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PRERIX (EACH DEF/CIENGY MUST BE PRECEDED &Y FLAL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
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[ To the best of my knowledge and balief, as
F 000 | INITIAL COMMENTS F000| agentof West Libarty Nursing and
Rehabliitation Centar, the following plan of
An abbreviated standard survay (KKY23584, substantial compliance with Federal Medicara
KY23605) was conducted on 07/30/15, and Medicald requirements, Preparation and
CU'“F"":‘“’{‘ ::;;353:5“;;‘;;;‘:4@"“9“ with exacution of this plan of correction does not
no rele iancies. was
: constitute an admission or agreement by the
fg?f;‘;::‘m vath deficient practice identified at provider of the truih in the alleged deficiencles.
F 157 | 483,10{b)(11) NOTIFY OF CHANGES F 187 ltis the practice of West Liberty Nursing and
$5=D | (INJURY/DECLINE/ROOM, ETC) Rehebilitation Center to immediataly inform
the resident; consult with the resident’s
A facility muat immediately inform the resident; physiclan; and if known, notify the resident's|
consuylt with the resident's physiclan; and if legal reprasanttive or an Interested farmil
known, notity the: resident's legal repressntative g N P " scidont nvol y
or an intarested family member when there is an member when there fe an eccident involving|
accidant involving the resident which results in the resident which results in injury and has
( Injury and has the potential for requiring phyaician tha potentis! fer requiring physician
intervention; a significant changa In the resident's Interventicn; a significant change in the
physical, mental or psyshosacial status (l.e., 8 resident's physical, mental, or psychosocial
deterioration in health, mental, or psychosocial statug (l.2., a deterioration in haalth, mental,
status In efther IFa threatening conditions or or clinical complications); a need to alter
clinical complications); a need to alter treatmant treatment signiticantly {L.e., a need to
’iﬂ"t'lﬁ"““f;'y {l.e.. a need to discontinue an discontinue an nxisting form of treatmant
existing form of treatment due to adverse dus to adverse consequances, or to
consequences, ar t commence a new form of . " form of ont); or a
treatment); or a declsion o transfer or discharge | cemmanceanew treatment). o
the resident from tha fac‘my as specified in i decislon to transfar or dlscharge the residan}
§493.12(a). {  from the facliity as specified in 483,12,
The facllity must aiso promptly notify the resident
and, if known, thi rasident's legal represantative
or interested family membar when there is a
change in room «or roemmata assignment as
specified in §48:1.15(e)(2); or a changa in
rasident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of |
this saction,
The facility'myst record and periodically update ’
LABORATORY DIREGTORS OR # /-a: CATE
“ Y, U rp //U-_
Any deficlanggafateram snding with an astariak (--gencls datormined thal 2

othor safeguards provide sufficient pratectian to tha pationty. (Sea Inatructions.) Exoept for nursing homes, the findings atated nbove are disclosabia 80 days
following the dete of survey whethar or not a plan of carrection is provided, Fer nuraing homes, the sbove findinga and plana of corroction are discioashie 14
deya following tho daie thasa documents are mads avaliable 1o the faciifty. If deficlencles are citod, an appraved plan of coraciion is raquiaiia to contnued
program participation.
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%4 ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDE £ CO
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (BACH core:ama%mnnéﬁoﬂguae coMPLENON
TAG REGULATOIY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENGED TO THE APPROPRIATE DATE
BEFICIENCY)
F 157 | Continued From page 1 F 157 he Adm , .
the address and phone number of the resident's ,e Minibiator Dusignes spoke with Resident
legel representative or interested family member.  Co-POA vin phonc on 7/23/2015 regarding the

ncident that occurred on 7/21/2015. There were no
hysical or mental changes to the resident stams and
o medical intervention was required,

This REQUIREMENT is not met as evidenced [The Director of Nursing Scrvices, Medical Record's
tg;sed e Coordinator, the MDSC and two RN Superviser's
faciilty's policy, Il was determined the facillty falled (il eview tha nurse noes for cach resdent fo the

ta ensure etaff informed the "Responsible Party” ast 30 days to casure that any incident requiring

of 8 change in candition for ane (1) of four (4) otification has been communicated to the resident’s
sampled residents (Resident #2). On 07/21/15, responsible party. Addlitionafly, the samo group listed
Resident #2 was lying in bed when another above wil) review the incldent log for the last 30 day
resident wanderad into the roem and fell on top of to ensure that any incidents have been communicated
Resident #2. However, there was no evidence to the responsible parly, Any omissions identified
g;au: E?::::: :ﬂ‘s Responsibie Party was notified ill be communicated to the responsible party by a

ember of the group lstcd above or the eharge nurse,
e review and follow up notification will occur no
er than September 9, 2015,

11 licenaed staff received additional education by

¢ DNS no Iater than 8/12/15 regaeding the
uirements for Notification of Change,

& DNS or RN Supervisor will review five charts
day (Manday-Friday) for four weeks and then five
harts per month therenfler to ensurc that any
incidents requiring notification of respomaible party
as occurred. Any opportunity identified will be
rrected and education will cceur as needed.

results of these reviews will be forwarded to the
eckly Focus Commitiee (a sub-commitiee of the
uality Assurance and Process Improvement
mimittes) and the monthty QAPI mecting for

rther monitoring and continyed compliance, amins

The findings include;

Review of the facility’s policy entitled "Change in
Condition,” {dated 12/01/10) revealed the
resident's designated medical contact or guardian
would be notifiad If a change In g resident's
mental or physical condition ocourred,

Review of the medical record reveated the facllity
admitted Resident #2 on 04/24/09 with diagnoses
including Hypertension, Depressive Disorder,
Anxiety State, Arthropathy, and Lack of
Coordination,

Review of the “Nurse Note" dated 07/21/15
revealed at approximately 8:30 PM staff was
called to Residart #2's rocm to evaluate for
complaints of leg pain because another resident
“fell across” Resident #2. Further review of the
nurse's nole revealed the responsible party was
not notified of the: incident.
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F 157 | Continued From page 2 F 187
Review of the annual Minimum Data Set {MDS)
assessment dated 08/02/15 revealed the facility
assessed Resident #2 1o be non-interviewable,
Interview conducied with the Unit Manager on
07130115 at 4:25 PM ravealed she was working
when the incidert happened and since she had
Just started working at the facility on 06/22/15,
she did not reali:a Resident #2's rasponsible
party should have baen notified of the Incident.
Interview with the: Administrator on 07/30/15 at
4:40 PM revealed the resident's families should
always be notified when a change of condition
occurs, She further revealed she had not
identified any problems with families not belng
notified of a charge in resident condition.
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