14, to he placed on

| Resident #1 when hefshie was up in lhe

. wheotchalr for histher safety and security refated
"o poor upper body balance.

Reviaw of the Nurse's Notes revesled a "iate

i which stated Resident #1 was assisted ot of
. hisfher motorized wheelchair for an outing that

i wheelchair, The Noie revealed once on the
facility's van Resident #1's manual wheelchair
“was locked into place on the van floor, but the

i resident's "seat belt was not sufficiantly latched®,

for ared light. Further review revesied Resident

: of the hospital ER record dated 10/03/14 at 2:52

| Hemaloma to the right forehead area.

£ o8 Life

; order for the rasident to have a self-releasing seat;

! sense of security regarding the diagnosis of Right

. #1 was care planned o be at risk for a fall refated

{ransfers. Continued review of the CCP revealed |

Tentry” Note dated 10/03/14 timed 6:00 P4, which ;

- day at approximately 1:30 PM, and into a manuai

“and the resident was thrown from the wheelchair
tordo the van floor when the van suddenly stopped ;

_#1 "burmped" hisiher head, was transfaerred 1o the
i ER and had a Hematoma "dark in cofor”. Review i

PM, revealed Resident #1 was diagnosed with a |

Director, and Unijt
Managers, :

FOIM $MS-2567(02-58) Pravious Versions Obsoleta
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F 282 Continued From page 5

:#1 revesled he/she did not have a seif-releasing

s oulings. Resident #7 stated she did not fe]

" secure without having hisiher seff-releasing saat
belton. Peor imerview, Resident #1 renoriad
“hefshe went on outings "all the time” to go

: shopping; however, this was the first time
“sornething like this had happened. Resident #1
- stated hefshe did not recall staff putting a seat

Hinterview. on 10/21/14 at 1:30 PM, with Centified |
- Nursing Assistant (CNA} #1 revealed Resident #1 )
{usually had a self-releasing seat belt on when up |
in hisfher motorized wheelchair. ONA #1
i ravesled Resident #1°s CNA Care Plan noted
he/she was supposad o have a seat ball. Sha
i stated on 10/03/14, she and CNA #2 assisted
Resident #1 from his/her motorized wheelshair on |
F 10/03/14, info a manual wheelchair with no seat |
balt altached to go on a fadliity outing. Per ;
finterview, even though she was aware Resident |
#1 needad 2 self-releasing seat belt, she did not
say anything to the Activity Director or RN #1 as
she thought they knew the resident needed it,

Interviews, on 10/21/14 at 4:45 PM, with RN #1
i ravealad she was not aware Resident #1 wore a
seif-releasing seat belt, and siated she did not

¢ know the resident was not wearing one (1) in the
" manual wheolchair,

" Interview, on 10/16/14 at 3:05 PM, with the

{ Activities Director revealed on 10703414, she had
t assisted residents in wheelchairs, including

; Resident #1 onto the van and locked the

' Interview, on 10/21714 al 2:45 PM. with Resident

- seat belt when in a manual wheelchair for facifity

belt on him/her prior o the van rmoving on tha day
Lol histher fall.

£ oan
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F 282, Continued Fram page 6 F 282, ’
§

: wheelchalrs into place on the van flor. The

. Activity Director indicated she was not aware

" Resident #1 used a seff-releasing seaf balt when ,

in & wheelchair, "

] i

. Interview, on 10772714 at 3:30 PM, with Licensed

_ Practical Nurse (LPN} #1, who was ihe Unit
Manager on Resident #1's unit, revealed the

: self-releasing seat belt which Resident 1 was

: care planned for was to be worn when he/she

, Was up i a wheelchair for the resident’s sense of :

“security in the motorized whealchalr in the fagility. |

FLPN #1 stated it would not he her expectation for

: Resident #1 to have a selforeleasing seat helt '

; when up in a manuat whesichair as it was fos the

_motorized wheeichar. However, review of tha

‘care pian revesied the seil-releasing seat balt

s was noted to be in use when Resident #1 was in _

: @ wheelchair, with no specification for use only in

. the motorized wheelchair :

interview with RN #4, an MDS Nurse on o214
tat 2:50 PM, revealed Resident #1 was eare '
: Planned for a self-releasing seat belt when in

_ his/her molorized wheejchair, RN #4 stated she
~was not aware Resident #1 was ever i a manual
“ whealchalr, but If hefshe was the seat belt should
i have heen in place for hig/her security. as per the |
s care plan, 5

Interview with the Director of Nursing on 10/21414 ;
i at 2:00 PM and 10422114 at 4.05 PM, revealed

: Resldent #1 did not have a self-releasing seat

: beitin place on 10/03/14 when the incident

" ocourred. The DON revealed har expectation

t was for staff to follow residents' care plan

i Interventions. However, at ihe time of the

. incident on 10/03/14, the facility was unciear

" about what had happened on the van that day,

FORM CHB-2367/02-89) Previcus Vemions Chsclate Byent i 001G
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282 Continued From page 7
_ whether Resident #1 had a lap beit in place or
" not, and how Resident #1 ended up coming out of,
“ the wheelchair on the van. She indicated if ‘
: Resident #1 was care planned 1o have 2
. seff-releasing seat belt when un in the wheelchalr, |
_then the resident should have had one {1} in
“place as per the care plan. The DON stated ;
thowever, she thought the sell-releasing seat belt
: was only for when Resident #1 was in histher :
. motorizad wheelchair, not if he/she was in a
‘manual wheslchair, even though this was not
* specified in hisier care plan,

. The facility provided an acceptable, credible

. Allegation of Compliance (ADC) on 10/29/14, with |
“alleged removal of Immediate Jeopardy (1J), i
- effective 10/26/14. Review of the AOC revealed ;
; the facility implemented the following: .

- 1. The initizl investigation of Resident #1's fil
“was started by the Director of Nursing (DON) on

+ 1041014, The investigation included: Resident

: #1 was assessed by the Assistant Director of
_Nursing (ADON)Y on 10/16/14: staff stafements
“were oblained 10/10/14 through 10/14/44 by the

¢ Administrator, Director of Nursing {(DON), Social

i Services Director (SSD) and ADON; resident's

. slalements were oklained 10/10/14 through

. 10714714 by the Administrator, DON, ADON. or
58D, from the residents whe were on the van

s when the 10/03/14 incident involving Resident #1
; becurred; "the wheelchair placement area” on the
“van with the “failed seat belt function”, was placed
- out of service on 10/10/14 by the Maintenance |

! : Director,

2. Contacts, which started on 10/05414 by the
! Administrator,were made o several agencles to

 get all seat betts on the vary assessed for proper

i
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F 282 Continued From page 8 .
. function and safety. An officer with the Kentucky
- State Police {KSP) Vehicle Enforcement provided !
s educationitraining on 10/247/44 for eight (&} ;
. Nursing adminisiration staff, wo (2) huesing staff,
“one (1) Medical Records staff person, three 3
; Quality of Life (Activity} Staif, the Chaplain, seven |

{7} administrative staff, two (2) housekeeping )
i staff, and the Rehabilitation (Rehab) Services
. Manager, who were ail designated fransport staff,
*regarding pre-irip vehicle inspection and properly
| sectying resident passengers on the van. Return |
. demonstration was completed by these siaff at
the training that was heid on 10/24/14. Al the
| designatad transport staff were to complete 3
 demonstration to the Administrator prior to going
*on another outing to ensure understanding of
i broper safety beit funclion. Any new designated
transport staff wilt demonstrate to the
' Administrator proper safety belt application prior
; [ going on an outing with the residents.

- 3. Anew process was put in place fo ensure

_fesidenis’ safely white on the varn which included

* & safely check off sheet implementad on 10/3/14 ‘

: by the Administrator, The facility also d

. implernanted changes to the "Outings Guidelines” ;

* which includad: staff utilizing the "Pre-Trip Vehicle

s Safely Form®, which was revised 10122144, prior

. every culing fo ensure safety of residents: and a

“copy of the Certified N ursing Assistant {CMNA}

- "care guide” for each resident would be taken on
avery outing to ensure residents' care plans were |

i followed, The designated transpost staff and two |

{2} van drivers received educationftraining on the ;

" new preoess on 10/03/14, by the ADON. The

i designaled transport staff was educated on the

. updated "Pre-Trip Vehicie Safety Form®, which

- began on 10/22/14 and was completed on

[ 10724114, Resident #1 was provided with a

F 282,

i
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- transport whealchair, to include a seli-release
~seal bell, on 10723714 that met resident care

‘ needs and ensured the residents safely during
transport in the facility van. An investigation of
the 10/03/14 incident involving Resident #1 was
- completed by the DON on 10/15/14.

. 4. The new "Outing Guidelines” process which

Hincluded the "Pre-Trip Vehicle Safety Form® and

i copy of the CNA “care guide"” for each resident, .

. that were to be taken and followed on ail outings, |

‘would also ensure residents' care plans were ‘

 followed on the outing when the residents wera

; on the van. All Deparbiment Managers receivad :
education/training on 10/22/14, regarding the new }

"Cuting Guidelines” process provided by the !

: 8GO,

6. All residents wers assassed by the DON,

i ADON, or Registerad Nurse (RN) Supervisor on
10422114, for electric wheelchair usags, to
determine if residents’ safely nesds were met,

t along with any care planned sately devices for

. safely neads during transport in the facility van,
_as outlined by residents’ care plans,

1B, Al residents were assessed. Residents with a
_ Brief interview Mental Status {BIMS3) score i
f greater than eight {8}, were inferviewed beginning
; 10122114 and completed on 10/23/14, by the :
, Administrator, DON, ADON, 880, Registered :
 Distician (RD), Chaplain or Medical Records staff :
forany concerns. Residents with a BIMS seore

. less than eight (8) were physically assessed by
Hhe DON, ADON, Unit Managers, or RN i
i superviser. The assessments, interviews and '
. Questionnalres were reviewsd by the

- Administrator or Signature Gare Consultant
H{BCC)on 1023114, :

-k
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F 282 Continued From page 10

7. All personnel files were audited 10/22/44 by
 Human Resoureps staff Chaplaint or Nursing

. Suparvisor for any concerns, with resulls given to ¢
“the SCC on 10/23/14, for review. Additionaily, all
: accident/incident reports from July to 10/22/94
“wers reviewed on 10/23/14 by the DON, ADON,

| SDC or SCC 1o identify any concerns and ensure
. incident reports and a tharough investigation was
“completed, with no concerns identified, f

- 8. Alt residents’ care plans and CNA care plans
“ware reviewed and updated as needed to include
i Fesidents’ wheeichalr safely devices on 10/22/44
, by the DON, ADON, Nursing Supervisor or :
*Minimum Data Set (MDS) Nurses to ensure each
 resident's care plan and CNA care plan reflected |
“the current care needs of the resident, ;

; 8. Faclity enviranmental rounds were completed |

by the Housekeeping Director, Activity Director or :
P Administrator on 10422114, to ensure the _
. residents’ environment was free of accidents and |

" hazards.

.10, On 10/22/14, the SCC educated the facifity's
* management staff which included the ;
: Administrator, DON, ADON, RN Supervisors,

. MDS. Quatity of Life {Activity) Director, HR staff,

* Environmental Services Director (ESD), SSD,

: Admissions Director, Medical Records and

_ Chaplain on the facify's care plan policy,

- accidentincident policy and the revised "Quting

¢ Guidelines” process, These staff could not raturn
to work until the education was provided,

| post-fest administered and a score of one

. hundred percent was obtained. If thay did not
“soore one hundred percent on the posi-test, the

¢ staff person was immediately re-educated and

F 282,

I3
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: posttest re-administerad. The process continued . ’

. until all the above management staif ablained
“ona hundred percent on the posttest, Al

: past-tests were reviewed for compliance by th

: 3CC.

* 1. The management staff which included, the

[ Administrator, DON, ADON, RN Supemsar {

, MDS, Quality of Life (Activity} Director, HR staff,

ESD, $50, Admissions Director, Medical

" Records staff, or Chaplain, after complation of the

i education, re-educated all facllily staff on the

facilly's care plan policy, accidentincident po foy

_and the revised "Outing Guidelines” process

Fstarting on 10/2244. By 10/24714, one hundred

y ang twenty-six (126) of the facility's one hundred

_and el ghty -nine (189) staff had been re-educated. |

" Alt employees who had not received the

feducation wers sent a cerlified letter on 10727714,

» providing notification lo staff not to return to work

- until education was completed, with no staff

allowed to work until education was provided. Ail

i staff provided the re-education completed an

. abuse post-test and & one-hundred percent SCOTE

“had to ba oblained, or the staff were immediately

tre-educated and the post-test was

: re-administered. This process was 1o continue

_untif staff abtained a score of ane hundred

* percent on the post-fest. This education was to

i beincluded during orientation for all newly hirad

. staff who would not be allowed 1o wark until the

" education was provided, the post-tast

administered and a score of one hundred pefcenf

: Obtained, The facility does not employ or utilize
agency stafiing.

‘}2 A nurse from ie faciity's regional or
. corporate office was onsite beginning 10/22/14,
“and was to remain in the facility dafly until the
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Immediate Jeopardy (1J} was lifisd. These

P nurses assisted with investigations, ohserved

. staff treatment of residents, parformed chart

- audils, observed environmant safety, ohserved

. tare delivery to ensure it was provided as per
‘residents’ care plang and provided oversight and

, consuitation. The facility's corporate Vies

* President (VP) of Operations, the Special

Projects Administrator or the Director of Clinieal
Programs was fo be in daily contact with the SCC ;
and were {o review allegations untd the 1J was '
lifted.

13. Per the ACC, the DON, ADON, 3DC or

: Nursing Supervisor would abserve the care :

" delivery for five (8] different residents on different j

units for a total of fifteen {15) residents for any |

coneerns daily undi! rernoval of the L, then would

i perform ihe observations weeldy for four (4) :

“weeks. Resulls of the care deliveryiobservation

L audits were fo be reporied o the facility's Quality
Asswrance (QA) Committee weskly to determing

{ tha nead for continued staff education or ravision

_of plan, Concerns identified would be corrected |

L imimediately and reported to the Administrator to

_ensura investigations wers completed and, if

{ necessary reported as per the facility's guidelines. )

 The Administrator, DON, or member of the :

! acility's reglonal stalf were to review all the

, resident care delivery audits daily to identify any

‘concerns, Investigations of any concerns were to

_ be initialed upon receipt of the concern starting

on 10/23/14. The Adminisirator and one (1) of

. the following: VP of Operations; Spacial Projacts

: Administrator; or SCC woulid review the

. Investigations dafly to ensure the above areas |

Hwere covered, All the above was to conlinue untif |

; remavat of the 1. ;

! c
13, WING
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F 282 Continued From page 13
4. The VP of Qperafions, SCC or Special

i Projects Administrator would provide

| administrative oversight of the facilily daily until

i removal of the 1J beginning 10/22/14, after

; removal of the I adminfstrative oversight by the

" above would continue weekly for four {(4) weeks,

s then monthly. A QA meeting would be hald

weakly for four {4} weeks begirming 107227114,
then monthly afterwards for recormendations
. and further follow up regarding the AOC. The QA
: Commiltee would determine at what frequancy |
. any ongoing audits would need fo continge. The
" Admiristrator had the oversight to ensure an
¢ effective plan was In place to meel residents'

weill-being, as well as, an effective plan 1o sdenhfgf

[ acility concerns and implement a plarn of
. correction ta involve all staff of the facility,
t Corporate Administrative oversight of the QA
Committee meeting would be complated by the
Special Projects Administrator, Regional VP of
: Operations, or member of the regional staff daily
“untii removal of the LJ beginning 10/22114, then
{ waekly for four (4) weaks, then monihly
thereatier.

j The Stale Agency validated the implementation af
 the facllity's AOC as follows: -

1. Review of the facility's investigation report

i revealed: it was inifiated 10/10/14 by the DON;
" Resident #1 was assessed by the ADON on

¢ 10710714, witnass statements of staff and

_ residents on the van had been oblained by the :
| Administrator, DON, ADON and S3D; and per the °

. Plant Operations Director (POD) writien ;
! statornant, the "wheelchair placement area” on

: the van with the "Tailed seat belt function” had

‘ been placed "out of service” as per the AOC.

F 282,

F
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F 282 Continued From page 14 F 282!
! interview with the SCC on 11/04/14 at 10:30 AM,
_revealed the van had not transgoried residents
{ since the incident involving Resident #1 on .
10/G344, and he verified the facility's i
i investigation coimpletion as above. :
i 2. Review of the statement signed by the "
: Administrator, undated, revealed she contacted
. an officer with the KSP, who agreed to offer

*Hraining regarding safety on the van. Continued
raview of the Administrator's writlen statement
reveaied the KSP officer provided the braining on
10724714 2t 10:30 AM,

Review of the In-Service sign-in sheels, dated
{ 10/24714, reveaied the officer provided instruction |
" on "Culing Education and Safety” for bweniy-four -
: {24) facility staff who signed the in-service sheats. |

; Observation on 11/05/14 at approximately 100
- M, revealed the Quality of Life {(Activity) Director ¢
. and the Chaplain parformed a demonstration of
i what thay had been trained on by the KSP officer. |

[ Interview on 11/05/14 with the Human Resources |
" {HR) staff person at 11:07 AM, Activity Alde )
: Aseistant #1 at 1:68 PM, Activity Alde Agsistant |
F#2 at 2:08 PM and on 11/06/14 with the Activities
. Director at 1219 PM and the DON at 12:47 PM
trevealed they had afl received the training
provided by the K3P officer on 10/24/14, ;
completed return demonsiration and had taken a
post-test on which they had to score one hundrad
: percent. Per the DON, any new staff desighated
! to assist with outings would go through the same
; education, return demonstration and post-testing.
. 3. Raview of the faciliy's, "Ouling Guidelines

| Form", undated, revealed the facility had
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_impiemented the use of a the "Pre-Trip Vehicie
Saf@iy Form"” which was to ba compieted by staff |
{o double check the security of all residents and

; their whaelchairs whan on the van, Continued
review of the Formy revealed a copy of residents’

' for every resident altending. The Form noted

: the bus to ensure safely of residents.

CHL07 AM, Activity Assistant Aide #1 at 1:56 PM,
. Activity Assistant Aide #2 at 2:08 PM and on

11706714 with the Activities Director at 1219 PM
revealed they had all boen educatad on the new

L and 10/24/14.
with the [JON revasled: she had also been

Form", Resident #1 was provided a wheelchalr
: which had a seff-relessing seat belt for outings;
*and sha had completed a thorough Investigation

| 10/15/14, which was sent fo lhe Slate Survey
Agency.

. tha resident was assessad by Occupational
{Therapy (OT) and was provided a transport
" wheelchair with a self-releasing seat belt on
: 12314,

interview with the 3CC on 11/06/14 at 1:58 PM,
i ravealed revisions were made fo the facility's,
"Outings Guidelines” as per the ADG. He stated

: system for to ensure safety of residents on the

c
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: CNA care guides were to brought on each ouling |

staff members were secure empty wheelchairs oft.

 Interview on 11/05714 with tive HR staff person at !

¢ process for transportation of residents on oulings.

They all reported being educated on the updated |
. "Pre-Trip Vehicla Safely Form™ between 12214 :
Interview on 1106714 at 1247 PM

aducated on the updated "Pre-Trip Vehicle Safely ‘V
of the 10/03/14 incident involving Resident #1 on

* Review of Resident #1's medical record revesied

; the "Oulings Guidelines” process was a check off |

i

i
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i facility's van. Conlinued interview revealad
changes were made to the procass to address

fvehicle safety and to ensure afl residents ware

. secure restrained in their seat beills, including

" residents in wheelchairs. He revesled the

. “Pre-Trip Vehicle Safety Form” was revised and

*the "Cutings Guidelines” were revised to include

the addition of bringing the residents’ CNA care

" cards an oulings.

4. Review of the facifity's, "Outing Guidelines
[Form", undated, reveaied the facility had

. implemanted the use of a the "Pre-Trip Vehicke

! Safety Form™ which was a check-off shest 1o be

. completed by staff fo double check the security of |
" all residents and their wheelchairs when on the

¢ van, and noted a copy of each residents’ CNA

" care guides was to brought on each outing for

L every resident altending.

i Raview of the in-sarvice titled, "Outing
Guidelines” revealed the {raining was conducted
by the SCC on 10722414,

[nterview on 11/05/14 with the Director of
Housekeeping and Laundry at 2:27 PM and on

! 11/08/14 with the Activities Director at 1119 Al

. and with the DON at 12:47 PM, revealed they had
i aff bean educated on the new "Quting Guidelinas"
. process on 10/22/14. ;

. interview with the SCC on 11/06/14 at 1:08 PM,
{revealed he provided the in-service training on

; 1022714 2l 8:00 PM as per the AOC. The 8CC
revealed the in-service was completed with af of
; the depariment managers as per the AGC, who in’
*turn provided the education to staff in their
; deparfments regarding the new "Outing :
! Guidelines”,

{Xay I
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o Review of the facliity's "Census Board" Reporr
‘ dated 10/22/44, reveaﬁed rasidents were

assessed for use of eleclric wheelchairs.
Residant #1 and Resident #4 were determined lo

: ave the elactrio wheelchairs during the
; assessment.

finterview on 11514 with OT #1 at 1143 AM and
: OT #2 at 1:47 PM revealed they assessed ;
" Resident #1 and Resident #4 and determined the
tresldents needed special transport chairs for

: cutings which the residents were provided with
“and their care plans updated o include this

¢ nformation.

Review of Resident #1's and Residen! #4's care

{ plans revealed the care plans wers updated to
; reflect the new transport chairs provided by OT.

¢ Irerview with the SCC on 11/06/14 at 1:58 PM

; revaaled the assassinant of all resident's who

" had electric wheslchairs was performed as per

: the AOC on 10/22/14. He reveated Resident #1
and Resident #4 wers assessed by OT to reguire

! special transport wheelchalrs for outings, Per :

 interview, Resident #1's ransport wheelehair was |

equipped with a seffreleasing seat belt as per the ;

i resident's care plan.

6. Raview of the faciiity’s inferviews conducted
i with residents who had a BIMS score greater :
_than eight {8} revealed the residents were asked

“to answer questions on a questionnaire regarding |
: any concerns,  Continued review of the resident
. Interviews revealed the DON, ADON and SSD
fquestioned the residents on 10/22/14. Review of ;

1 the CNA 8kin Care Alert for rasidents with a BFMS
of lags than eight (8) reveaied physical !

i
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assessmenis of those residents ware completad
| by the DON, ADON, Unit Managers or RN
Supervisor.

f Interview with the SCC on 11/06/14 at 158 PM,
revealed resident interviews were conductad as ¢
: per the AOC for residents with a BIMS of edght (8)
"o greater, The SCGC revealed as per the AQC,

; residents with a BIMS of less than eight (8) were

i physically assessed for infury, Per inferview, staff
were also asked if they were aware of any :
: concerns regarding residents.

1 7. Review of the facility's personnel file audits

* revealed all files were audited by the Chaplain, |
FIR Director and LPN #5, Unit Manager, who '
signed and dated the completion of the raview of .
the files on 10/23/14. The State Survey Agency

: raviewed five (5) personnel records with no
“econcerns identifisd.

: Review of the facllity's "Healthcare-Event!
incident/Accident Report audi sheet revealed it

i included review of afl incidents from 07/22/14

Cthrough 10422114, with no concerns identifisd.

Inderview with the HR Cirector on 11705714 at
11:07 AM, revealed she, along witi the Chaplain
and LPN #5 reviowed alt employes parsonnel
files.

! Interview with the SCC on 11406114 at 1:08 PM,
revealed all staffs’ personnel files were checked
; a5 par the AQC with no concerns ideniified,
! Confinved interview revealed the audits of the
Inciden¥Accident farms were performed as per
! the AQC, with ne concerns identified. Par
“inferviaw, the audits would continued and the
; Glinical team would address any issues. The
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[ 8CC revealed the audits would also be parformed
, On weekends and hofidays. [f any coricerns were
{ noted during the audils of the Incident/Accident

Reports staff would notify the Administrator and
FDON.

18 Review of the facility's audits of residents’ care :
plans and CNA Care Plans, which began on

L1024 with a completion date of 10/29/14,

revealed all the residents’ care plans and CNA

Care Plans were reviewed andior updatad and

_revised as necessary o show the resident’s

! current care needs. rovisions in the

. comprehensive care plans, as well ag, the

! Certified Nursing Assistance Care Plans.

interview, on $1/06/14 at 12:47 PM, with the DON
ravealed the ADON, Nursing Supervisor, MDS :
| Nurse and herself had performad the care plan
reviews and ensured the care plans reflacied
 each resident's assessed needs.

{ Interview with the 8CC on 11/06/14 at 1:.08 PM,
revealed all residents' care plans and CNA Care

1 Phans (care cards) were audited and reviewed by |

“the DON, ADON, Nursing Supervisor or MIDS :

i Nurse [o ensure they were correct according o

' fhe resident's assessed needs. He reported he

. along with the other Carporate Consultants -

*looked over the completed care plans after the

. audit to ensure they were correct

. 8. Review of the "Environmental Rounds” check

" sheet revealed the facility's deparment heads
 wauld be responsible for conducting the

: environmentat rounds of the facility which began
con 122714, Review of the 10/22/14
| “Environmentat Rounds” check sheet revealed
the rounds were completed by the Housekeaping |
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. Direclor, Activily Director or Administrator,
" Review of the "Environmental Rounds” schedule
: ravealed depariment head managers ware
" assigned fo check the facility's environment for
accident and safety harards.

interview with the Director of Envirenmentzl
Services, on T1/05/14 at 3:04 P4, rovealed he

" Rounds” checking for concerns related to safety
Pof residents. We reparted that f he noticed &

: he would repair the problem himself.

! Inferview with the Administrator on 11/06/14 at
3:35 PM, revealed the "Environmental Rounds”
D werg completad by the Housekeaping Director,

{ADC, She stated these continued to he
performad by the facility’s depariment head
{ managers.

10. Raview of the In-service sign-in sheels dated
10422714 revesaled signatures for the

" Nurse, Activity Director, HR Director, £50, 858G,
i Admissions Director, Medical Records staff

 the in-service was conducted by the 8CC

" regarding the facility's care plan policias,

| incident/accident polfoy and the revised "Outing

" Guidelines” process. Review of the post-tesis

. taken by the above staff revealad ail had scored
ona hundred percent as per the AQC.

é iderview on 1105414 with the HR Dirsclor at

"at 3:04 PM and on 11/06/14 with tha Activity

: Director at 12:20 PM, with the DON at 12:47 PM,

- had been assignad to conduct the "Environmental

" concern while canducting the environmental tour,

Activity Director or hersalf on 10/22/14 as per the |

i Adrinistrator, DON, ADGN, RN Supervisor, MDS |

~person and Chaplain. Conlinued raview r{}‘/@ﬂlbd

{ 11:07 AM, the Director of Environmental Services
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with the S50 at approximately 1.15 PM, with the
PSUC at 1:35 PM, with the Adminisirator at 3:35
PM, revealed they were all in-serviced by the
P SCC an 10722114, regarding the faciliy's care
" plan policy, revised "Cuting Guidafines” process
and accidentincident policy prior o retuming o

score of one hundred percent on the post-tast,
" 11, Raview of the in-service sign-in sheets and
*on 1072204 and were completed by 11/03/14.

Review of the cerified mall receipts, dated for
10727714, revealed letlers were mailed to staff
who were not scheduled to work during the

i scores of one-hundred percent,

Interview on 11/05/14 with the HR Director at

; at 3:04 PM and on 11/08/14 with the Activity

with the SSD at approximately 1:15 PM, with the

SOC at 1:35 PM, with the Administrator at 3:35

P, revealed they all had assisted with

: in-servicing staff after their fraining on 10/22/14,

i ragarding the facility's care plan policy,
accident/incident policy and revised "Outings

" administered to ail the staff after the in-sarvice

. raining with staff having (¢ score ong hundred

| percent or be re-educated untif the score was
obtained. Per interview, no staff person was

i atfowed to work untit they had recelved the

. post-test.

Interview on 11/05/14 with Cerlified Nursing
: Assistant (CNA) #1 at 10:45 AM, with CNA#2 at

L work that day. They reported having (o receive a |

; documentation revealed sll the in-services began |

. in-services. Review of staffs’ post-tests revealed

11:07 A, the Director of Environmental Sarvices |

" Director at 12:20 PM, with the DON at 12:47 P,

| Guidelines” process, They stated post-tests were :

©in-service and scored ong hundred percent on the
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11.26 AM, with Activity Afde Assigtant #1 at 186 | !

LM, with Activity Aide Assistant #2 at 2,98 PM and. i
; the Director of Housekeeping and Laundry at ’
227 PM, and on 11/06/14 with CNA#3 at 857
PAM, with CNA#4 at 9:17 AM, with CNA#5 at 9 o()_'
“AM, with the Activities Director at 1119 AM, with
P CNATF at 12010 PM, revealed they all reporied
_having been in-serviced on the care plan policy,

+ accidents/incidents pofisyand the revised "Outing
. Guidelines” process. Thay stated they had not
“been allowed to work unlif they had received the
Jin-services. Further nlerview with the above staff
‘revealed they all took a post-lest in which thay

i had to score one hundred percent or re-take the
“test. They alf reported receiving the required one
¢ hundhred percent on the post-test, :

[12, Interview with the SCC on 11/08/14 at 1:58 |
P, revealed he had been onsite since the 1J was
sealled 10/22/14, He reportad he worked g ;
. minlmum of eight (8) hours a day fo ensure staff
“understood the faciity's inservices and revised
| "Outing Guidelines” process, assisted with any
“investigations, performed observations of staff
i providing care to ensure residents recelved care
as per their care plan, assisted with char! audits
Fand provided oversight and consultation as
 hecessary. He slated he made rounds on all
i shifts to ensure the facility's policies were
impiememed and followed.

13 Raview of the facility's "Care Delivery Audifs”
‘revealed the DON, ADON, SDC, or Nursing
i Supervisor observed care delivery for five {5}
| different residents on different units for a2 total of
i filteen {18) residents for any suspecied neglect
" concerns of residents as per the AQC,

Interview an 11/06/14 with the DON at 12:47 PM
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zmd SOC at 1:35 PM, revealed thay both had

; assisted with ;}erforrmng the "Care Dellvery !
" Audits” on five (8) different residents on different

. units,

Interview on 11/06/14 at 3:35 PM with the ;
{ Administrator revealed the "Care Delivery Audits”

" had bean perdormed on five (5) different residents .
; on different units since 10/22/14 as per the AQT.
' Sha stated the resulis of the audits wera baing

. reviewed by the DON, corporate siaff or herself

: daily, and were being faken fo the facility's QA
~Commiities weekly.

“nterview with the SCC on 11/08/14 at 1:58 PM,
: revealed the care delivery audits were baing

" parformed for five {5) different residents on

; different units as per the ACC. Ha stated the

f audit began on 10/23/14 and the: fast listed audi

was on 1284, He reported the audit would
continue for four (4} weeks and the resulls of the
care audils would be reporied to the facility's GA

{ Committee weekly to determine the further need
*for continued staff educafion. The SCC revealed -
. No concems had bean ientified at the time, butif | _

! there were concemns, an investigation would be
_immediately initialed,

14. Inferview with the SCC on 11/08/14 at 1:58
PM, revealed he was providing daily oversight of
the facility undil the 1 was lifted. Then he would

. provide weekly ovarsight which would confinue
i for four (4} weeks, then monthly thereafter.

Continued interview revealed the QA Commiiltee

 meeting would be held weekly, beginning
T 10422714, and for four (4) weeks {otal fo discuss

. &Iy concerns regarding the processes

! ;

" implemented, and to determing at what frequancy |
_any ongoing audits would need to confinue. He !
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F 3231 483.25(h) FREE OF ACCIDENT
s8=J " HAZARDS/SUPERVISION/DEVICES

| The facility must ensure that the resident

: as Is possible; and each resident receives
adequ ste suparvision and assistance devices (o
preveni aceidents.

i
i
] H
) i

This REQUIREMERT is not mel as evidenced

by:
i Based on interview, record review, review of the |
~facifily's poficy and procedures, Activities Director -
_job description, and incident and investigalion
{report it was determined the facility failed to have
" an effective system In place to maintain a safe
s enviroameant and provide supernvision and
; monitaring to prevent fails for one (1) of three (3)
sampled residents (Resident #1).

L On 10/03M14, during & scheduled activity suting,
Resident #1 was assisied out of his/her personal

i wheelchair which had a self-releasing seat beli,

! inta a manual whealchair without @ self-refeasing
_seat belt. Resident #1 was then assisted onio the
 facility van where staff locked the manusat :
! wheelchair into place; howaver, staff failed to

_ensure the resident had a seal belt in place and

enw{}nment remains as frea of accident hazards |

!

assessed by a physician and
reterned to  the facility
approximately Spm,

On 10/23/14 Resident #1 was

facility s
and

assessed by the
Occupational  Therapist
provided a manual wheelchair!
with a self-releasing seat belt to
use during any facility outings. |

On 10/03/14 all residents enj
the facilify outing was brought
back to the facility and a head:
Hal e assessment  was
completed by the licensed
nurses on duty. No negative
findings were ideniified.

All  accident/incident reports
fiom July 2014 to October 22,
2014 have been reviewed on
16/23/14 by the Director of
Nursing, the Assistant Director
of Nursing, Staff Development
Coordinator or Signature Carg

at:
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stated the QA Committes meetings would than be: F323 ‘
: performed monthly for continued follow up and _ A4 ﬁ(
monitardng. Per interview, the Administrator was 1. Resident #l was assessed
rasponsible for oversight fo snsure an effective immediately on 1H/3/14 by the
i plans were in place to meet each residents’ RN on the facility van, Facility |
! ; identificati s , . . o
* needs, and ensure idenlification of concerns and staff drove Resident #1 to Clark
implamentation of plans involving all facility staff, . ;
303 County Hospitel where she was |
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’ DEFICIENCY) ;
; Consuitant  to identify any .
F 323 Confinued From page 25 F 323’ COnCerns of suspected
| fastened on histher wheelchair prior to the van . : abusefneglect and  ensure
moving. While being transporled on the van, at | : thorough  investigation  of
; approxirnately 2. 1‘5 Fid, the var suz}deriiy ; accident/meident was
stopped at a red light, and Resident #1, who had | . . - .
- no fastened seat belt in place “flew” out of hisiher : ?"I“I{]de' No concerns were |
- wheelchair onto the canter aisle of the van, i identified.
; landing on hisfher right side. Regizsterad Nurse
C{RN) #1, who was in the van, assessed Resident : Facility eavirommental rounds,
#1 who was then transported 1o the hospital : were  completed by the '
! Emergency Room (ER} where hefshe was | housckeeping  director, QOL
diagnosed with a large Hematoma measuring - Director. or Administatar
| approximatety 4.5 centimeters (erm) by 28 cm to ' Director, or Administrator on,
the right forehead area. The ER Physician I 1022/14  te enswre  an’
: docurnented being unable to fully examine ; ' envirorment free of accidents;
" Resident #1's right eye "due to the amount of ‘ and  hazards exist for ‘he
; swelling”.  The resident returnad to the facility at residents :
FA452 PM on 10/03/14, : ' :
i e . L 10/ & o :
| The facility's failure fo have an effective system in | 3. On 10/ "2!.14 the DON ) and
. place to maintain a safe environment and provide | ADON reviewed cach resident
! supgrvision and monitoring to prevent falls was in the facility to determine the,
likely to cause serious Injury, harm, impairment or use of motorized wheelchairs.
¢ death to a resident. Immediate Jeopardy was ? O e e £ :
! ne other resident was found o
identifiad on 10722714 and was determined fo be ell l = Lo
{ exist on 10/03/14. i : ¢ utilizing & msf?z‘rz_edé
' ; whealchair, The facility’s
k x
i A acceptable credible Allegation of Compliance Occupational Therapist
(AQG) was received on 10/29/14, which alleged ‘ assessed this resident for a
s removal of the Immediate Jeopardy on $10/25/14. , , s :
* On 11/06/14, the Sfate Survey Agency verified the ’ manual _ “hee,mhﬁu on
 Immediate Jeopardy was removed on 10/26(14 | HO/237 20%‘3' Fh? n_}anua!
| as alleged with remaining non-compliance at 42 ' wheelchair was provided for the
- CFR 483.25 Quality of Care, F-323 ata Scope | resident to use on any facility
- and Severily (S/5) of a "D, while the facility : ‘ outings. )
develops and implements a Plan of Correction | | !
| (POC) and the facility's Qualily Assurance _ : A new Pre-Trip Vehicle Safety
' monitors the effectiveness of the systemic , : P o o ; ' q f
. changes, : i orm  was  develope ~on
: ; 107372014 and then was revised
Event I oG 1 Freility I0: 100074  continuation sheet Page 28 0f 78
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SUNMARY STATEMENT OF DEFICIENCIES

Ay
PREFIX . (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG | REGULATORY OR LSC DENTIEYING IMFORMATION)

%s)
COMPLETION
GATE

i PROVIDER'S PLAN QF CORRECTION
PREFIX (EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENGCED 70 THE APEROPIMATE

DEFICIENCY)

i

F 323 Continued From page 26
| The findings include:

: Review of the facility's policy titled "Safaty
Precautions for Activities”, revised January 2008,
: revealed it was the infent of the faciity to provide

. residents during activity programs and white in
i activily areas. The Policy revesaled the Activily

| & resident while thay were engaged in activily
| programs.

Review of the facillty's, "Ouling Guidelines”,
. undated, raveated the safety and well-being of

_ Per the Guidelines, staff should "double check”

{ tha security of residents, andfor wheelchairs of
residents baing transported in a whaelchalr on

| the facility's van, The Guidelines stated staff j

“ware to "ot assume” residents had heen securad

i bropetly on the van. :

. Raview of the Activities Oirector job description,

" updated December 2011, revealed the Director
~was to initiale and promole golivitles within the

| facility and oulside the facility, as wealher

" permitted, ensuring the safety and well-being of

i each resident at all imes. Continued review of
“the job description ravealed the Aclivities Directar .
- was to afso coordinate and verify assistance was
i provided fo resfdents as necessary.

| Review of the facility's policy titled, “Accidents
“and Incidents-Iinvestigating and Reporiing”,

; revised April 2013, revealed "all accidents or

¢ incidents invelving residents” should be

. investigated and reporied to the Adminisirator.

| Continued review revealed the Nurse
" Supervisar/Charge Nurse andfor Department

: supervision, safety and a safe environment for ail -

stalf assumed responsibility for the supervision of |

| restdents was “always” the Tacility's “first priority”,

on 10/22/2014 to include a copy ¢
of the SRNA Care Guide. All,
steff was re-educated on the
upeated form, Outing
Cuidelines,  Accidents  and
Incidents starting on '’
13/22/2014 and was completed .
on  10/24/14 by the’
Administrator, DON, ADON,:
Mursing  Supervisor, MDS
Coordinators, QOL Déz‘ecton?
HR  Director, Envirommental,
Services Director, Social’
Services Dirgctor, Admissionsi
Director, Medical Records,
Chaplain, and Staff:
Development Coordinator.

F 23!

On 10/24/2014 Officer Tinsley
from the KY Site Police
- Vehicle Enforcement provided:
education and training which,
included  vehicle  pre-trip
i inspection along with properly,
' seewing passengers {o Nursing_:
i Administration, Nursing Staﬂf
‘ Medical Recerds Staff, Quality
of Life staff, Chaplain,
Adminisirative Staft;
Housckeeping Staff, and Rehaj
Services Manager. A retum
demonstration  on  how o
properly fasten the safety belts
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10/03/14 at approximaiely 1:30 PM. Per the

fthe van; however, hisfher “seat belt was not

. sufficiently latched™.
£#1 "came out” of the wheelchair whan the van

Hhe van floor "resulling in a Hematoma dark In

color".
: assessed and ransportad o the hospital ER at
approximately 2:20 PM.

- at 2:87 PM, revesled Resident #1 had sustained
" an injury to hisfher head afler “striking” hisiher

. head "on something” when falling out of hisfher
Y wheslchair while being transporied on the

i revealed Resident #1 had "bruising” that was

aye, Raview of the ER Physician's
" documentation reveaied Resident #1 had
. "sustained injury" to histher head which included
: a Hamaloma with swelling and tenderness. The
ER Physician noted Resident #1 also had neck
i pain, upper and lower back pain, lefl shoulder
pain and headache, and radislogy scans were

' documentation revealed Morphine {narcelic pain

185148 BWNG __ 11/06/2014
NAME OF PROVIDER OR SUBPLER STREET ADDRESS, GHTY, STATE, 2IP CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABILITATT NTER
& REHABILITATION CE WINCHESTER, KY 40391
eI SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S PLAN OF CORREGTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDEL 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE I COMPLETION
TAG | REGULATORY OR LG IDENTIFYING INFORMATION) G CROSS-REFERENCED TO THE APPROPRIATE GATE
‘ DEFICIENCY} ;
was completed at the taining
F 323 Coptinued From page 27 F 323 held on 16424714, 5
| Director or Supervisor should promptly initiate :
and document investigation of the accident or All Quality of Life Department
f Incident, staff, D.ON, ADON,:
) . Staffin Coordinator,  and
: Record review for Resident #1 revealed a "ate t I'g o lesionaied
entsy" Nurse's Note dated 10/03/14 timed 6:00 aplain 15 designated
i PM which rioted Resident #1 was non-ambulatory | : transport staff.  Other staff:
" and used a motorized wheelchalr for mobility. ! members  may  assist  with
. Continued review revealed Resident #1 was transport  of  residents  oni

- assisted out of hissher moforized wheelchair, and i
. into a "non-molorized” wheslchair for an ouling ait;

Nole, Resident #1's wheelchalr was "strapped o,

The Note reveaied Resident |
stepped suddenly and "bumped"” histher head on ;

Further review revealed Resident #1 was .

Review of the hospital ER record dated 10/03/14

facility's van. Review of the "Triage Assessment” .

“dark purple, yellow” on histher forehead and nghi

: ordered. Gcmmued review of the ER Physician's ;

outings, but will be checked off,
on seat belt function by the’
Administrator or TON and on:
the Cuting Guidelines by the
Qualily of Life £)cpa:’t;11enf
prior to the outing taking place.;
Al new staff that is hired will
have education on the Outing’
Guidelines  in  orientation,,
Education will be provided
annually o all staff on the
Outing Guidelines,

All wansport staff will have to
demonstrate to the
Administrator or DON how 1
properly fasten the safety beits
prior to going on another outing
to ensuwre understanding  of
proper safety belt function.

=

A Pre-Trip Vehicle Safety
Form will be completed with
every facility outing and will be
signed off by the Administrator

FOA CMS-2657(02-98) Previows Yersions Obsolate

et (DGOGY
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XAV SULMARY STATEMENT OF DEFICIENCIES noi FROVICER'S PLAN OF CORRECTION X5
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: ; or DON.  Pricr to the driver |
F 323 Continued From page 28 ; Fa2s departing  any location, the
raliever) 4 miflgrams (mgd was administerad per driver  is  responsible  for!
Enzramuszc;ziar'f}M} inéecii?n at E;ﬁgz ;:M,. with ’ completing a physical .
: - : - e 9 . . + i
t decreased pain noted at 3:58 Pid. Review cf the | :‘- observation, which includes
Computerized Tomography (CT} scan of Resident { ]
: pulling on the seat bells to.

i #71's head and neck revealed a "large" right

" anterior scalp Hematoma to the right forshead ensure that the safety belts are’

_area measwring approximately 4.5 centimeters ' properly  fastened on  the:
Hem) by 2.6 cm, Additionally, review of the ER. vesidents and stalf on board.
Physician's documentation revealed he was The Cheplai wality of Life:

. unable to fully examine Resident #7's right eye | . The Chaplain, Quality of Life;
Director, and Stafting Director

! dua to the swelling, end recommended a

fellow-up appointment with an Ophthalimologist, are  supervisers who  are!

: Further review of the ER record revealed : responsible  for ensuring the
Resident #1 was diagnosed with a Hematomato | : final check for proper seatbelt

; the right forehead and was discharged back fo . _— ; prop .
I application prior to departing;

‘ the facility in stable condition at 4:52 PM. _ e
any location on  resident’

| Review of the factity's Incident Report dated oufings. Any forms compicted:

T10i03/14, reveaisd Resident #1 was ina : or new transport staff that has
, wheelchair for an outing and fell out of tha : completed demonstrations will
i wheelchair into the aisle of the facility van, hilting | ’ . . ) :

: ) be reviewed during the monthly,

his/her head on the floor of the van, Per the

s incident Report, RN #1 immediately assessed Quality Assurance Meeting forl

" Resident #1, and the resident was then 3 months.
_transferred fo the ER for evaluation and : i
gimatmeiit. Caontinued review of the incident . : Al accidentsfincident reporis
" Repori revealed one (1) of the contributing factors: ; o el i av
for the fall was Resident #1 had difficulty - g?ﬁe;%d S"‘IY.’E Mgg;,‘
| maintaining his/her sitting balance related to thra Friday, by the LDON,
hisiher diagnoses of CVA with Hemiplegia and ADON,  and/or  Nursing
¢ Right AiCA. However, racord review rovealed the ' Superviesrs.
¢ facility failed to investigate the accident :
*promptly”, per the facility's policy, in order to The SRNA Care Guide is a
i perform a root cause analysis and atlempt to ; . record explaining care needs for
“determine the cause of the resident's fall. Review: b individual resident ¢ E
- of the faciiity's investigation revealed the , : gach mdividual - restdent anc
‘ : will be used on outings o

| Investigation was not initiated until 10/10/14,
" saven (7) days later.

i
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! enswre that all cuvent plan of
F 323 Conlinued Fram page 29 F 323 care is being followed, :

| Review of the facility’s "Final Investigation®
document, undated, revealed on 10/03/14, a

; State Aduit Protective Services (APS) Agency
worker came o tha facility o investigale an

: "allegation of caretaker neglect”. Per the

‘ Document, the facility inftiated an investigation

_after interviewing staff and learning the APS

Dworker saw and talked to Resident #1 on
10710714, who had experienced a fall on the

; facility's van on 10/03/14 which resulted in the

: stated Resident #1 was inderviowad and stated on

C1G03/14, Ms/her "seat bhell was nof fastenad”, |

. howsver, he/she had not fold anyene. Confinued

! review revealed when the van came to 2 sudden
stop at & traffic light, Residert #1 fell forward out

{ of hig/her wheelchair, was assessed by RN #1
and taken to the hospital ER. The Document :

; revealed the facility substantialed Resident #1°g

Cfall on 103414, and “inlliated” & checklist to

. ensiyre that all proper steps” were taken before

Hdeparture to and from fulure® facility outings.

: Record review raveated the facility admitled
‘Rasident #1 on 01/14/12, with diagnoses which
included Cerebrovascular Accident (CVA) with ;
Right Hemiparesis {paralysis) and Right Above
_the Knee Ampulation (AKA), Review of the :
| Quearietly Minimum Data Set (MDS) Assessment, !
dated 09/02/14, revealed the facility assessed
; Resident #1 to have a Brief interview for Mental
" Status (BIMS) score of eight (8), indicating
~maderate cognitive impairment. Continued
‘ review of the MOS Assessment revealed the
facility assessed Resident #1 to be totally E
¢ dependent on bwo (2) staff for alt fransfers and to
" require a wheeichair for mobility. Review of ;
: Resident #1's Physician Orders revealed an order |
* dated 07724714, for the resident to have 5

resident "hitting” hisfhar head. The Document

The ongoing processes will be |
dispussed  in the  Quality
Assurance commitiee moeting |
monthiy for three months, for,
recommendations  and  for
further follow up as indicaied.:
The membsrs of the Qaaiity'
Assurance committee include,
but not limited to the Medical
Director, Administrator,
Divestor of Nursing, Assistant,

Director of Nursing, 3SDC,
Social  Services  Director,i
Dietician, Quality of Life

Director, and Unit Managers,
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i self-refeasing seat belt when up in wheelchair
. fefated to histher sense of security regarding the
" Right ARKA

" Review of the Comprehensive Care Plan (CCP),

s dated 10731113, revealed the facility care plarmed
; Residerd # 1 as atrisk for a fall refated injury with
“interventions which included the resident having a
; self-releasing seal belt to when up in the ‘
" wheelchair for “securify” related to poor upper

i body balance.

* Interview with Certified Nursing Assistant (CNA)

(#1 on 10/21714 at 130 PM and 11/05/14 at 1040
PM, revealed she and CNAE2 assisied with

transferring Restdent #1 from his/her own

. motorized wheelchair to a manual wheelchair

" pricr to histher boarding the facilily van on

{10034, CNA# stated afl residants in

- motorized wheelchairs were transferred o

! manual wheelchairs when they were going te be

. out on the facllity's van. She stated this was

" because the manual wheelchairs could be

: fastened and secured to the van floor and

_motarized wheslchairs could not be securely

Hocked info place on the fioor of the van. CNA#T

, revealed she was aware Resident #1 did not have

- a self-releasing seat beit when she transferred

: himéher fo the manual whaeelchair, and stated she |

~did not "telt anybady” because she "thought” they

i ofroady know. According o CNA#1 she and

. CNA 2 assisted with lifting Resident #1 into the

 facility van; however, they never actually boarded

i tha van, as they were driving to the oulingina

_separate vehicle. CNA#1 indicated the Activities |

! Director was at the back of the van to assist with

; residents’ wheslchairs. Per CNA#1, there was

*also a nurse on the van, and the nurse and

| Activiffes Director should have locked Rasident

C
185148 B VANG 130612014
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE. ZIB CODF
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F 323! Conlinued From page 31
#1's wheelchalr and other residents’ wheelchalrs
{into place and ensured all the residents’ seat

helts were securely fastened. Per interview, CNA

F 1 had never received any formal training on
" attending an activity outing with residents riding
¢ on the van, but had assisted with previous autznge
©and was aware of the "Outing Guidelines” which
_the Activity Director had gone over before tha
foutings. GNA#T staled she was aware of staff
"dotbie chack” the security of residents prior to
Lmovement of the van, and not to assume )
"residents had been securad propery on the van.

However, as indicated previously she and CNA

" #2 had not boarded the van.

" Inferview with Registered Nurse (RN} #1 on

1021414 at 445 PM, revealed she had sat in the

| front of the bus and remembered checking the

. seathelts of the residents who sat in the froni of

¢ the hus when the Activities Director asked if
“everybody's" seatbel was fastenad prior fo the

P movernent of the van, RN#1 stated sha did not

remember seaing anyone fastening Resident #1's

- seatbell, and stated she was not aware the

resident was to have a self-releasing seat bell,

. She stated she did not "raditionally” go sut on the

: van for residents’ outings and had never recaived |

any formal training on what to do. RN #1

reported the Activity Director only "guickly”

reviewed the Guidelines with her prior fo the

outing. According to RN #1, she never assisted

residenis on the van who were in wheelchairs

. with seat belt appiicalion, the aides or Aclivily

i Director novmally did that, Per interview, she

remembered it was raining on 10/03/14, whan the

: van suddenly stopped and Resident #1 "flew” out |

! of histher wheelchair onto the floor. Shestated

. she assessed Resident #1, and the resident was |

{ naurologloally intact howaver, was complaining

F 323,
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! of Aight shoulder and bead pain. According to RN
1, the Activities Divector wanted to return to the

i facility, but she told her to take Resident #1
immadiately” to the ER so a “doctor” could

| examine him/her which was done.

* Inferview with the Activities Director on 10716714 |
: at 3:05 PM, reveaied she was present al the back ;
" of the bus to assist Resident #1 from off the van's |
: wheelchair lift on 10703714, for the scheduled
“nuting. The Activities Director stated she
remembered fastening Resident #1's manual
wheelchair into the four {4} floor locks, however,
: didd not specifically remember fastening and
~securing Resident #1 with the two (2) seatbelts,
P one (1} of which went horizantally, and the other
laferally, prior to the movemant of the van. The
: Activitios Director revealed she "loudly” inquired if
"overybody's seat belt” was on prior to moving the |
[van on 10/03/14, with no on velcing they weren't
_sacured. The Activilies Director stated however,
i she did nof visually inspect all the residents’ seat
. bells prior to the movement of the van, She :
“reported always having "support staff* on the van .
_to monitor the needs of the residents and a nwise
fwas present on the van that day. Per interview,
. she assumed lhe nurse had checked to make
i sure afl of the residents’ seat belis were securely |

tastened.

Interview with Resident #1 on 10721714 at 245
{PM, revealed hefshe did not recall siaff applying a°
_seat belt to him/her prior to the van maving, ;
! Resident #1 stated he/she went cuf onthe van to
go shopping “all the time", but this was the first

{ time something like this had happened,

Cnterview on 10/16/14 at 1:45 PM with Activilies
. Assistant Aide #1 and at 2:00 PM with Activities
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Assistant Alde #2, revealed thay both assisted
1 with residents on activity outings. Activities

¢ Assistant Aide #1 revealed however, she had
{when they were on the van for an ouling, and

residents with wheelchalrs and seat helt use on

*had received safety training regarding residents
. using the van several years previously when

¢ another company owned the facility, but had not
" been formally trainsd since then.

interview with the Director of Nursing (DON) on

revealed the Activities Director was supposed 1o

“inforemally” go over the facility's "Cuting

Gigidelines™ with staff prior to an outing. She

; stated the faciily was "unclear” what happened

: on 10/03414 and, thought Resident #1's fall was
an accident. The DON revealad an Incident

facility was notified of Resident #4's fall. She
stated facility staff did not do an investigation to
- parform "root cause analysis” and determine the

“facilily did not percelve the incident involving
; Resident #1 as any type of abuse/neglect, and
| therefore did nof perform an investigation, as it

. teview of the facility's policy revesled "all

he investigated and the investigation should be

initiated promptly, She siated the "Event

i Manager”, the computer system the facility

futiized for accidentsfincidents, determined the
"contributing factor” was Resident #1 had

| difficulty maintaining histher sitting balance, Per

{interview, she was aware Resident #1 required

the van. Activities Assistant Aide #2 revealed she

. received no formal fraining on safely of ragidents

" reporled also not having been trained on safety of

T10721714 at 2:00 PM and on 10/22/14 at 4:05 PM, -

Report had been completed on 10/03/14 after the A
causa of the fait until 15710/14. Per the DON, the

"was considered to just be an accident. Howevar, :

- accidents or Incidents involving residents” should |
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: the self-releasing seat belt which hefshe was carg

s plannied far, but thought the seat bell was only for !
use In histher maotorized wheealchalr, not for a '

| manuatl whaelchair used on cutings. The DON

“reported she was nol aware Resident #1's van

. seat beits wera not applied. She indicaled she

¢ thought the seat belts wara in place pricr to the
van moving and Resident #1 had released them,

~ Interview with the Administrator on 10/24/14 at

. 245 PM, revealed she first hecame aware of the

L incident when the Activitios Director called her
from the ER on 10/03714. She stated she

immediately” notified the DON and Assistant

" Director of Nursing {ADCN} to have a full

~assessment completad on all of the residents

fwho went on the outing when they returned fo the ©

“facilily. The Administrator revealed at first she

thought Resident #1's seat belt may have

malfunciioned, so the seat bells on the van were

inspected upon return to the facility far any tears,

frips, worn or forn areas, and the seat bells were

“found to be in infact and functioning properly.

. She stated the management team met on

L0034, folloving the Incident and a new form
was developed litled "Outing Safely Checklis{® lo

i e utilized for ouling safety. Per inlerview, an

in-service was held on 10/03/14 o discuss the

new checklist which was attended by eight {8)

staff members; however, no further in-services

" had heen held because the facility was watting for

- Corporate’s approval. However, she indicated an ¢

! investination had not bean iniliated on 12/03/14 10
determine the cause of Resident #1's fall, as the

! faciity did not think the incident was

- abuse/neglect, and was just an accident.

However, raview of Ihe facility's policy revesaled

"alf accidents or incidents involving residents”

shatld be investigated and the Investigation

o
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shouki be initiated promplly, : .
Tha faciiity provided an acceptable, credible ’

| Allegation of Compliance [AQC) on 10/29714, with |
alleged removal of Immediate Jeopardy (10}, E

: effective 10/25/14. Review of the ACC ravealed

. the faciity implemented the following:

1. The initial investigation of Residant #1's falf
i was started by the Director of Nursing {DON3 on
1010114, The investigation included: Resident
1 #1 was assessed by the Assistant Director of
Mursing (ADON} on 10/10/14; staff statemeants
were obtained 10/10/14 through 10/14714 by the
_Administrator, Director of Nursing {DON), Socia
i Services Director (830) and ADON; resident's
_slatemenis were obtained 1071044 through
10714114 by the Admintstrator, DON, ADCN, or
. 850, from the residents who were on the van
twhen the 10/03/14 incident involving Resident #1
. occtrred; "the wheelchalr placement area” on the
s van with the "ailled seat belt function”, was placed :
out of service on 10/10/14 by the Maintanance

Director.

[ 2. Contacts, which slarted on 10/03/14 by the
_Adrinisirator,were made to several agencies o
i get alf seat bells on the van assessed for proper :
function and safety. An officer with the Kentucky
State Paolice (KSPY Vehicla Enforcemant provided |
educationftraining on 10/24/14 for eight (8} '
| nursing administration staff, two (2) rursing staff,
“one (1) Medical Records staff person, three (3)
P Quallty of Life (Activity) Staff, the Chaplain, seven |
{7y adminisirafive staff, two (2) housekeeping )
i staff, and the Rehebilitation (Rehab} Servicas i
“Manager, who were all designated iransport staff,
i regarding pre-trip vehicle inspection and properly |
" securing resident passengers on the van. Return |

i
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 demonstration was completed by [hese siaff at

. the training that was held on 10/24/14. All the

i designated ransport staff wers to complete g
demonstration te the Administrator prior fo going

: on ancther outing to ensure understanding of

* proper safely belt function. Any new designated

transport staffl will demonstrate to the

Administrator proper safety belt application prior

to going on an outing with the residents.

{3 A new process was put in place o ensure
residanis’ salely while on the van which inciuded
: a safely check off sheet implemented on 107314
"y the Administrator. The facility also :
. plemented changes o the "Oulings Guidelines”
fwhich included: staff utilizing the "Pre-Trip Viehicle |
Safely Form”, which was revised 10422114, prior
{avery outing to ensure safety of residents; and a
“copy of the Certified Nursing Assistant (CNA)

. Meare guitde” for each resident would be taken on
! avary outing to ensure residents’ care plans werg |
folfowed. The designated transport staff and two
: {2} van drivers received educationflraining on the
" new process on 103714, by the ADON. The :
designated transport staff was educated on the

updated “Pre-~{rip Vehicle Safely Form”, which

began on 10£22/14 and was completed on

10724414, Resident #1 was provided with a

{ transport wheelehalr, fo include a self-release
seat belt, on 10423714 that met rasident carg

i needs and ensured the residents safety during

transport in the facility van, An investigation of

. the 10/03/14 incldernt involving Resident #1 was

| completed by the DON on T0/15/14.

i 4. The new "Culing Guidelines” process which
inchuded the "Pre-Trip Vehicle Safely Form” and

. copy of the CNA "care guide” for each resident, |
| that were to be taken and followed on alf outings, |
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. would also ensure residents' care plang wers
! followed on the ouling when the residents were
on the van. All Depariment Mahagers recelved
i education/training on 10/22/14, regarding the new |
“"Outing Guidelines" process provided by the
5CC. :

Fa2s’

5. Alf residents ware assessed by the DON,
: ADON, or Registered Nurse (RN) Supervisor on
10422114, for elgctric wheslchair usage, to
determine if residents’ safely nesds were met,
Falong with any care plannad safety devices for
safely needs during iransport in the facility van,
i as outlined by residents’ care plans.

(6. All residents were assessed. Residents with a |

| Brief Interview Mental Staius (BIMS) score ‘
greater than eight (8), were interviewed beginning ;

224 and completed on 10/23/14, by the ’

Administrator, DON, ADON, 58D, Registerad ;

Cieticlan (R, Chaplain or Medical Records staff |

i for any concerns. Residents with a BIMS score

“less than eight (8) were physically assessed by

the DON, ADON, Unit Managers, or RN

i supervisor. The assessments, interviews and

" questionnaires were reviewed by the

. Administrator or Signature Care Consultant

F{SCC) on 10723714,

7. Albpersonnel fites were audited 10/22/14 by

¢ Human Resources staff, Chaplain or Nursing
Supervisor for any cencerns, with resulls given to

he SCC on 1023114, for review. Additionally, all

{accident/incident reports from July to 10/22/14

Cwere reviewed on 10423714 by the DON, ADON,

i SDC or SCC o identity any concerns and ensure : :

“incident reports and a thorough investigation was .

. complefed, with no concerns identified. ' 5

t
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. 8. All residents’ care plans and CNA care plans
' wera raviewed and updated as needed to include
esidents' wheeichalr safety devices, on 104224 4
by the DON, ADON, Nursing Supervisor or ,
Minimum Data Sat (MDS) Nurses to ensure each
; resident's care plan and CNA care plan reflacted
¢ the current care nseds of the resident.

i

i 9. Facility erwironmental roeunds were completed
! by the Housekeeping Director, Activity Director or

Administrator on 10/22/14, to ensure the i
| residants' environment was iree of accidents and

hazards.

110, On 10/22/14, the SCC educated the facility’s
managemeant siaff which included the ;
i Adrministrator, DON, ADON, RN Supervisars,
" #DS, Quality of Life {Activity) Director, HR ataff, .
Envirommental Services Directar (ESD), 58D, 5 ?
| Admissions Director, Madical Records and
Chaplain on the facility’s care plan policy,
; accidentfincident policy and the revised "Ouling
! Guidelines” process. These slaff could not retzm
o work untit the education was provided,
¢ post-test administered and a score of one
" pundred percent was Obtained. i they did not
score one hundred percent on the post-test, the
stalf person was immediately re-educated and
" post-test re-administered. The process continued ;
_untl all the above management staff obtaihed
¢ one hundred percent on the post-test, All
post-tests were reviewed for compliance by the |

. SCC,

11. The management staff which included, the
¢ Administrator, DON, ADON, RN Supervisor,
M3, Quality of Life (Activity) Director, HR stafi,
ESD, 3380, Admissions Dlrector, Medical
¢ Records staff, or Chaplain, after completion of the j
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educalion, re-educated all facility staff on the

faclity's care plan policy, accidentincident paficy

and the revised "Ouling Guidelings” process

_starting on 10/22/14. 8y 10724714, one hundred

and twenly-six (126} of the facility’s one hundred

" and eighty-nine {189 staff had been re-educated. |

All employees who had nof recalved the '

education were sent a cartified lefter on 10427114,

providing nolification to staff not to return to work

; until education was compieted, with no staff

! aliowad to work until education was provided. All !

stafl provided the re-education completed an

{ abuse post-test and a one-hundred percent score |
had fo be obtained, or the staff were immedialely

; re-educated and the post-test was

: re-administerad. This process was to continue

uniii staff obigined a score of one hundred

percent on the post-test. This education was to

be included during arfentation for ail newly bired

¢ staff who would not be allowed to work untit the

Faducation was provided, the post-test

administered and a gcore of one hundred percent ;

; obtained. The facility does not employ or utifize

" agency staffing,

12. Anurse from the facility's reglonal or
corporate office was onsite baginning 10/2214,
i and was to remain in the facility dally untit the
! Immediate Jeopardy (I} was ifted. These
nurses assisted with investigations, observed
| slaff treatment of residents, performed chart
* audits, obeerved snvironment safely, cbserved
_care delivery to ensure it was provided as per
| residanis’ care plans and provided oversight and
consultalion. The facilily's corporate Vice
. President (VP) of Operations, the Special
| Projects Administrator or the Director of Clinical |
Frograms was to be in dally contact with the SCC ¢
! and were 1o review allegations untl the 1J was ;
Evert 1D 001G H Fagiity D 100074
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" lifted.

£ 13, Per the AQCG, the DON, ADON, 53C or

" Nursing Supervisor would observe the care

. delivery for five (5) different residents on different

F units for a total of Bfteen (15) residants for any

" concens dally untif removal of the L then would
perform the observations weekly for four (4)

P weeks. Resulls of the care delivery/observation

" audits were to ba reported to the facility's Quality

" of plan. Concerns identified would be corrected
; Immediately and reported to the Administrator o
: ansure investigations were completed and, if

. The Administrater, DON, or member of the
: facility's regional staff were to review afl the
" resident care delivery audits dally 1o identify any

| pe initiated upon receipt of the concern starding
“on 10/23/14. The Administrator and one (1) of

. the following: VP of Operations, Special Projecis

¢ Administrator; or SCC would review the
"invastigations daily to ensure the above areas

. were coveraed. All the above was to continue untll
{removal of the 1,

14, The VP of Operations, SCG or Special

Projects Administrator would provide

adminisirative oversight of the facility daily untif
removal of the IJ beginning 10/22/14, after

: removai of the L adminisirative oversight by the

above would continue weekly for four (4) weeks,

then monthly. A QA meating would be held

s weekly for four {4) weeks beginning 10/22/14,

: then monthly aflerwards for recommendations

» Committee would determine at what frequency

. Assurance (QA) Commitiee weekly to determing |
| the necd for cantinued staff education or revision -

necessary reported as per the faciily's guidelines. .

_concermns, lnvestigations of any concerns were to :

and further foliow up regarding the ACC. The QA |
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. any ongoing audils would need to continue. The |

{ Administrator had the oversight ta ensure an
affective plan was in place o meet residents’ ‘

s well-being, as well as, an effective plan to identify

- facifity concerns and implement a plan of

_ carrection to Involve alt staff of the facility.

i Corporate Administralive cversight of the QA

" Committee meating would be complated by the

: Special Profects Administrator, Regional VP of

{ Operations, or member of the regional staff dally

~untit removal of the |J beginning 16/22/14, then

i weekly for four (4) weeks, then monthly

“thereafter,

i

' The State Agency validated the implementation of
. the facility's AOC as Tollows:

1. Review of the facility's investigation raport
| reveaied: it was initiatad 10710714 by the DON;
Resident #1 was assessed by the ADON on
101014, witness stataments of staff and
! residenis on the van had been oblained by the
Adminisirator, DON, ADON and 530, and per the
: Prant Operations Director {(POD) wrliten '
" statament, e "wheslchair piacement area” on
the van with the "falled ssat belt function” had
: hoen placed "out of service® as per the AQC.

; Interview with the SCC on 11/04/14 at 10:30 AM,
“revealed the van had nof transported residenis
sinee the incldent involving Resident #1 on
10/03/14, and he verified the facility's

“investigafion compietion as abovs.

{2, Review of the statement signed by the

- Administrator, undated, revealed she contacted
: an officer with the KSP, who agreed 1o offer
{rairing regarding safety on the van. Continued
i review of the Adminisfrator's writien statement
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. reveaied the KSP officer provided the training on
C10724714 &t 10:30 AM i
Review of the in-Service sign-in sheets, dated
CW2AM4, revesled the officer provided instruction
. on "Outing Education and Safely” for twenty-four
" (24) facility staff who signad the in-service sheets, |

" Observation on 11/05/14 at approximately .00

i M, revealed the Quality of Life (Activity) Director
. and the Chaplain performied a demonstration of
twhat they had been trained on by the K8P officer. |

Hinterview on 1105/14 with the Human Resources
i (MR} stalf person at 1107 AM, Activity Aide
_Assistant #1 at 1:56 PM, Activily Aide Assistant
T2 at 2:08 PM and en 1106714 with the Activities |
: Drector at 12:19 PM and the DON at 12:47 PM

‘ rovealed they had all receivad the iraining

| provided by the KSP officer on 10/24/14,
_completed return demonsiration and had taken s |
i post-test on which they had 1o score one hundrad -
percent. Per the DON, any new staff designated
to assist with outings would go throtigh the same

; education, return demonglration and post-testing. |

3. Review of the facility's, *Quting Guidelines
. Formy", undated, revealed the facllity had
dimplemented the use of a the "Pre-Trip Vehicle
. Safety Form™ which wag fo be completed by staff
' to double check the securty of ali residents and
i their wheelchairs when con the van, Continued
“review of the Form revealed a copy of residents’ :
| CNA care guides were to brought on each outing
. for every resident attending. The Form nofed '
t staff members were secure empty wheelchairs on:
i the bus to ensure safety of residents. 5

Hinterview on 11/05/14 with the HE staif person at |
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" 11:07 AM, Activity Assistant Aide #1 at 1:56 PM,
. Activity Assistant Alde #2 at 2:08 PM and on
C110614 with the Activities Director at 1219 PM
revealed thay had all been educated on the new

! They all reported being educated on the updated

with the DON revealed: she had also been

| Form™; Rasgident #1 was provided a wheelchair
which had a seif-releasing seat belt for oulings;

: and she had completed a thorough Investigation

s of the 10/03/14 incident involving Resident #1 on
10715414, which was sent (o the State Survey

| Agency.

i the resident was assessed by Occupational

Therapy (OT) and was provided a transport
. wheelchair with a self-refeasing seat beiton
S10/23H4.

: Inferview with the SCC on 11/06/14 at 1:.58 PM,

* ravealed revigions were made to the facifity's,
“Outings Guidelines” as per the AQC, He stated

i the "Outings Guidelines” process was a check off

* system for {o ensure safety of residents on the
faciity's van. Continued interview revealed

¢ changes were made o the process (o address

vehicle safety and to ansure all residents were

. secure restrained i their seat beits, Including

! rasidents in wheelchairs, He revealed the

Pre-Trip Vehicle Safety Form" was revised and

. the "Outings Guidalines" were revised te include

| the addiion of bringing the residents' CNAcare
cards on outings.

4. Review of the facllity's, "Outing Guidelines

F 323,

: process for ransportation of residents on outings,

"Pre-Trip Vehicle Safety Form” between 10/22/14 |
Pand 10024714, Interview on 1106/14 at 1247 PM ¢

_educated on the updated "Pre-Trip Vehicle Safety

Review of Resident #1°s medical record revealed |
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. Forns®, undated, revealed the facHity had
| implemenied the use of a the "Pre-Trip Vehicle
Safety Form" which was a check-off sheet {c be

*all residents and their whealchalrs when on the

. van, and noted a copy of each residents’ ONA

cara guides was 0 brought on each outing for
every resident aliending.

 Review of the in-service titled, "Outing
. Guideiines” revealed the fraining was conducted
“by the STC on 10722/14.

! tnterview an 11/05/14 with the Director of
Housekesaping and Laundry at 2:27 PM and on
[ 11/06/14 with the Activities Director at 1119 Al

: alt been educated on the naw "Outing Guideiines™ |
“process on 10/22/14, :

interview with the 8CC on 11/068/14 at 1:08 PM,
rovealed he provided the in-service Wralping ot
10/22/14 at 8:00 PM as per the AOC. The SCC |
revealed the in-service was compleled with afl of

: the department managers as per the ACC, who in|
: urn provided the education 1o staff in their
depanments regarding the new "Outing

! Guidelings".

5. Review of the facility's "Census Board” Report
datec 1022114, revealed residents were
assessed for use of elaclric wheelchairs. '
: Resident #1 and Resident #4 were determined o

have the electric wheelchairs during the i
| asgessment.

H

; Interview on 11/05/14 with QT #1 at 11:43 AM and'
(OT #2 at 1.47 PM revealed they assessed
Resident #1 and Resident #4 and delermined the |

! completed by staff 1o double check the security of

" and with the DON at 12:47 P\, reveaiad they had
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F 323,

_rasidents neaded special transport chairs for

: outings which the residents were provided with

" and their care plans updated o include this
infarmation,

; Review of Resident #1's and Resident #4's care
: plans revealed the care plans were updated to
reflact the new transport chairs provided by OT.

i Interview with the SCC on 11/05/14 at 1:58 PM
" revealed the assessment of all resident’s who
had electric whegichairs was parformed as per
the AOC on 10722714, He revealed Resident #1
{ and Resident #4 were assessed by OT to reqvire«
| special ransport wheelchairs for culings.
intorview, Resfdent #1's transport whesl chalr was
equipped with a self-releasing seat belt as per the '
; resident's care plan.

B. Review of the faciiity's inferviews conducted
with residents whe had a BIMS score grester

i than eight (8] reveaied the residenis were asked

- to answer questions on a questionnaire regarding |
any concerns. Continued review of the resident
interviews revealad the DON, ADON and 38D

: questioned the residents on W/22/14. Review of |

{ thie CMA Skin Care Alert for rasidents with a BIMS

' of less than eight (8) revealed physical
assessments of those rosidents werg completed

by the DON, ADON, Unit Managers or RN

. Supervisor,

interview with the SGC on 11/08/14 at 1:58 PM,
revealed resident interviews were conducted as |
: per the AQC for residents with a BIMS of eight (8)°
L or greater. The SGC revealed as per the AOC,
“rosidents with a BIMS of less than eight (8) were |
physmai y assessed for injury. Per interview, staff :
. were also asked if they were aware of any

FORK CMS-2E67{02.89) Pravious Versions Obsolele

Event D oG Facifify I 104074

if continualicn sheef Page 48 of 78




DEPARTMENT OF HEALTH AND HUMAN SERVIGES -
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: $1/2402014
FORM APPROVED
OMB NQ. 0838-0381

[p DATE SURVEY

STATEMENT OF DEFIGIENCIEES 1(.&1) PROVIDE RFSUPPLIERICLIA { {2} MULTIPLE CONSTRUCTION
AND AN QF CORREGTION IDENTIFICATION NUMBER: PR COMPLETED
ABULDING e
i <
185148 B WING [ 11/06/2014
NAME OF FROVIDER OR SUPPLIER i STREET ADDRESS, CITY, STATE, ZiP GODE
i
200 GLENWAY RCAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER ,
WINGHESTER, KY 40331
(X4 1D AUMMARY STATEMENT OF DEFICIENCIES i3 PROVIDER'S PLAN GF CORRECTION s
PREFIX | (FACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORAECTIVE AUTION SHOULD BE § CONPLETION
TAG REGULATORY QRLSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED T4 THE APPROPRIATE CalE
DEFICIENG')
F 323

F 323 ; Continued From page 46
concerns regarding residents.

7. Review of the facility’s personnel file audits

t reveated all files were audited by the Chaplain,

. HR Director and LPN #5, Unit Manager, who |
! gignad and dated the completion of the review of

i the files on 10723714, The Slate Supvey Agency :
“reviewed five (5) perseninel recordzs with no
- concerns identified. 5

i Raview of the facility's "Healthcare-Event”
cident/Accident Report audit sheet revealed it

Hincluded review of all incidenis from 07/22114

_trough 10/22114, with no concerns identified.

; interview with the HR Director on 11/05/14 at
“I107 AM, revealad she, along with the Chaplain
; and LPN #5 reviewad all emiployes personnel
files,

Interview with the SCC on 11/06/14 at 1:08 P,

i reveated all staffs’ persannel files were checked
as per the AQC with ne concerns identified.

: Continued interview revealed the audits of the
InsidentfAceident forms ware performed as por

Lihe AQC, with no concerns idenfified. Per

. interview, the audits would continued and the

f clinicat feam would address any issues. The

. SCC revealed the audils would also be performead .

: on weekends and hofidays. {f any concerns were |

; noted during the audits of the IncidentAccident

* Reports stalf would nofify the Administrator and

; DON.

[ B. Review of the facility's audits of residents’ care !
“ plans and CNA Care Plans, which began on )
; 10722114 with a completion date of 10/28/4,
“reveated all the residanis’ care plans and CNA

i Care Plans were reviewed and/or updated and
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; revised as necessary to show the resident's
~curtent care nesds. revisions in the
i comprehensive care plans, as well as, the
. Certified Nursing Assistance Care Plans.

Cinterview, on THOB/M 4 at 12:47 PR, with the DON |
reveaied the ADON, Nussing Supervisor, MDS

: Nurse and herself had performed the care plan

reviews and ensured the care plans reflected

i each resident's assessed needs,

*Interview with the SCC on 11/06/14 at 1:08 PM,

: reveated all residents’ care plans and CNA Care

" Plans (care cards) were audiled and reviewed by ¢

fthe DON, ADON, Nursing Supervisor or MDS
Nurse o ensure they were carrect according o

! the resldent's assessed needs, He raported he

. along with the other Corporate Consuitants

“looked over the completad care plans afier fhe

i audit 1o ensure they were correct.

8. Review of the "Environmental Rounds" check

_ sheet revealed the facility's deparlment heads

would be responsible for conducting the

; environmental rounds of the facility which bagan

“on 10i22/14. Review of the 10122714

: "Environmental Rounds” check shest revealed

" the rounds were completed by the Hougsekeaping

i Director, Activity Director or Administrator. ;
Review of the "Environmental Rounds” schedule

ravealed departiment head managers wore

_assigned to check the facifity's environment for

t accident and safety hazards.

! Interviaw with the Director of Envirenmental

; Services, on 11/08/14 at 3.04 PM, revealed he |
‘ had been assigned ¥ conduct the "Environmental |
; Rounds” checking for concerns related to safety
Tof residents. Wa reporied that if he noliced a
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he would repair the problem himself,

| Interview with the Administrator on 14/08/14 at
i 3:35 PM, revesled the "Envirgnmental Rounds”
were completed by the Housekesping Director,

FADC. She stated thess continued o be
performed by the facility's department head

; irranagers,

. 10. Raview of the In-service sign-in sheels dated
10/22114 revealed signatures for the

- Murse, Activity Direclor, HR Director, ESE, 88C,
: Admissions Direstor, Medival Records staff

: the In-service was conductad by the SCC

! regarding the facility's care plan policies,
incidentacoident policy and the revised "Outing

¢ Guidelings” process. Review of the post-tests

“taken by (he above staff revealed all had scored

ona hundred percent as per the AQC.

interview on 11/05/14 with the HR Director at

L at 3:04 PM and on 11/06/14 with the Activity

. with the SSD at approximately 115 PM, wilh the

: SUC at 1135 PM, with the Administrator at 3:35

- PW, revealed they wers all in-serviced by the

. SCC on 10722114, regarding the facility's care

| plan policy, revised "Quting Guidelines” process
and accident/incident policy prior to ralurming o

i score of one hundred percent on the post-test.

. 1. Review of the in-sefvice sign-in shests and

. concern whils conducting the environmental four,

~Administrator, DON, ADON, BM Supervisor, MDS ‘

person and Chaplain. Continued review revealed |

. 11:07 AM, the Divector of Environmentat Services

“Director al 12:20 PM, with the DON at 12:47 PM,

; work that day. They reporied having to receive a

" documentation revealed all the in-services began
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| Activity Director or harself on 10/22/14 as per tha
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“on 10122714 and were complated by 11/03/14.
Review of the cerlified mail receipts, dated for

1072714, revealed letters were mailed fo staff
who were nol scheduled to work during the ;

i in-services. Review of staffs’ post-tests revealed

* scores of one-hundred percent. :

! Interview on 1H05/14 wilh the HR Direclor at
11:07 AM, the Director of Envirormenial Services |
i at 3104 PM and on 11/06/14 with the Activily
" Director at 12:20 PM, with the DON at 12:47 PM,
. with the 88D al approximately 1:15 PM, with the
FE0C at 1:35 PM, with the Administrator at 3:35
P, revealed they all had assisted with
in-servicing staff after their training on 10722444,
regarding the facilily's care plan policy,
; accident/incident policy and revised "Outings
F Guidelines” process. They stated post-lesis were :
~administered (o all the staff after the in-service
¢ traiining with siaff having to score one hundred
parcent or be re-educated until the score was
. oblained. Per intenview, no staff person was
: allowad to work untit they had received the
in-service and scored one hundred percent on the

: postiest, ‘

. Interview on 1H05/14 with Certified Nursing

! Assistant ({CNA)Y #1 at 10:45 AM, with CNA#2 &t

11:26 AM, with Activity Aide Assistant #1 at 1:56

: ML with Activity Alde Assistant #2 at 2:08 PM and |

* the Director of Housekeaping and Laundry at :
2:27 PM, and on 11/06/14 with CNA#3 at 857

CAM, with CNA#4 at 917 AN, with CHA #5 at &30

" AM, with the Activities Director af 11:19 A, with

. CNA#T at 12:10 PM, revealed they ail reported

i having been in-servicad on the care plan policy,
accilentsfinldents policy and the revised "Outing

: Guidelines” process. They stated they had not

‘ been allowed o work untit they had received the
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in-services. Further interview with the above staff ¢

: revealed lhey all took a post-test in which they

had to score one hundred percant or re-lake the

Stest. They ail reported receiving the required one
*hundrad percent on the posi-test,

T2 Interdlew with the SCC on 11/08/14 at 1:58
P, revealed he had been onsite since the IJ was'!
sealled 10722714, He reported he worked a .

*minimum of eight (8) hours a day fo etsure siaff

; understood the facifity's inservices and revised
$"Outing Guidelines" process, assisted with any
. investigations, performed observations of siaff
{ providing care o ensure residents received care

ag per theilr care plan, assisted with chart audits

s and provided oversight and consultation ag
‘necessary. He sfated he made rounds on all

shifts (o ensure the faciiily's policies were

Limplemented and followed,

(13, Review of the facility's "Care Delivery Audits”
“revealed the DON, ADON, SDC, or Nursing

Supervisor observed care delivery for five {5}

| different residents on different units for a total of

filteen (15) residents for any suspected neglect

i concerns of residenis as per the ACC.

 Interview on 11/06/14 with the DON at 12:47 PM
tand SDC at 1:35 PM, revealed they both had f

assistad with performing the "Care Uelivery

! Audits” on five {5) differant residenis on different
"upits.

Linterview on 11/06/14 at 3:35 PM with the

i

Administrator revealed the “Care Delivery Audlis” |

 had been performed on five (5) different residents |
- on different units since 10/22/14 as per the ACC,
- She stated the resulis of the audits were being |

: reviewed by the DON, corporaie siaff or hersaif
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| daily, and were being taken to the faciiity's QA
" Commitles weekly.

“imterview with the SCC on 11/06/14 at 1:58 PM,

. revealed the care delivery audits were being

- performed for five (5) different residents on
different units as per the AQC. He siated the

L audit began on 10/23/14 and the last listed audit
was on 1329414, He reportad the audit would

: continue for four {4) weeks and the results of the

 care audits would be reported 10 the facility's QA ¢

: Committes weekly to determine the further need

Hor continlied staff education. The SCC revealed |

~ne concerns had been identifiad at the time, but if

Hhere wera concerns, an investigation wadd be
immediately initiated.

14, Interview with the SCC on 11/06/14 at 1:58
: PM, revealed he was providing daily aversight of
“the tacility untt the |J was jifted. Then he would
. provide weekly oversight which would cantinue
*for four (4) weeks, then monthly thereafter,
Continued inferview revealad the QA Commiliee
f meeting would be held weekly, beginning
10/22/14, and for four {4) weeks izl o discuss
any concerns regarding the processes i
implemenied, and to determine at what frequency |
; any ongoing audits would need to continue. He
* stated the QA Committee meetings would then be |
; performed monthly for continued foltow up and
- monitoring. Per interview, the Administrator was
responsible for oversight to ensure an effective
pans were in place to meel sach rasidants’
" needs, and ensure identification of concerns and
. implementation of plans invalving all faciity staff

F 490 483.75 EFFECTIVE

&5=7 ; ADMINISTRATION/RESIDENT WELL-BEING

(%23 MULTIPLE CONSTRUCTION Jons paTe survey
A BUILLING | COMPLETED
i
B WING 11/06/2014
[ STREET ADDRESS, GiYy, STAIE, ZIP COng
200 GLENWAY ROAD
{ WINCHESTER, KY 40351
0 PROVIDER'S PLAN OF GORREGTION 5)
PREFIX {EADH CORRECTIVE ACTION SHOULD BE ; COMPLEFON
TAG CROSS-REFERENCED T0 THE APPROPRIATE BATE
DEFICIENCY)
F 323
i
F490
: I On 10/22/14 the SCC educated %!//1{1
£ 490 all the facility’s adininistration,
including  the  Administrator]
DON, ADON, Nursing
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Supervisors, MIDS

F 490" Continued From page 52 LR 490
? A facility must be administered in 2 manner that | ;
, @nables it to vse its resources effectively and
f efficiently to attain or maintain the highest
. practicable physical, menial, and psychosocial
fwell-being of each resident.

This REQUIREMENT is not met as evidenced

; by:
" Based on interview, record review, review of the

s facility's policies, Adminisirator job description,
"and Incident Reporls, it was determined the
; facility's Adrninistration faled to have an effective |
gystem In place o ensure policies and "
{ procedures were implementad to ensure the
residents’ enviranment remained as frae from
Laccident hazards as possible, ensure slaff were

trainad and knowledgeable regarding the process

t for ensuring safety of residents on facilily cutings !
~and ensure staff implemantad residents’ care
tplans. {Refer fo F-282, I-323)

| Resident #1 was fo attend a facility ouling on
10763714, and was assisted out of his/her

! motorized wheelchair with 2 self-releasing seat
. belt, for which hefshe was care planned to have
*for security, into a manual wheelchair, without a

"1 onto the fac ity's van, however, did not ensure
. the resident was securely restrained with a seat
* beit prior to the van ; maving. Buring the
- transportation at approximately 2:15 PM, the van
* suddenty stopped for a traffic kight and Resident
,#1 lew” ouf of the manual whaelehair onto the
f van floor. Registered Nurse (RN) #1, who was
s present on the van, immediately assessed
* Resident #1 and he/she was transported io the
; hospital Emergancy Room where hefshe wasg

. sell-reieasing seat bell, Staff assisted Resident | 5

Coordinators, QOI  Director,
HE Director, Environmental
Services  Director, Social
Services Pirector, Admissions !
Director, Medical Records, ;
SDC, and Chaplain on the care
alan policy, including folfowing -
care  plans, accident  and |
incident  policy,  inclading
ensuring an environment free of ©

accident and hazards, and the

revised outing guidelines with ;
new  monitoring  process o
ensure resident safely during’

outings.

Administrative oversight of the

facility was completed by the

VP of Operations, Sigasture.
Care Consultant  or Specfail
Projects  Administrator  daily’
kil removal of immediacy:
beglnning on  10/22/14, then,

weekly for 4 weeks.

Starting on 10/22/2014 and \1%
completed on 14/24°2014, all

the facility staff was educated
on the facility’s care plan
policy, including following care
plans, accident and incident
policy, including ensming an
environment free of accident
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: was Kentified on 1(/22/14 and determined to :
“axist on 1003714, The facilily was notified of the
immeadiate Jeopardy on 10022114, ;

" the facility nrovided an acceptable credible

i Allegation of Compliance (AGC) on 10/26/14,

! afleging removal of the Immaediate Jeopardy cn

07254, The Immediate Jeopardy was verified

i to ha removed on 128714, ag alleged, with

“remalning non-compliance at 42 CFR 483.75

. Administrafion, F-490 al a Scope and Severily

§{BI5) of a "%, while the facilily develops and
implements a Plan of Correclion (POC), and the

: facility's Quality Assurance continues to monitor

“fo ensure compliance with systemic changes.

| The findings include:

: Review of the Administrator's Job Description,

: updated Dacember 2011, revealed the

_ Administrator was responsible for leading and

i directing the overall operations of the facility in |
* accordance with residents’ needs, government |
. reguiations and company policies. Continued .
 reviaw revealed the Administrator's management |
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DEFICIENCY)
: : and hazards, and the revised
F 490, Continued From page 63 F 490, outing guidelines with new '
! diaghosed with a large Hermatoma to the right monitoring process o enswre |
5 ;c;rf_a;:eact} ??;-P;he V?Eg%?gfwmeﬂ fo the resident safety during outings
! X n \ . gy .
Hlaclily at 450 P 0 by the  SDC,  DON,:
i The facility's Administrator's failure {0 have an Administrater, ADON, Narsing
¢ pffective system m place o ensure policies and Supervisors, QOL Director, HR |
. procedures were implemented to ensurs the Director, Environmentsl
. o ¥ : I -\ . . N ¥ g
: residents’ environment remained as frae from Services  Directar,  MDS
accident hazards as possible, ensure siaff were Coordinators. Social Services
i trained and knowiedgeabie regarding the process | o Sr MR .
*for ensuring safely of resldents on facility outings, _ [Hrector, Admissions Director, |
. and ensure stalf implemented residents’ care ! Medical Records, and Chaplain. |
i plans was likely to cause risk for sesous injury, i
~harm, impairment, or death. Immediate Jeopardy 3, On 10/22/14 the 8CC educated

all the facitity’s administration,’

melading  the  Administator,

TION, ADON, Nutsing
Supervisers, MDS,
Coordinators, QOL E}i;'ectoa:E
HR  Idrecter, Environmental:
Services  Director, Social
Services Director, Admissions!
Director, Medical Records,_

8DC, and Chaplain on the eare!
plan policy, including following,
care  plang,  accident and
incident  policy,  including
ensaring an environmernt free of
accident and hazards, and the
vevised outing guidelines with
new moniforing process {q
ensure resident safety during
outings, :
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¥
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NAME OF PROVIDER OR SUPPLIER
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=§ STREET ADDRESS, QITY, STATE, 7P CODE
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dutiss included, but were not limited o, hiring,

[ raining and developing, coaching, counseling

. and terminating facility staff as deemed

i necessary. In addition, the Job Description

. revealed the Adminisirator's duties included

" monitoring delivery of ntirsing care and ensuring

: residents’ nesds were addressed. Perthe Job
" Description, the Adrainistrator was resgonsibie for
i the Tacility's Quality Assurance {QA) program and |
" to maintain a working knowledage of and confirm

f compliance with all governmental regulations.

' Review of the faciity's,"Safety Precautions for

: Activities™ policy, revised January 2009, revealad |
“the facilily was to provide supervision, safety and
i & safe environment for ail residents during any !
" facility activities.

_ Review of the facility's, "Outing Guidelines”,
‘undated, revealed the facility was to ensure the
. safety and well-being of residents, and staff wera
1o "double check” residents’ seourity for both

. residents who were ambuiatory and residents
"who ware being ransported in a wheslchair on {
: the facifity's van. Per the Guidalines, staff should
"not assume” residents had been secured {
i properly on the van.

[ Review of the "Accidents and
ncidents-lnvestigaling and Reporing policy,

travised April 2013, revealed the Nurse

. Supervisor/Charge Nurse andior Depariment

* Director or Superviser was to "promptly” mitiate

; an investigation of an accident or incident and

" document the investigation. Per the Policy, all

accidents involving residents were fo be

_investigated and reported to the Administratar.

Review of the facility's "Care

(X430 BUMMARY STATEMENT OF DEFICIENCIGS o FROMIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICHENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE | CONPLETIOH
TAG REGUIATORY DR LIC IDENTIFYING INFORMATION) AG GROSS-REFERENCED TO THE AFPROPIIATE T8
DEFISIENGY) ;
! Administrative oversight of the
F 450, Continued From page 54 450, facility was completed by the

VP of Operations, Signature
Care Consultant or Speeial :
Projects  Administrator  daily |
wntil removal of immediacy
beginning on /22714, then:
weekly for 8 weeks, then:
monthly.

i

Starting on 10/22/2014 and was ¢
completed on 10/24/2014, all;
the fawility staff was ethzc&le{i;
on the facility’s care plan’
policy, including following care!
plans, accident and incident;
poliy, including ensuring ar,
environment fiee of acci.dcnt_:
and hazards, and the revised'
outing guidelines  with new:
monitoring process to ensure:
resident safety during outings,
by the SDC, DON,
Administrator, ADON, Nursiz}g5
Su;ﬁez‘visa{s, QO Director, HRG
Flirector, Environmental
Services Director, MDS
Coordinators, Social Services
Director, Admissions DHreetor]
Medical Records, and Chaplain;

The new Pre-Trip Vehicld
Safety form was implemented
on 10/3/14 and was revised on
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10/22/14 o be completed on:
F 490 : Canlirused From page 55 F 490; any facility outing, The .
Plans-Comprehensive” policy, revised Oclober | ' Administrator will sign off on !
; 2010, revealed care plan devalopment was {o ; ; all Pre-Trip Vehicle Safety.
Ty 1 N . - - :
- Inclide developing interventions which weare Forms completed. !
targeted and meaningful {o each rasident.
' Review of the facility's Incident Report dated On 10/24/14 Ofticer Tinsley |
with the KY State Police

?0/{}3!14 revesied Rasident #1 was in a :
: wheelchair on his/her way to a facility outmg when
: lhe resident fell out of the wheelchair inlo the :
; aiste of the facility van, hitting histher head on me 5
s van floor. According to the incident Report, ona
{13 of the contributing factors Resident #1 fell out |
i of the wheelchalr was the resident had difficulty
“maintaining hisfher sitfing balance, related to i
. diagnoses of Cerebrovascular Accident (CVA)

s withs right-sided Hemiplagia and a Right Above £he
e(aee Ampulaiion (AKA}

5 Rew‘ew of the hospital Emergency Room (ER)
record dated 10/03M14 at 2:52 PM, revealod
| Resident #1 had sustained an injury fo histher |
head after a faif on the facility van. Review of the
. ER record revealed the ER Physician diagnosad
[ Resident #1 with a Jarge Hematoma to the right
forehead area.
(
'Rocord review revealed Resident # 1 was totally
. dependent on assistance of two (2} staff for alf
| ransfers and, had an Physician's Order for a
" self-releasing seat beit when up in wheeichair
. related {o resident's sense of seowrily rejated ©
! the diagnosis of Right AKA. Review of Rasident
- #1's Comprehensive Care Plan revealed the
: Iacility care planned the resident to have a
: gelf-releasing seat belt when up in 8 wheelchair.

; However staff interviews revesled even though
they were aware Resideni #1 required a

. ceiﬂrﬁeasmc seat balt when in a wheelichair, Lhev

Vehicle Enforcement provided !
education and training related to
vehicle  safety and  pre-trip
inspection and properly
secring  passengers  with  al
return demonsiration to  the
aursing administration, nursing’
staff, medical records stafl};
qualily of life staff, chaplain,’

: adminisirative stalt,;
housekeeping  staff, and the
rehab services manager,

Any pew iransport staff will
have to demonstrate to the
Administrator the proper safety:
beit application prior to go'iugf
on an oufing with the residents;

In  the absence of the
Administrater, the [DON]
' ADON., or Staff

Devetepment Coordinator may
educate and siga off on ihé
return demonstration of pr opu
safety belt application.
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(X5}

had not ensured the resident was properly
; restrained with any type of seat balt prior o
“movament of the facility van on 10/03/14. Staff
. failed to "double check” residents’ security and
ot assume” residents had been secured

i resident outings, Staff interviews revealed the

facility had not formally trained them on assist ng

! residents who ware atiending culings and
ensuring residents’ safety while on the outings.

: Staff interviews also revealed staff thought the

. when Resident #1 was in his/her motorized
" wheelchalr.

Vinterview with the Diracior of Nursing (DON; on

: revealed lhe Activily Director "informaly® went
over the facility's "Quiing Guidefines™ with staff

i before each outing. According fo the DON, she

wag aware of Resldent #1's ordered and carg

| planned self-releasing seat belt when in a

‘wheelchalr. However, she reported she thought

. the self-releasing seat belt was for only when

! Resident #1 was i his/hey molorized whaslchair,

not when baefshe was in a manual wheslchair,

The DON revealed the facility had no palicy

specific to staff following residents’ care plans;

{ however, it was the expectation staff would do so.

}

: Interview and record revisw revealed the facilily
* faited to conduct an investigation related fo the
. incident per the facility's policy which slated staff
P would "prompliy” initiate an invastigation of an
accident or incident and document the
linvestigation. Record review revealed the :
" investigation of the accident was not injtiated until
¢ 10710714, seven (7} days later.

properdy on the van per the facility's guideiines for ‘:

" resident’s self releasing seathelt was only for use

A4 at 2:00 PM and on 10722714 at 4:05 PM, |

VP of Operations, Signature .

Care Consultant or
Projects  Administeator
wtil removal of
beginning on  10/22/14,
weekly for 8 weeks,
monthly.

All Pre-Trip Vehicle

Administrator,

DON, ADONs, 3DC or Mursing
Supervisor will observe the cate.
delivery, per the care plan for’
different;
residents/unit for a total of 15:
residents daily beginning oni

any concerns on 3§

10/22/14  ontil  removal  of,

immediacy 10/25/14 and then’
on: § different residents per unit:

3 days a week for 4 weeks, then
weekly for 4 weeks, Results of
the care delivery audits will be
reported 10 the QA committee
weekly to determing the further
need of continued education or
reviston of plan. At that time/
based on evaluation, the QA
commitice will determine at
what frequency the audite will
need to  continue. Concerng

Safety;
Forms will be signed off by the

Special

daily !
immediacy
then *
then !

X4) 1o
PREEIX | {FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
TAG REGEHLATORY OR LEC IDERTIFYING INFORMATICH) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY) :
! 4. Administrative oversight of the
F 490, Continued From page 88 F 4801 factlity was completed by the |
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F 466 Continued From page 57
i Conlinued interview with the Director of Nursing
(DONJ on 10/21/14 at 2:00 PM and on 10/22/14 |
tat 4:05 PM, revealed when the facility first learned
. of the accident involving Resident #1 it was :
" unciear what had happened on the van for the
. resident to fall out of the wheelchalr. Shd skaled
sha thought Resident #1 had possibly ramoved
( both {shoulder and lap) seat belis by
himselithersedf after the van started moving, and
! did not know unitll later staff had not ensured the
. soal belts were in place prior to the van moving.
! Per interview, on 10/03/14 after Resident #1's
; accident, the facility completed an Incident
* Repart; however, an invastigation was not ;
Cnitiated untit 10/10/14, to determine the cause of
the fall. Even though the facility’s polioy stated |
| acility staff were o "promptly” inifiaie an
investigation of an gecident. The DON indicated
i the Tacility did not conduct an investigation on
10/03/14 because staff thought the incident
cinvolving Resident #1's falt was not abuse or
. neglect and was just an accident. Howaver, the
*facility's policy was specific to investigating
. accidents and Incidents, not abuse or neglect.
' Continuad interview with the DON revealed the
; nurse completing the facility's "Event Manager”,
* the computer system used for
| accidentsfincidents, determinad the "coniributing
factor™ for the fall on 10/03/14 was the resident
{ having difficulty maintaining hisfher siffing
“balance. However, the DON indicated she did
! not know how this was determined by the nurse.

L interview with the Administrator on 10/21/14 at
2:45 PM revealed she first hecames aware of the
¢ incident involving Resident #1 on 10/03/14 when
. thae Activity Director cailed her from the ER. She
| stated she thought Resident #1's seat balis had
: pogsibly maliunctioned, and when the van

identified wiil be corrected
irmedistely and reported to
Director  of MNursing ot
Administrator,

£ 400

Daily, Monday thro Friday all |
accident and Incidents will be .
reviewed by the DON, ADON,
or Nursing  Supervisors to
gnsure all current care needs ;

were  implemented  and  a,
thorough  investigation  was
completed. 5

The ongoing processes will be'
discussed in  the Quality!
Assurance committee meeting:
monthly for three months, for;
recommendations  and  for
frther follow up as indicated.’
The members of the Quality;
Assurance comunittee include,.
but not Hmited to the Medical
Director, Administrator,)
Director of Nursing, Assistant’

Director of Nursing, SDC,
Secial  Services  Director,
Dietician,  Quality of Lifg

Director, and Unit Managers.
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: returned to the facility all the seat balis on the van

were Inspected and found to be intact and i
functioning properiy. She stated after lsaming of

¢ the incident involving Resident #1's fall on the

“bus, an Incident Report was completed. The

: Administrator indicated on 10/03714, she was .

taware an investigation had not been infliated that
day lo determine the cause of Resident #1's fall,

: as per the policy, as it was not abuse or negiect

“and just an accident. However, the facilty's

. policy was specific o investigating accidents and |

L incldents, not abuse or neglact. She stated the |
faciity's management team met on 10/05/14,

| after learning of Resident #1's accident, and

developed a new form fitled, "Outing Safety

. Checidist” to be used for alt residents’ oulings o

L ensure safety of the residents. The Administrator |
stated the management lsam falt that they

» needed to put 2 system in place (o ensure all

‘residents’ seat bells were Tastened prior in

. movement of the van, other than the current

" system of the Activity Director verbally asking if
the seal balts were fastened. She reparted eight

: {8} staff members were in-serviced en the new

*form on 10/03M14; howsver, no further in-sarvices .

. hadt been pedormed until Comporate’s approval of |

! the new checklist was received. The
Administrator acknowledged her duties and

responsibilities located in her Job Description;

however, stated she did not fee! har staff were

not tratned and educated regarding the care of

- residents during transport to ensure their safety.

The faciiity provided an acceptable, credible

| Allegation of Compliance (AOC) on 10/29/14, with:
alleged removal of Immediate Jeapardy (1),
. effective 10/25/14. Review of the AOC revesled
! the faciiity implemented the following:
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i 1. The inftial investigation of Resident #1's fall
“was started by the Director of Nursing (DON) an

10410714, The investigation inciuded: Resident

' #1 was assessed by the Assistant Director of

: Nursing (ADON) on 10710414, staff siatements

“were obtained 10/M10/14 through 10/14/14 by the

. Administrator, Director of Nursing (DON), Social

* Services Director (SSD) and ADON: resident's

; slatements were oblained 10/10/14 through

“10/14H14 by the Administrator, DON, ADON, or

: 880, from the residants who were on the van

“when the 10/03/14 incident involving Resident #1

: oocurred; "the wheelchair placement area” on the
van with the "failad seai beil function”, was placed

i out of service on 10/10/14 by the Maintenance

Direcior.

2. Contacts, which started on 10/03/14 by the

t Administrator, were made to severa!l agencies to

. get all seat bells on the van assessed for proper
unction and safety. An officer with the Kentucky ¢
. State Police {(KSP) Vehicle Enforcement provided
" education/training on 10/24114 for eight {8) ’
; hursing administrations staff, two (2) nursing staff,
‘one (1) Medical Records staff parson, three (3) !
; Quality of Life {Aciivity} StaF, the Chapiain, seven
F(7) administrative staff, two (2} housekeeping 5
; staff, and the Rehabilitation {Rehab) Services .
" Manager, who were afl designated transport staf,
; reqarding pre-trip vehicle inspection and properly |
" sacuring resident passengers on the van. Returs |
; demonstration was completed by these staff at

" the training that was held on 10/24/14, All the

; designated trangpart staff were 1o complete g )
*demonsiration to the Administrator prior to going ¢
i on another outing o ensure understanding of

" proper safety belt function. Any new designatad

i transport staff will demonstrate to the

" Adminisirator proper safety belt application prios

D
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i to going on an outing with the residents.
i 3. Anew process was pul in place lo ensure
‘residents’ safely while on the van which included
; a safety check off sheet implarnentad on 10/3/14 §

! by the Administrator. The facility also
implemnented changes to the "Outings Guidelines”
which included: staff ulilizing the "Pre-Trin Vehicle
Safety Form"”, which was revised 10022014, prior
i every outing to ensure safety of residents; and &
“copy of the Cerlified Nursing Assistant {CNA)
i "care gulde” for each resident would be taken on
* every outing fo ensure residents’ care plans were
folfowed. The designated transport staff and two |
t(2) van drivers received gducation/training on the .
hew process oh 1003714, by the ADON. The :
| dasignated transport staff was educated on the
updated "Pre-Trip Vehicle Safaly Farm”, which
 began on 10/22/14 and was completed on
244, Resident #1 was provided with a
: fransport wheelshair, to include a selfrelzass
“seat belt, on 10/23414 that met resident care
. heeds and ensured the residents safely during
ftransport in the facility van. An investigation of
the 10/03/14 incident involving Resldent #1 was
i completed by the DON on 10/15/14.

: 4. The new "Oufing Guidelines” process which
"included the "Pre-Trip Vehicle Safely Form® and
copy of the CNA “care gulde” for each resident,
- that wers 1o be taken and followed an 2l culings,
would also ensure residents’ care plans were
followed on the outing when the residents ware
“onthe van. Al epariment Managers received
i educationfraining on 10/22/14, regarding the now |
T"Outing Guidelines® process providad by the '
; SCC.

, 5. All residents were assessed by the DON,
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CADON, or Registerad Nurse (RN) Supesvisor on
102214, for electric wheeslchair usage, to

; determine i residents' safely needs were mef,

" along with any care planned safely devices for

: safoly needs during transport in the facilify van,

" as outlined by residents’ care pians.

6. Altresidents ware assessed. Residents with a;
! Brief Inferview Mental Status (BIMS) score

; greater than eight (8), wera inferviewsd begining |
' 10/22/14 and completed on 10/23/14, by the

¢ Administrator, DON, ADON, 55D, Registered

" Dislician (RD), Chaplain or Madrsa! Records staff
i for any concerns. Residents with a BIMS score
_fess than sight (8) were physically assessed by

: the DON, ADON, Linit Managers, or RN

. supervisar, The assessments, interviews and

" questionnaires were reviewed by e

: Administrator or Signalure Care Consuitant
HECC on 1072304,

/. All parsonngl files were audited 19/22114 by
“ Human Resources staff, Chaplain or Nursing
. Supervisor for any concerns, with results given to
“the SCG on 10423414, for review. Additionally, all -
s accident/incident reports from July to 10/22/14
“were reviewad on 10/23/14 by the DON, ADON, |
¢ 3DG or SCC to identify any concemns and ensure
incident reports and a thorough investigation was
: completed, with no concerns identifted,

1 8. Ali residents’ care plans and CNA care plans
were reviewed and updaled as nesdad to include

| residents’ wheeichalr safety devices, on 122014

. by the DON, ADON, Nursing Supe{wbor or

| Minimum Dala Set (MDS) Nurses to ensure each |

: resident's care plan and CNA care plan reflected

“the current cate neads of the rosident.

H
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© 8. Faciiity environmental rounds were compleled |
by the Housekeeping Diractor, Activity Director or

: Administrator on 10/22/14, to ensure the
residents’ anvironment was free of accidents and

hazards,

100 On 10722114, the 8CC educatad the facifity's

i management staff which included the
Administrator, DON, ADON, RN Supervisors,

FMDS, Quaity of Life (Activity) Director, HR staff,
Environmental Services Director (ESD), S8D,

i Admissions Director, Medical Records and

" Chaplain on the faciiity's care plan policy,

: accidentincident policy and the revised "Outing

" Guidelines” process, These staff could not refurn |

: 1o work until the education was provided,

! posttest administered and a score of one
hurndred percent was obtained. If they did not

{ score one hundred percent oh the post-test, the
staff person was immediately re-aducated and

: post-test re-administered. The process continued

“until all the above management staff obtained :

; one hundred percent on the post-test. Al

{ post-tests were reviewad for compliznce by the
SCC.

1. The management staff which included, the
| Adrministratar, DON, ADON, RN Supervisor,
* WMDS, Quaiily of Life (Aclivily) Director, HR staff,
ESD, S50, Admissions Director, Medical :
Records staff, or Chaplain, after completion of the
aducation, re-educated all facility staff on the
; fagilty's care plan pelicy, accident/ingidant policy
tand the revised "Ouling Guidelines” process
_starfing on 10/22/14, By 106/24/14, one hundred
- and twenty-six {126) of the facility’s ane hundred
and eighty-ning {189} staff had been re-educated. |
: All empioyees who hed not received the _
*education were sent a certified letter on 10/27/14, ;
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i providing nofification to staif not to retum o work :
*untit education was completed, with no staff ,
; affowed to work until education was provided. All |
* staff provided the re-education completed an
_abuse postdest and a2 ene-hundred percent score |
! had fo be oblainad, or the staff ware immediately - ;
re-educated and the post-test was . :
i re-administered. This process was o continue
“untll staff oblained a score of one hundred
s percent on the posttest. This education was to
' be Included during orientation for alf newly hired
. staff who would not be allowed o work uniil the
F edlucation was provided, the post-iest
administered and 2 score of one hundred parcent
obtained. The facility does not employ or uiilize
agency staffing.

i

i

12, Anurse fram the facility's regional or ) ‘
. corporate office was onsite beginning 10722714,
Fand was to remain in the facility daily untif the
immediate Jeopardy (1) was {ifted. Thess
| nurses assisted with investigations, obsaived
staff treatment of residents, performead chart
audiis, observed environment safety, observed
carg delivery to ensurs it was provided as per
residents’ care plans and provided oversight and
| consultation. The facility's corporate Vice
' President (V) of Gperations, the Special
: Projests Administrator or the Direclor of Clinical
' Programs was to be in daily contact with the SCC
and wers o review allegations untll the {J was
! lifted,

13, Per tha AQC, the DON, ADON, SDG or

i Nursing Supervisor would observe the care ;
delivery for five (3) different residents on different

| units for a total of fifteen (15} residents for any

" ouneerns daily until removal of the 1, then would

: perform the observations weekly for four {4} ; _
Event fx 001G1T Facility 0 100874 i continuation sheet Page 84 of 78
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F 430 Continued From page 64
waeks, Resulis of the care dalivery/observation
audits were to be reported lo the facility's Quality

of plan. Concerns identified would be corrected
immediately and repartad fo the Adminisirator to
ensure invastigations wers compieted and, i

f The Administrator, DON, or member of the
. facility's regional staff were 1o review all the
i resident care delivery audits daily fo identify any

; be initiated upon receipt of the concem starting
"on 10/23414. The Administrator and one (1) of

. the foliowing: VI? of Operations; Special Projects
: Administrator; or SCC weuld review the
"investigations daily to ensure the above areas

fremoval of the L.

P14, The VP of Operations, SCC or Special

" Projects Administestor would provide

- administrative aversight of the facility daly until

i removal of the IJ beginning 10/22/14, aftar

rermoval of the 1) administrative oversight by the

above would continue weekly for four (4) weeks,

fthen monthly. A QA meeting would be held
weekly for four {4) weeks beginning 10722414,

i then monthly afterwards for recommendations

. Committes would daterming at what frequenc

i ahy ongoing audits would peed to continue. The

" Administrator had the oversight to ensure an
effective plan was in piace to meet residents’

i well-being, as wall as, an effective plan to identfy

facility concarns and implement a pian of

; correction to involve ail staff of the facility,

i Corporata Administrative oversight of the QA
Committes meeting would be compieted by the

¢ Assurance (A Committee weekiy to determine :
" the heed for continued staff education or revision

 necessary reported as por the facility's guidelines. ;

concerns. Investigations of any concerns were to ¢

; were covered, All the abova was o continue unti

and further follow up regarding the AOC. The QA :
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F 480 Continved From page 85

| Special Projects Administrator, Regional VP of
Operations, ar member of the regional staif daily
untit rerncval of the |4 beginning 10/22/14, then
weekly for Tour {4} weeks, then manthly
i thereafier.

. The State Agency validated the implementation of
| the facility's AOC as follows:

- 1. Review of the facifity's investigation report
reveaied: it was initiated 10/10/14 by the DON;

: Resident #1 was asssssed by the ADON on

1010744, wilness siatements of staff and

: residents on the van had been obtained by the

" Administrator, DON, ADON and $5I); and per the |

. Plant Operations Director (POD) written '

[ statement, the "wheeichair placement area” on

the van with the "falled seal belt function” had

| been placed "out of service” as per the ACS,

 Interview with the SCC on 11/04/14 at 10:30 AM,
“revealed the van had not iransported residents

: singe the incident involving Resident #1 on

L 10/03414, and he verified the faciity's

- investigation completion as above.

2. Review of the stalement signad by the ;
! Administrator, undated, revealed she contacted
" an officer with the KSP, who agreed lo offer
; fraining regarding safely on the van. Continusd
Freview of the Administrator's wiitlen staterment
_revealed the KEP officer provided the training on |
L 10/24/14 at 10:30 AM.

Review of the In-Service sign-in sheets, dated )
1W24/14, ravealed the officer provided instruction |
; on "Outing Education and Safety" for twenty-four
! {24) facility staff who signed the in-service sheets. |

FORM CMS-2567(D2-59} Previous Varsions Obsolete

Eveat 2 0QUGH

Faclity i0: 100074

if conitinuation shoot Page 88 of 78




DEPARTMENT OF HEALTHAND HUMAN SERVICES:

PRINTED: 11242014
FORM APPROVED
OMB NO._£838-0381

CEMTERS FOR MEDICARE & MEDICAID SERVICES
; [0 PROVIDERISUPPLIERGLA

(X3 DATE SURVEY i

L2 MULTIPLE COMSTRUCTION F
| COMPLETED !

f
1ara
i J DENTIEICATION NUMBER: & BUILOING
Lo
185146 [ B | A106/2014
NMAME OF PROVIEER Ot SUSDisn STREETADBRESE, CITY, STATE, ZIP 0ODE i
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER
FOUNTA WINCHESTER, KY 40391 ;
v SUMMARY STATEMENT OF DEFICIENCIES in ; FROMIDER'S PLAN OF CORREGTION ‘ g }
FREFIX [EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE I COMPLETION
TAG z HEGULATORY OR 150 DENTIEYING INFORMNTION) TAG . CROSS-REFERENCED TO THE APPROFFUIATE UATE
: : DERICIENGY)
& 490 Continued From page 86 F 490

* Obseivation on 11/05/14 st approximately 1:00
' Pi, revesaled the Quality of Life {Activity) Director
i and the Chaplain performed a demonstration of

. (HR) staff person at 11:07 AM, Activity Aide
i Assistant #1 at 1:56 PM, Activity Aide Assistant

| Director at 1219 PM and the DON at 12047 Pl
revealed they had all received the training
| provided by the KSP officer on 10/24/14,

‘3. Review of the facility's, "Outing Guidelines
; Form", undated, revealed the faciiity hac
“implemented the use of a the "Pre-Trip Vehicie

! to double check the sectrily of all residents and
their wheelchairs when on the van. Continued

 for evary resident altending. The Form noted

the bus lo ensure safely of rasidents.

{11:07 AM, Activity Assistant Aide #1 at 1:56 PM,
Activity Assistant Alde #2 at 2:08 PM and on

/08114 with the Activities Director at 12:19 PM
‘reveaied they had all been educated on the new

" what they had been trained on by the KSP officer.

Cinterview on 11/05/14 with the Human Resources -

#2 at 2:08 PM and on 1H08/14 with the Aclivilies ;

completed rotumn demonstration and had taken a
; post-test on which they had to score one hundred
“percent. Per the DON, any new staff designated
; 1o assist with outings would go through the same
“aducation, return dermonstration snd post-testing.

. Safety Form” which was to be completed by staff ‘
{ review of the Form revealad a copy of residents’ |
CNA care guides were to brought on each outing

 staff members were secure amply wheelchairs on

 Interview on 11/05/14 vith the HR staff person at

: process for transportaion of residents on outings. |
" They all reported being educated on the updated 5
. "Pre-Trip Vehicle Safety Form” between 10/22/14 |
Land 1024/14. Interview on 11/06/14 at 12:47 PM
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with the DON revealed: she had also been
"educated on the updated "Pre-Trip Vehicle Saf aly
 Form®; Resident #1 was provided a whaelchair
fwhich had a self-releasing seat balt for autings:
, and she had completed a thorough investigation
tof the 10/03/14 Incident involving Resident #1 on
10715114, which was sent to the State Survey "

| Agancy.

{ Review of Resident #4's medical record revealed |
, e resident was assessed by Occoupational
Therapy {OT) and was provided & transpart

. wheelchalr with a seif-releasing sest belt on
{10/23/14.

Vinterview with the SCC on 11/06/14 at 1:58 PM,
. revealed revisions were made to the facilily's,
C"Qutings Guidelines” as per the AOC. He stated

. the "Qutings Guidelines” process was a check off ;
* system for {o ensure safely of residenis on the

; faciity's van. Confinued interview reveaded

* changes were made to the process fo address

. vehicie safely and to ensure all residents were

! secure restrained in their soat belts, including

. Fasidants in wheelchairs. He revealed the
"Pre-Trip Vehicle Safety Form was revised and
_the "Outings Guidelines” were revised {6 include

! the addition of bringing the residents’' CNA care

. cards on olings.

4. Raview of the facllily's, "Outing Guidelines
| Form™, undated, revealed the facility had
implemented the yse of a the "Pre-Trip Vehicle
i Safely Formy which was a check-off sheet lo be :
completed by staff to double check the security of |
all residents and their wheelchairs when on the
van, and noted & copy of each residents' CNA
{ care guides was o brought on each outing for
* gvery resident attending.
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‘Review of the in-service titled, "Quting
i Guidelines” revealed the training was conducted
by the SCC on 10/22714.

Cinterview on 11/05/14 with the Director of
Housekeeping and Laundry at 2:27 PM and on
§ 11708714 with the Activities Direstor at 11:18 Al

process on 10422414,

| interview with the SCC on 11/06/14 at 1:08 PM,
reveaied he provided the in-service fraining on
(10122114 at 8:00 PM as per the ADG. The SCC

“turn provided the education to staff in their
_departments regarding the naw "Outing
| Guidelines”.

" dated 1072214, revealed residents were

. assessed for use of glectic whaelchairs.

! Resident #1 and Resident #4 were determined to |
have the electric wheelchairs during the

: assessment.

: Interview on VHOBM4 with OT #1 at 11:43 AM and
COT #2 at 147 PM revealed they assessed

: residents needed special transport chairs for

" outings which the residents were provided with
- and thelr care plans updated fo inciude this

- information.

i Review of Resident #1's and Resident #4's care
! plans reveaied the care plans were updated to
. reflect the new transport chalrs provided by OT.

“and with the DON at 12:47 PM, revealed they had :
all been educated on the new “Outing Guidelines”

“revealed the in-service was completed with all of

: the depariment managers as perthe AQC, who in’

: 5. Review of the facllily’s "Census Bozrd” Remrt

Resident #1 and Resident #4 and determined the !
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s Interview with the SCC on 11/06/14 at 1:58 PM
“revealed the assessment of all resident's who

; had electric whesichairs was performed as per
Cthe AQC on 10122414, He revealed Resident #1

i and Resident #4 were assessed by OT o raquire :
" special ransport wheelchalrs for oulings. Per S
Interview, Resident #1's transport wheelchair was
equipped with a seff-refeasing seaf belf as per the ’
. resittent’s care plan. ;

. 8. Review of the facility's interviews conducted
“with rasidents whe had a BiMS score grealar

. than eight {8) revealed the residents wers asked
"to answer guastions on a questionnaire regarding
; any conceras. Continued review of the resident
Hinterviews revealed the DON, ADON and S8D

. questioned the resldenis on 122114, Raview of

* the GNA Skin Care Alert for residents with o REMS
of less than sight (8} reveated physical
assessments of those residents were completed

, by the BON, ADON, Unit Managers or RN

! Supervisor.

Cinterview with the SCC on 11/08/14 at 1:58 PM,

. revealed resident interviews were conducted as

! per the ACC for residents with a BIMS of cight {8)

_or greater. The SCC revealed as par the AQC,

i residents with a BIMS of less than elght (8) were
physicaily assessed for injury. Per interview, staff ©

| were also asked if they wera aware of any

" concerns regarding residents.

" 7. Review of the facility's personnsl file audits

; revealed alt files were audited by the Chaplain,
“HR Director and LPN #5, Unit Manager, who

: sighed and dated the completion of the review of |
“the filas an 10/23/14. The Stale Survey Ageticy
: reviewed five (5} personnel records with no

H
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Ccancems identified,

Review of the facility's "Heaithcare-Event”

. Incident/Accident Report audit sheet revaated #
s included review of all incidents from 07/22/14

; through 10/22/14, with no concarns idenlified,

: tterview with the HR Director on 11/05/14 2t

C1007 AM, reveslad she, along with the Chaplain

i and LPN #5 reviewed afl employees personnet
files,

Interview with the SCC on 11/06/14 at 1:08 PM,
i revealed all staffs' porsormel fles were checked
. as per the AOC with no concerns identified.
" Continued interview reveated the augits of the
; IncidentiAccident forms were performed as per
“the AOC, with no concerns identified. Per
interview, the audits would continued and the
clinical team would address any issuss. The
SCC reveated the audits woudd also be parformed
“on weekends and halidays. 1 any concerns weore
¢ noted during the audits of the incidenbAcoident |
Reparts staff would notify the Adminisirator snd
FDON,

8. Review of the facility's audits of residents’ care )
plans and CNA Care Plans, which began on
11022114 with a complction date of 10/29/14,

. fevedied all the residents’ care plans and CNA

! Gare Plans were reviewed andior updated and

. fevisad a8 necessary to show the resident's
Lourrent care needs, revisions in the

. comprehensive care plans, as well as, the

! Certified Nursing Assistance Care Plans.

Interview, on 11/08/14 &t 12:47 PN, with the DON
; revesled the ADON, Nursing Supervisor, MDS
* Nurse and herself had performed the care plan
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s reviews and ensured the care plans reflected
_cach resident's assessed needs,

[ the DON, ADON, Nursing Supervisor or MDS

along with the other Corporate Consultants

_audit to ensure they were correct.

. would be responsible for conducting the

en 1072214, Review of the 1/22/14

! Director, Activity Direclor or Administrator.
| revealed deparfment head managers were
t accident and safely hazards,

! Inferview with the Director of Environmentat

¢ he would repair the problem himself.

: AQC. She siated these continued 1o be

Interview with the SGC on 11/06/14 at 1:08 PM,
revealed all residents’ care plans and CNA Care
. Plans (care cards) were auditad and reviewed by |

Murse to ensure %hey were correct according to
: the resident's assessed needs. He reporied he

Houked over the completed care plans after the

: 9. Review of the "Environmenial Rounds” check
! sheel reveated the faciity's depariment heads

- environmental rounds of the faciiity which began

"Environmantal Rounds® check sheet revealed
the rounds were completed by the Housekeeping

Review of the "Fnvironmental Rounds" scheduls

assigned to check the faciliy's ervironment for

Servives, on T1/08/14 at 3:04 PM, revealed he )
frad been assigned to conduct the "Environmantal '
Rounds" chacking for concems ralated lo safely
i of residents. We reperted that if he noticed a
" concern whils conducting the environmantal tour,

; Interview with the Administrator on 11/408/14 at

* 3:35 P, revealed the "Environmental Rounds®

. were completed by the Housekeeping Director,
* Activity Diraclor or herself on 10/22/14 as per the

AND PLAN OF CORRESTION
[
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performed by the faciiity's department head :
! managers. ;

10/22/14 revealed signatures for the
: Administralor, DON, ADON, RN Supervisor, MDS
Nurse, Activity Director, MR Director, ESD, S3C,
i Admissions Director, Medical Records siaff _
. person ant Chaplain. Continued review revealed |
{{he in-service was condusted by the SCC
; regarding the facifity's care plan policies,
Lincident/accident policy and the revised *Ouiting
; Guidelines” process. Review of the posi-lasts
“taken by the above staff reveated all had scored
: one hundred percent as per the AQC,

1 16. Review of the in-service sigh-in sheets dated

Interview en H/05/14 with the HR Direstor at )
11:07 AM, the Birector of Environmental Services |
[ at 3:04 PM and on 11/06/14 with the Activity L
. Director at 12:20 PM, with the DON at 12:47 PM, |
fwith the SSO at approximately 1:15 PM, with the

, SDC at 1:35 PM, with the Administrator at 3:35
{PM, revealed they were all in-serviced by the
_SCC on 10/22/14, regarding the Facility's care

* plan policy, revised "Ouling Guidelines” process

. and accident/incident policy prior to returning to
“work that day. They reported having to receive a
. score of one hundred percent on the post-test.

11, Review of the in-service sign-in sheels and )
documentation revealed all the in-services began !
on 10422114 and were completed by 1170314,
Review of the certified mail receipts, dated for
| 10/27/14, revealed felters were mailed to staff
.. who were not scheduled o work during the
fin-services. Review of staffs' postdasts revealed ;
. scores of one-hundred percent.

 Inierview on 11/05/14 with the HR Dirastor at
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11067 AM, the Director of Environmental Services |
; - &1 3:04 PM and on 11/06/14 with the Activity '
“Director at 12:20 PM, with the DON at 1247 P8,
- with the 55D at approximately 1:15 PM, with the |
1 SDC at 1:35 PM, with the Administrator at 3:35
. PM, revealed they all had assisted with
fin-servicing staff afier their training on 10/22/14,
regarding the fecility's care plan policy,
- accident/incident policy and revised "Outings

i administered to ail the staff after the in-service
training with staff having to score one hundred
percent or be re-educated undil tho score was
‘obtained. Per interview, no staff person was

. allawed 1o work unlit they had recaived the
‘in-service and scared one hundred parcent on the

, post-test,

Interview onh 11/056/14 with Certified Nursing
P Assistant (CNA) #1 at 10:45 AM, with CNA #2 ot
11:26 AM, with Activity Alde Assistant #1 at 156
EPM, with Activity Aide Assistant #2 at 2.08 PM and ;
the Director of Housekeeping and Laundry at ‘
(2127 PH, and on 11/06/14 with GNA#3 at 8:57 )
AM, with CNA#4 at 9:17 AM, with CNA %5 at 630 |
: AM, with the Activitios Direclor at 1140 AM, with
CONAHT at 12:10 PM, revealed they all reported
. having been in-serviced on the care plan policy,
f accidents/incidents policy and the revised "Outing
. Guidelines” provess, They statad they had not
: been allowed to work until they had received the |
In-services. Further interview with the above staff
i revealed they all took a post-test in which they
“had {o score one hundred percent or re-take the
; test. They all reporied receiving
* hundred parcent on the post-test.

12, Interview with the SCC on 1106114 at 1,58 |
: PM, ravealed he had been onsite since the 1) Was .,

Guidelines" precess. They stated post-tests were |

the required one

F 490"
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“called 10/22/14. He raported he worked a

s minimum of eight (8) hours a day to ensure staff

understood the Tacifity's inservices and revised

["Outing Guidelines” process, assisied with any
investigations, performed observations of staft

c providing care to ensure residents received care

. &8 per thelr cave plan, assisted with chart audits

tand provided oversight and consultation as

; necessary. Hs staled he made rounds on all

“shifts {o ensure the faciiity's policies were

s implemented and followed.

et

{ 13. Review of the facility's "Care Delivery Audits”
crevealed the DON, ADON, 8DC, or Hursing

| Supervisor observed care delivery for five (5
different residents on different units for a total of
fiftean {16) residents for any suspected neglect

; concerns of residents as per the AQC,

Interview on 11/06/14 with the DON at 12:47 P
and SDC at 1:35 PM, revealed they both had

[ assisted with performing the "Care Delivery

. Audits” on five (8} dilferent residents on different
“ units.

“interview on THOB/14 at 3:35 PM with fhe .
; Administrator revealed the "Care Delivery Audits"
“had been performed on five (5) different residents '
: on different units since 10/22/14 as per the AQC. ;
_She stated the results of the audits were being
s reviewad by the DON, cornorate staff or hersalf
_daily, and were being taken o the tacifity's QA
| Committes weekly.

fintervisw with the SCC an 11/06/14 at 158 FM,

- revealed the care delivery audits were being

- performed for five (8) different residents on

 different units as per the AQC. He stated the

! " audit bagan on 10/23/14 and the last listed audit :
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: Committes weekly to determine the further need
! or continued staff education. The SCC revealed
'no concerns had been identified at the 4 Hme, butbif . ;
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was on 10728714, He reportad the audit waould
Leontinue for four {4) weeks and the resuils of the

care audits would be reportad fo the facility's QA

[

there were concerns, an invesfigation would be

| rmmediately initiated,

14, interview with the SCC on 11/05/14 at 1:58
{PM, revealed he was provi iding dally oversight of

the faclity unlil the 1J was fifted. Then he would
provide weekly oversight which wauld continua

 for four (4} weeks, then monthly therzafter.
! Continued Interview raveaied the QA Committee

meeting would be held weekly, teginning

: 122714, and for four {4) weeks total to discuss
any concerns regarding the processes

implemented, and te defermine at what fr@aueﬂcy
any ohgoing audits would need to confine. He
stated the QA Committee mastings would then ba:

" performad monthly for continued follow up and

mormonrag Per :nierv;ew the Administrator was

: responsible for aversight to ensure an effective
: plang were in place 1o meet eash residents’

naeds, and ansure dentification of concerns and

- implementation of plans involving all facilily staff

H
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