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F 000 | INITIAL COMMENTS . Fooo
A standard health survey was conducted on
11/05-07/14. Deficient practice was identified
with the highest scope and severity at "E" level. .
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253| Liberty Care and Rehabilitation Center does not belleve and does | 122114
SS=E MAINTENANCE SERVICES nol admil that any deficlencies exiated, bafors, during or aflet
the survay, The facility reserves all rights to conlast tha
survey findings through inf I dispuls formal |
The facility must provide housekeeping and proceadings or any admini or:lhar tegal pmeo::inn::p“
maintenance services necessary to maintain a This allegation of comp s not intended to and does not
f 5 . eatablish any standard of care. contract obligation. ar position,
sanitary, orderly, and comfortable interior. arvd the Faciity reascvea o ights I raise all possicle
conisntions and defensas in any type of civil or criminal claim,
action or procesding, Mothing contained in this allegation of
This REQUIREMENT is not met as evidenced Sl DL U i AL U S LT 2
v ! of any polantially applicable Peer Revlew, Qualily Assurance,
¥: seif critical sxaminalion, or any othar legal priviage which Lha
Based on observation, interview, and facility Facility may have, The Facility does nat waive and specifically
policy review, the facitity failed to ensure ::;"'“ w‘:" ﬂf::um ”'c:" thesa privilag ";:"{ an .
. f 5 or nal im, action or proceading. The facilily offers
housekeeping and n?amtena.nce services | ta rmsponse, credible allegations of compliance, end plan of
necessary to maintain a sanitary, orderly, and corraciion as part of ils ongoing sfforts to provide quality of
comfortable interior were provided in two (2) of care Io residents.
: : 1. Residant rooms 115 and 121 wera cl d by th keaping
fifty-two {52) resident rooms. Observations on suparvisor on {12014, nchading .:... = Wm;, m:o Py
11/06/14 of resident room 121 revealed food remaval of any dabris from the floor, cleaning the windowsil, and
particles and debris on the floor, black spots and claaning the badside and over bad tables. Tha walls, sink arsa
dust on the windowsill, a white substance on :’;‘I'I °'::::":’:’:::°:“;:’:‘ °":l ”::;‘T" '"d”“:':"s e
Resident A's bedsids table, and multple dead On V7014 Pt Oparain Ocir ramovsd a nhita
ants beside the sink. In addition, observation in from room 115 and replaced it with an undemag
| resident room 115 revealed a nightstand with - "P"i"':ﬂ 810088 8ndleaky sink faucet and rplaced the
comer guard by the sink that had dead ants behind it. on 11/6/14
b_roken wood and sharp_ edges, a loose and leaky | the Plant Oporations Dirsclor and Adminisirator completed
sink faucet, and red stains on the wall above and | areview of rooms 115 and 121 i ensura thers weee ng further
| below the light above the bed. | housekeeping or mal issues that needed to be
| addretsed.
The findings include:
Review of a policy titled "Cleaning and
Disinfecting Residents' Rooms," revised August
2012, revealed all housekeeping surfaces would
be cleaned daily and when surfaces were visibly
soiled.
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
UAiLeraV (:2 ‘ ’7 17, Adminisirator 12112014

Any deficiency statement ending with an asterisk {*) denotes a deficiancy which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of corraction Is requisite to continued
program participation.
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F 253 | Continued From page 1 F 253 :25; cm Continued:
X Admini Housakeeping 5 3
Observation on 11/06/14 at 10:00 AM revealed o rant Opartions Diactcr compinte o roung of o .
there were two gloves on the B bed bedside completing an audit chserving for other rasident rooms or areas
table, and on the floor were one glove, dirty m::mwb:;:“fm‘_d;d o mam’ﬂ ol ;“:’r‘: ey o
tissues, a USBd, dlﬂy CUR, and mum_ple areas of comfortable interior, Any issues identified during 1h'a mundll wers
orange, brown, and black food particles. In notsd and comected on 11/6/2014,
addition, the windowsill was dusty with black 3. On 19/772014 the Acministrator educated the Housekeeping
spots. There was also a white substance on the s""'"'?;i:::: @ Plam Oparatians .':"":: on their
A bed bedside table. Further observation services necessary o maintain o saniery, orderly, 8nd comioriabla
revealed there were dead ants on the corner interior. Th Unit Managers were atso educatsd on 11772014
guard beside the sink. B el
good repair.
QObservation on 11/06/14 at 10:10 AM of resident Effective 11/23/14 the Adminisirator and Plamt Operations
room 115 revealed the A bed nightstand trim had D*":‘:" ':‘" m‘:‘:’ ﬂ';m m”: mo';':' "":‘":y facility per
. ) ‘waak 1or 4 waaka, lhen ly rounds 18 18 per waal
broken wood with a cracked corner guard leaving for 4 weeks then at Isast 1 waekly round per week for 4 woeks to
sharp edges. Further observation revealed the snsurs the facility is clean and in good repair and that adequats
faucet was loose and leaking and there were red h ping and urvi:u are being provided
i o ensura adequats ping ani sarvicas
s_talns on the wall below and above the B bed P s
"ght comforiable inlerior. Thass rounds will be documentad on
an anvironmenta! rounds form.
Interview conducted with the Housekeeping ::‘; g';: Dﬁﬂ::ﬁﬁﬁ:&:ﬁ?ﬁ;‘: j2nd Cimsctar
Supervisor on 11/07/14 at 6:51 PM reyaaled she a,mu:m ,o':'::nim conciions of rescor m,:,_ o
made rounds daily lhl'OUghOUt the faCl'ity o axpactations for work orders to be completad for any itemns
identify housekeeping concerns and the last "“ﬂ';l:ff’l""- T::W':ﬂ""" e e i "q“';f::ﬂ:‘:'
any sl erving 8 r room cr area ni 8
round she made_ was on erdnesday. 11/05/14. cleaning is responsible 1o eilher dean the area or to obilain
The Housekeeping Supervisor stated she had not the servica through hausekeeping atafl. This will be
identified any housekeeping concemns that compleled by 12/214.
needed atiention at that time. Elto;usv; Egnou Facility r:anngemen! mambers including
the , DON, Admissi i Human R
Direcior, Chaplain, MDS Coordinators, YWeeskend Supervisor and
Interview conducted with the Administrator on others will conduct routine environmenial rounds to snsure
11/07/14 at 6:58 PM revealed he was not aware i Cscly & ciean)aTd iy good e J ATl antfier (swiee
= . 5 will ba immediately addressad and a report will ba provided (o
of any housekeeping/maintenance concems in the administrator.
resident rooms 115 and 121, The Administrator EMactive 12/2/2044 all housskeeping stalf and the houssieeping
stated he perforde da“y rounds of the facmty fimc:;' will be Il:innd lliylhu Tdmin::'lnlnr to uze a daily cleaning
n . isl and & "deep clean” list while providing housakeaping services.
anc_l had not identified any. Sl _He stated This form will serve as a reminder of all tha areas ihat need to
Maintenance, Housekeeping, and Unit Managers be cleaned.
also perform rounds daily and had not identified
any concerns.
F 282 | 483.20(k}(3)(ii} SERVICES BY QUALIFIED F 282

FORM CMS-2567(02-99) Pravious Versiona Obsolete

Event ID: 04MX 11

Facility ID: 100685

If continuation sheet Page 2 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED:

11/24/2014

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

185408 B. WING 11/07/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

LIBERTY CARE AND REHABILITATION CENTER 618 S WALLACE WILKINSON 8LVD

LIBERTY, KY 42539
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [n) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE DATE
DEFICIENCY}
F253 Correction continuaed:
F 282 | Continued From page 2 F 282( 4. The Housekesping Supervisor, Administralor, and Plant
= Operations Director wil p findings from envi I
$S5=D | PERSONS/PER CARE PLAN rounds 1 the Fadility Quaity A - o
(QAPI) Commitise monthly. The committes will Irack and trend
The services provided or arranged by the facility Information érom the reports and provide recommandations
: H A on ways 1o improve the quality of services provided.
must be provided by qualified persons in Fr82 € —

accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure the plan of care was
implemented for one (1) of twenty (20) residents
(Resident #9). Resident #9's care plan,
developed by the facility, required staff to ensure
the resident was wearing TED hoss (specialized
hosiery designed to help prevent the occurrence
of and guard against further prograssion of
disorders of the veins such as swelling and blood
clots) and that there was an alarm on the
resident's chair. However, observations on
11/05/14 and 11/06/14 revealed the resident was
not wearing TED hose and was not ulilizing a
chair alarm.

The findings include:

Review of the facility's policy titled "Care Plans -
Comprehensive," (revision date October 2010)
revealed an individual, comprehensive care plan
that included measurable objectives and
timetables to meet the resident's medical,
nursing, mental, and psychaological needs would
be developed for each resident.

Review of Resident's #9's medical record
revealed the facility admitted Resident #9 on
06/18/13 with diagnoses that included

1, On 11/8:2014 the Unil Manager implementesd the writtan plan
of cara for resldent #9 including tha use of TED hose and chair
alarm as ordered by the physician and as listed on the plan of care,
The Unit Manager raviewed tha resident’s plan of care to ensure
thal all other Interventions listed on the cara plan was baing
Implementad and no concerns were ldentifiad. The Umit Manager
d/c the chair atarm per MD order on 11/14/14. On 11/25/14 the
MOS Coordinalor updated the care plan to balter reflact hat tha
rasident rafused o wear har TED hasa at imas and provided
Interventions to encourage her to wear them,
2. The Unit Managers, Director of Nursing, and MOS Coordinators
will conduct an audit of all writlan plans of care for rasidents at the
facility by 12/2/2014 and will snsure lhese inlervertiona are baing
Implemanied and ensure tha comprehensive plan of care maltchas
the SRNA plan of care. Any Inslances whers cars |s not being
provided in accordancs with the written plan of care will ba immediatgly
correciad and reporied to tha administralor. Dalas will ba added to
the SRNA care plans so thay can aasily [denlify the current plan.
3. The Diractor of Nursing will provide additional education 1o the
Unit Manager lor thal unit regarding her rasponsibilily to monitor
the implementalion of cars plans by 12/2/2014, The Director of
Nursing will complate at lsast thres random resideni observations
pear week on each unil 10 ensure care pian Implemantation. This
will ba completad 3 per weak for 4 waeks, then 2 par week for
4 weeks lhen 1 per wesk for 4 wesks. Any
failure Io impl care plan impl ions will be i di

'y
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Osteoarthiitis, Advanced Chronic Obstructive
Pulmonary Disease, Bipolar Disorder,
Hypertension, and Chronic Psychiatric lliness.
Review of the Minimum Data Set (MDS) quarterly
assessment dated 09/10/14 revealed the
resident's Brief Interview for Mental Status (BIMS)
scora was 13, which indicated the resident was
interviewable.

Review of Resident #9's Comprehensive Care
Plan dated 09/11/14 revealed a wheelchair alarm
would be on Resident #9's wheelchair because
the resident had decreased safety awareness. In
addition, a review of the Nurse Aide Care Plan
{not dated) revealed Resident #9 was required to
have TED hose on during the morning when up in
a wheelchair, and off in the evening when in bed.

Observations of Resident #9 on 11/05/14 at 5:25
PM, 11/06/14 at 10:35 AM, and 11/06/14 at 12:35
PM revealed Resident #9 was sitting in a
wheelchair, Resident #9 did not have a chair
alarm and was not wearing TED Hose as
raquired by the resident's care plan.

Interview with State Registered Nurse Aide
{SRNA) #2 on 11/07/14 at 7:50 PM revealed she
provided care for Resident #2 on 11/05/14 and
11/06/14 and was not aware that the resident was
required to have a chair alarm on his/her
wheelchair. The SRNA stated the resident was
not wearing TED hose because the resident
usually stayed in bed.

Interview with Licensed Practical Nurse (LPN) #2
on 11/07/14 at 6:15 PM revealed that Resident #9
refused to wear TED hose most of the time. The
LPN further stated a wheelchair alarm should
have been in use for the resident.
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F 282 | Continued From page 3 F 282
F282 Correction Continued:

cortected and reported 1o the Administrator, During quarterdy
cars plan the MDS C will review residents
1o ensure wrilten plans of care are being Implamanted and
that comprehensive plans of care match the SRNA plan of
cars. Any ldentified will ba immadiately d
and raporied ta the administralor, This will ba an cn-going
intervention. The Direclor of Nursing,

SDC, and MDS Coordinators will provida training to an
nursing staff on the requiremeant to ensura written plans of
care ars implemented by 12/2/2014.

4, Tha Direclor of Nursing and MDS Coordinators will report
autdit findings to the Quality Assurance Parformanca
Improvement (QAPI) commities sach month, The Commilise
will review, track and lrend any concemns (dentified in the
audits and make r ions for quality imp:

as indlcaled.
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F 282 | Continued From page 4 F 282
FA23 Correction: 2iTe
. o . 0 1. On 11/6/2014 the Unit Manager Implementiad the wrilien plan
Interview with Registered Nurse/Unit Manager #1 of care for resident #8 including the use of chair P
on 11/07/14 at 6:25 PM revealed that if there was alarm as ordared by the physician and as listed on the plan of care
an intervention for a wheelchair alarm on the care The Linit Manager reviewad the resident's plan of care lo ensure
. R Ihat all olher intarventions listad on the care plan was baing
plan, then it should have been on the wheslchair, implomented and no concoms wars Identiied. The Uit Manager
dic Ihe chalr alarm par MD order on 11/14/14,
: P : H 2. The Unit Managers, Director of Nursing, and MDS Coordinators
Interview with the Director of Nursing on 11/07/14 Wi Conduct an aUdh of il wridlan plans of Care for residenta at the
at 6:30 PM revealed staff should follow the care facility by 12272014 and will ensura thesa intarvenlions are being
plan. impl d including all inter 0 ensure rasidents are
free of accidants and hazard d 1o d te
F 323 | 483.25(h) FREE OF ACCIDENT F323|  pupuvisin and aevitance devias to provect oeort

s$s=D{ HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
pravent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and raview of facility policy it was determined the
facility failed to ensure one (1) of twenty (20}
residents (Resident #9) was free from accident
hazards. Resident #9's facility developed care
plan required staff to utilize a chair alarm on the
resident's chair to prevent falls because of the
resident’s decreased safety awareness.
Observations on 11/05/14 and 11/06/14 revealed
the resident was not utilizing a chair alarm.

The findings include:

Review of the facility's policy titled "Fall Palicy,”
dated April 2012, revealed a comprehensive care

They will also ensura the comprehensive plan of care matches
Lhe SRNA plan of care. Any Instances whare cars is not being
provided in accordanca with the wrilten plan of care will be
immadiately corectad and reported Io the administrator, Dates
will be added 1o Ihe SRNA care plans 8o thay can easily Idenitfy
the current ptan.

3. The Director of Nursing will provide addilional education o the
Unit Manager for that unil regarding her rasponsibility 1o monitor
the implementation of care plans by 12/2/2014. The Direcior of
Nursing will complata ot least hree random resident observations
poer weak on sach unil to ansure cars plan implamantation, including

p af int 1o snsure the envimnment remains
as free of acciden! hazards as posaible and inler to
ensure each resident receives adequale supervision and
essistonce devices 1o | This

[¢
will be completad 3 par weak for 4 weaka, then 2 per week for

4 wagks, then 1 par week for 4 weeks. Any

failure to Impl. care plan impl will be i
comacied and reported to the Administrator. During quarterly
care plan reviews the MDS Coordinator will review residents

to ensure written plans of care are being Implernentad and

that comprehensive plans of care match the SRNA plan of

care. This review will include a review of Interventions to ensure
the envionmant remains as {ree of accident hazards as possible
and inferventions 10 snsure each residant raceives adequate
supervision and assistance devices lo prevent accidents.

Any identified concems will b immadiately corraciad

and reported to the administrator. The Director of Nursing,
SDC, and MDS Coordinators will provida tralning 1o all
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plan would be implemented with an individualized
goal and interventions specific to each resident.
Further review revealed the facility would provide
residents with assistance and supervision in an
effort to minimize the risk of falls and fall related
injuries.

Review of Resident's #9's medical record
revealed the facility admitted Resident #9 on
06/18/13 with diagnoses that included
Osteoarthritis, Advanced Chronic Obstructive
Pulmonary Disease, Bipolar Disordar,
Hypertension, and Chronic Psychiatric lliness.
Review of the Minimum Data Set (MDS) quarterly
assessment dated 09/10/14 revealed the
resident's Brief Interview for Mental Status (BIMS)
score was 13, which indicated the resident was
interviewable.

Review of Resident #9's comprehensive care
plan dated 09/11/14 revealed the facility identified
that the resident had decreased safety
awaraness and was at risk for falls. The facility
identified that the resident required the use of a
wheelchair alarm as an intervention to
decrease/pravent falls.

Observations of Resident #9 on 11/05/44 at 5:25
PM, 11/06/14 at 10:35 AM, and 11/06/14 at 12:35
PM revealed Resident #9 was sitting in a
wheelchair, but did not have an alarm on the
wheelchair as required by the resident's care
plan.

On 11/07/114 at 7:50 PM an interview with State
Registered Nurse Aide (SRNA) #2, who provided
care for Resident #2 on 11/05/14 and 11/06/14,
revealed she was not aware that Resident #9 was
required to have a chair alarm on his/her

staff on the requirsment to read and snsure wntian plans of
cars are Implementad and that all salsty Interventions

are [n place by 12/272014,

4. The Director of Nursing and MDS Coordinalors will report
audit findings 1o the Quality Assurance Parformanca
Improvement (QAP!) commities each month. The Commitles
will review, track and lrend any concerns identifiad in the
audits and make dations for quality imp

as indicated.
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ss=p | NUTRITIVE VALUE

Each resident raceives and the facility provides
substitutes offered of similar nutritive value to
residents who refuse food served.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186408 oL 11/07/2014
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIBERTY CARE AND REHABILITATION CENTER §16 5 WALLACE WILKINSON BLVD
LIBERTY, KY 42539
(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 6 F323| FA68 comscton:
wheelchair. The SRNA stated she was required 1. Rasident #7 and Resident #10 were provided with & il
to check the comprehensive plan of care at the substitute for the pinto beans on 11/8/2014 end unit manager #1
beginning of every shift and had not been aware and SRNA #1 wara aducaled on 11/3/2014 regarding chacking
) 3 ) . for dislikes when sarving mea's and the requirement to provide
a chair alarm was required to be on Resident #9's a substitute of simitar nulritve valus.
wheelchair. The SRNA stated the chair alarm Reskdent #7 and Resident #10 have had their food preferences
. varified and prafarence documantiation has baen
was .not on the nurse aide plan of care, and she undated by the dietary manager.
had just missed it on the comprehensive plan of 2. Random meal service sudils were conducted from 11/7/14 1o
cara. 11/14/14 by members of tha facility management staff with no
additional instances of distiked food tams being servad to
. . . . resid Theé food prale forms for all residents at the facility
Interview with Registered Nurse (RN)/Unit will be updaled by 12/2/14 to ensure all dislikes are property
Manager #1 on 11/07/14 at 6:25 PM revealed identified. This wil be cverssen by tha dietary manager.
H 3, The SDC, Director of Nursing, Unil Managers, MDS.
care plans should be implemented and she made Coordinators, nd the Administrator will conduct baining with all
rounds frequently throughout the day to ensure staff by 1212114 ragarding the requirement 1o properly identify
L . . food dislikes and to offer substitutes of similar nutritive value fo
staff was pr?‘"d'r!g the care re_s'de"ts reguwad ! residents who disfike a food being servad. They will also provide
but had not identified that Resident #2 did not training with ol staff on reading the tray cards,
have a chair alarm on his/her wheelchair. The :0 distary mﬂ!ﬂ'; *;';:;ﬂ:ﬂ :: 8:‘1" :; :: tray mﬁrm
. . ensura accuracy by . Any iden atrons
Unit Manger furthgr stated the nurse aide care immedilely comected.
plan should have included the requirement for a Tha distary managar will conduct at least 10 random eudils par
chair alarm for Resident #9 and she should have woak beginning 11/29/2014 10 ensure disliked foods are not
. . - placed on resideni trays. This will ba complalad for al leasi 4
identified that it did not. waeks, then 5 audits will be complated per week for 4 wesks than
3 audils for 4 weeks.
. : : A Any identified Insiances of disliked food being placed on a rasident
Interview with the Director of NUI’SI!‘!Q (DON) on tray will be immaediately comecied and reported 1o the administrator.
11/07/14 at 6:30 PM revealed that if the care plan Tha digtary manager and dietary stalf were aducated by the
required a chair alarm, then the alarm should “b":h;m ;on l'i:e qui mwf' i 'dmhif:fnd offar
. sul similar nutritive value for disliked lems,
have bgen on the wheglchalr. The DON stated Tha social servicas dirsclor andlor quality of ifa director will
the chair alarm for Resident #9 should have been ask rasidents about substitutes baing provided for distiked tems
on the comprehensive plan of care, as well as the :’:':":h"'t: rondhly resldent mm: oy ﬂ'ﬁ“’:ﬁf iy
. . [I] B8 Qrevance procass ang will nol 8 2 8 ]
nurse aide plan of care_. The DON §tated the Unit This will hug?nwﬂh‘lhspr her resident council meeting and
Manager was responsible for ensuring the will be on-going for @ minimum of three monihs,
comprehensive plan of care and the nurse aide
plan of care matched.
F 366 | 483.35(d)(4) SUBSTITUTES OF SIMILAR F 366
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record raviaw,
and facility policy review, it was determined the
facility failed to ensure substitutes were offered to
residents that had identified food dislikes for two
(2) of twenty (20) sampled residents (Resident #7
and Resident #10). Resident #7 and Resident
#10 disliked pinto beans; however, on 11/06/14,
at the lunch meal service staff was observed to
serve pinto beans to both residents.

The findings include:

Review of the facility's policy titled "Resident Food
Preferences,” with a revision date of December
2008, revealed upon a resident's admission to the
facility, the Registered Dietitian (RD) or nursing
staff would identify a resident’s food preferences.
The palicy stated the facility would offer a number
of food substitutes for individuals who did not
want to eat the primary meal. The policy revealed
staff would strive to accommodate a resident's
preferences.

1. Observation of Resident #10 on 11/06/14, at
12:35 PM, revealed Unit Manager #1 served the
resident pinto beans on his/her meal tray.
Review of the meal tray card for Resident #10
revealed the resident disliked pinto beans.

Interview conducted with Resident #10 on
11/06/14, at 12:40 PM, revealed, "l do not like
pinto beans and | have told the staff several
times. 1was not asked if | wanted a substitute for
the pinto beans."

Interview conducted with Unit Manager #1 on

04y D $UMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 366 | Continued From page 7 F 366
F368 Correction Continued:

The Unit Managers will conduct at least 8 random checka

of meals being served 1o residents per week for each unit
beginning 12/2/12014 for 4 weska, than 3 randomn checks par
unit for 4 weeks then 2 random chacks per unit for 4 weeks
to ensure thet dislikes are not being served

and that substitytes of simitar nutritive value is being provided
for disliked food ltems and to

ensure sialf are reading the tray cards prior ta giving meals
to residents. Any [dentfied problama will ba

immadiatsly comacied and reported to the administrator.

4, The Dietary Manager, SSD, and Unit Managers

will provida Lhe resulls of audits to the facility Gualily
Assurance Performanca Improvement {QAPI) Committee
on a monthly basis. The commities will track and trend

the dala provided end make recommendationa aa

nesded for any idantifed concams 1o improve quality af
services provided.

FORM CMS-2567{02-99) Previous Versions Obsalete Event ID: 04MX11

Facilty ID- 100685 If confinuation sheset Page 8 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 11/24/2014
FORM APPROVED
OMB NO. 0938-0391

186408

(X2} MULTIPLE CONSTRUCTION

A, BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11107/2014

NAME OF PROVIDER OR SUPPLIER

LIBERTY CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
616 S WALLACE WILKINSON BLVD
LIBERTY, KY 42539

X4}1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION %)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 366
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11/06/14, at 12:45 PM, revealed she stated she
had not identified that Resident #10 did not like
pinto beans and she should have checked the
resident's tray card.

2. Observation of Resident #7 on 11/06/14, at
12:50 PM, revealed State Registered Nurse Aide
(SRNA) #1 served the resident pureed pinto
beans on hisfher meal tray. Review of the meal
tray card for Resident #7 revealed the resident
disliked pinto beans.

An interview was attempted with Resident #7 on
11/06/14, at 12:52 PM, and the resident did not
respond.

Interview with SRNA #1 on 11/06/14, at 12:55 PM,
revealed he had not checked the resident's tray
card but should have prior to attempting to feed
the resident.

Interview conducted with the RD on 11/07/14, at
3:00 PM, revealed the Dietary Aide was
responsible for telling the Cook during tray line of
any dislikes a resident may have. The RD stated
she monitored with spot checks for likes and
distikes being honored. The RD stated she
checked five to seven trays every month and had
not identified any concerns with resident's likes
and dislikes not being honored.

Interview conducted with Dietary Aide #1 on
11/06/14, at 3:07 PM, revealed she was
responsible for notifying the Cook of the likes and
dislikes of Resident #7 and Resident #10 for the
lunch meal on 11/06/14. The Dietary Aide stated
it was an oversight and Resident #7 and Resident
#10 should not have been served pinto beans on
their meal tray,

F 366
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Interview conducted with the Director of Nursing FA71 Correction: 120272014
{DON) on 11/07/14, at 4:55 PM, revealed staff 1. On 11/8/2014 the Kitchien area, including the metal carts used
. . o store pots and pans, comara and edges was deep cleaned by
was required to check a resident’s meal card the dietary manager. On 11/672014 tha staff development
when serving trays to ensure likes and dislikes coordinalor provided edditional education 1o afl dietary staff Including
were being honored, and to ensure the correct 1 ook o T
A , ' a sanitary hand washing ragui s and the
diet was being served. The DON stated she facillty requirement 1o stare, prepare, distribule and serve focd
monitored at least 25 trays every week to ensure :ﬂd;': sz:'":: condilions. lotec 2 minium o 10 abservat
. " P N 5 a diel manegar comgsel a rminimum ol obsarvations
residents' likes and dislikes were being honored, of mea! servics from 11/7/2014 1o 11/14/2014 and found o further
and had not identified any concerns. instancas of failure 1o stors, prepare, and serva food in a sanitary
F 371 433.35(i) FOOD PROCURE, F 371 arlvimnmenl nn.d manner, $he observed no further instances of
di taff faiing to follow hand hi [ ts and found
§5=E | STORE/PREPARE/SERVE - SANITARY B

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and facility
policy review, it was determined the facility failed
to prepare and distribute food in a sanitary
manner and failed to maintain a clean area for
storage of pots and pans. Observation during the
initial tour of the kitchen on 11/05/14 at 1:.05 PM
revealed a greasy substance and food particles
on the metal carts used to store pots and pans.
In addition, on 11/05/14 during the evening meal
the Cook and Dietary Aide #2 were abserved to
touch their clothing/skin and return to serve
residents' food without washing their hands.

3. Al distary staff were educated by lhe staff davelopment
coordinalor on malnteining @ sanitary envirenmant, hand washing
requirements, and the facilily requi 10 siore, prepare, and
sarva food in a sanitary environment and manner. This was
complaiad on 11/6/14. The staff development coordinator will
conduct on-going aducation in this area at least annually, The
dislary manager will raview thia requirement with any new staff
hired for the department on an on-going basis.

ENsctive 12/2/2014 the dietary manager will conduct a minimum of
@ sanitation reviews per week using the sanitation review form for
4 weeks, then J raviews per week for 4 weeks, lhan 2 reviews par
waek for 4 weeks. Thia includes obaervation of the environment
and staff to ensure the facility

is complying with the requi i to store, prep distribute and
sarve food under sanitary conditions. Effective 11/23/14 Tha
Administrator will completa a mini of 3 washly

rounds for 4 weaks, then 2 rounds for 4 weeks then 1 round for

4 weeks and on-going lo include the dietary area anc will obaerve
to ensure the area ia claan and sanitary including slorage

areas for pots and pans

fioors, corners ele. This envirenmantal round will be documented on
an envirenmenital round form.
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The findings include:

Review of the facility's policy titled "Cleaning and
Sanitizing Dietary Areas and Equipment,”
undated, revealed employees in the Diatary
Department should maintain all kitchen areas and
equipment in a sanitary manner and be free of
buildup of food, grease, or other soil. The policy
revealed the Dietary Manager was respaonsible to
ensure the policy was followed. Review of the
facility's policy titled "Handwashing,” dated
12/2010, for the Clinical Department revealed
staff was required to wash their hands before
handling a resident's food or food tray.

Interview with the Dietary Manager and
Registered Dietitian (RD} on 11/06/14, at 12:30
PM, revealed the facility did not have a policy
regarding handwashing specific to Dietary staff.
Review of the Dietary Services cleaning schedule
revealad the kitchen aides were required to clean
the utility carts twice daily. Review of the Nutrition
Sarvices Sanitation/Food Safety Checilist
completed monthly by the RD, dated 10/13/14,
identified the utility carts were not clean.

Observations of the kitchen during the initial tour
on 11/05/14 at 1:05 PM, revealed a greasy
substance and food particles were on the metal
utility carts used to store pots and pans.
Observation of the supper tray line on 11/05/14,
at 4:50 PM revealed the Cook was serving food
trays and touched her face with her bare hands
geveral times and scratched her shoulder, and
proceeded to continue serving food without
washing/sanitizing her hands. Observation of the
tray line at the supper meal on 11/05/14, at 5:26
PM, revealed Dietary Aide #2 wiped her bare

4. The Diatary Managar, Registered Dietitlan, and
Adminigtrator will provide the results of dislary audils to the
Facitity Qualily Assurance Performance Improvement (QAPI)
Committes for teview. The Commiliea will track and trend
audit resulls and make racommendations for quality improvement
83 indicated.
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hands on har pants, and adjusted her waistband,
and proceaded to return to the tray line without
washing/sanitizing her hands.

Interview conducted with Dietary Aide #2 on
11/05/14, at 5:45 PM, revealed she was required
to wash/sanitize her hands before and after
serving food from the tray line. Dietary Aide #2
stated she should have washed her hands after
touching any body part or clothing. Dietary Aide
#2 stated she had attended in-services provided
by the facility on hand washing/sanitizing and was
aware she should have washed her hands any
time she touched anything unsanitary before
returning to the tray line.

Interview conducted with the Cook on 11/05/14, at
5:50 PM revealed she had attended in-services
on handwashing/sanitizing quarterly, provided by
the facility, and was aware she should have
washed her hands any time she touched her
body, clothing, or anything outside of the tray line.

Interview with the Dietary Manager on 11/06/14,
at 12:35 PM, revealed the Distary Manager
checked the cleaning log daily and looked over
the kitchen to ensure it was cleaned properly
according to policy. The Dietary Manager stated
she had reminded all kitchen staff about
handwashing. The Dietary Manager stated she
was unsure how often staff was in-serviced on
handwashing/sanitation since she was new to the
position as Dietary Manager.

Interview with the Registered Dietitian (RD) on
11/06/14 at 12:30 PM, revealed she completed a
check-off list monthiy titted "Nutrition Services
Sanitation/Food Safety Checklist," and had
identified on the most recent checklist dated
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10/13/14, that the metal utility carts were dirty and
the corners of the kitchen were dirty. The RD
stated she provided this report to the Dietary
Manager and Administration.
F 502 433-750)(1 ) ADMINISTRATION F 502 1. Resident #3's physiclan was notified of the missed Magnasium 122114
SS=D {electrolyts) laboratory level that was due in June on 117772014
The facility must provide or obtain laboratory tiy the unil manager and the physician instructed the facilty 1o
T 1 i continue with cument orders, induding current laboratory orders.
Ser.v.'ce.s to meet t.he needs of its .rESIdenF' ..rhe The Magnesium laboratory order was clarifiad/changed 1o be
facility is responsible for the quality and timeliness completad avery aix montha. { By the unil manager and physicisn
of the services. on 11/7/20%4} On $1/7/2014 Resident #3's madical record was
d by the unil ger and all other physician orders,
including laboratory orders ware in p and tha laboratory
. \ ) results from the Sep 2014 Magnesium level was raviewad
This REQUIREMENT is not met as evidenced and was within nomal limits, Resiient #3's lamily was notified
by; of the missed laboratory lavel on 11/7/2014 by the unit manager.
. N . 5 2. An audit will complatad by the Director of Nursing and unit
Based gn observahqn. mferwew. recorf:i review, managors by 127212014 for all curreni physicars orders or
and facility policy review, it was determined the Iaboralaty satvices for ell resident
facility failed to obtain laboratory services to meet admiltad lo the facilily to ensure facility comptiance with
the needs of one (1) of twenty (20) sampled laboratory orders, Any residant Identified during the audit wilh
. Y Y Iaboratory ordera thal wera not complated In accordance with the
residents (Resident #3). Resident#3 had a physician's orders wil be reported to the administrator, physiclan.
physician's order dated 03/12/14 for a and family and the facility will fallow physician orders 1o correct
Magnesium (glectrolyte) labaratory level to be ;WT':I’°';’_"°;:";=P?::M o .
R . The Direclor o 9 P! I @ LN g
drawn every three months, in March, June.' who was responsibie for monitoring he labaralary orders for
September, and December. However, review of rasident #3 on 11/23/2014 regarding the unit manager's
Resident #3's medical record revealed no raspansibitity ta monilor laboratory ordar complianca for resldents
: : 3 on har unit, Effective 11/23/2014 all taboratory orders will ba
_evudenoe a Magnesium level had been obtained e e e e e e
in June 2014, tha moming meating. New laboralory orders will ba written on
the white board In the staff development conferance room with the
The ﬁndings include: nama of the resident, date the ordar was written, and for orders to
. be complated In the future the date when it should be compleled.
. . _ i . The managemeant leam will review these orders and complalad
Review of the facility's policy titled "Ordering of laboratory resulls daily Monday though Friday and will mark
Lab Work and Xrays," dated December 2010, tha order oft the board when complels.
revealed residents who required laboratory or
radiclogical services would receive the services
within a timely manner. The policy stated that for
a routine laboratory order, the licensed nurse
would be responsible for entering the order into
the computer to be done on the next day.
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F 502 | Caontinued From page 13

Observation of Resident #3 on 11/05/14, at 4:10
PM, revealed the resident was sitting up in a
wheelchair in the dayrocm watching television.

Review of the medical record for Resident #3
revealed the facility admitted the resident on
03/25/13, with diagnoses that included
Hypertension, Atrial Fibrillation, Dementia, and
Gastroesophageal Reflux Disease.

Review of physician's orders for Resident #3
revealed a physician's order dated 03/12/14, for a
Magnesium (electrolyte) laboratory level to be
drawn every three months, in March, June,
September, and December.

Review of laboratory reports for Resident #3
revealed the facility had obtained a Magnesium
{electrolyte) level on 03/11/14, and thera was no
documentation in the medical record that another
Magnesium level was obtained until 09/01/14.

Interview with Unit Manager #1 on 11/07/14, at
10:50 AM, revealed she was responsible for
placing the order in the computer for Resident
#3's Magnesium laboratory level. The Unit
Manager also stated she was responsible for
monitoring residents’ laboratory tests on the North
Wing to ensure the laboratory tests were
completed as ordered by the physicians. The
Unit Manager did not have an explanation for why
the test for Resident #3 was missed.

Interview conducted with the Director of Nursing
(DON} on 11/07/14, at 4:55 PM, revealed the Unit
Managers werg raquired to monitor all laboratory
tests and review all residents' medical records
every month to ensure all [aboratory testing had
been completed as ordered by the physician.

F 502 F§02 corraction conlinued:

{Manag I teatn bers may include bul ara not limited to the

eic.} In addition to this monitoring, the unit managers will conéfue
to be rasponsible for monitoring the imely foliow-up to all
laboratory orders and thair work will bs suparvised by tha Director
Of Nursing. The Stalf Development Coordinator and Director

of Nursing will compl inder aducation (o all nurses

sboul the requirament to fellow all physician's orders for
taboratory services In a imely manner, This will ba completed by
11/30/2014. An audit tocl will be utilized to complete a weskly
laboralory follow-up audit for a period of at least Lhres montha

{12 waeks). This audit will be compleled by tha Director of Nursing,
Unit Managers, and Madical Records Diraclor.

4. The Unit Managers will provide a report to the

Facilily Quaiity Assurancs Performancs Improvement (QAPI) team
on a monihly basis listing the total number of new laboratory order
for the monith, the {olal laboratory services provided by the facility,
and tha total number {if any) that were not complated in a timaly
manner. The results of the weekly audit will be presented lo the
QAPI commiitee by the Direcior of Nursing.

The QAP1 leam will track and trend any laboratory sarvices

that are not complated Umely and will make recommendations as
needsad ta improve the quality of sarvices provided.

Tha Director of Nursing will complate a random review of at least
thres laboratory orders par unit each month lo ensure compliance
with physician orders through a chart review. The results of

this review will be shared with the QAP| team and administrator

a1 least monthly. The Administrator is responsitde for overall
compliance.

Administrator, DON, Unit Managers, S5D, MDSC, Medical Records,
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The DON stated she had not been aware of any
missed laboratory tests.
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