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r F 000 | INITIAL COMMENTS Fo ‘To the best of my knowledge and belief, as :
AMENDElj tan agent of West Liberty Nursing and %
wx - 'Rehabilitation Center, the following plan of .
A standard health survey was gonducted on ’ Ecorrect‘mn constitures & written aueggallion of |
October 28-28, 2010. Deficient pracfice was 'substantial compliance with Federal j
!?ﬁgﬁ with the highest scope and severity at iMedicare and Medicaid requirements. :
. { ]
F 187 | 483.10(b){11) NOTIFY OF CHANGES F 157 lPrﬂpa.ration =nd execution of this ' g
plan of !
&5=p | (INJURY/DECULINE/ROOM, ETC} %correcticm does not constitute an admission |
A facilty must immediately inorm the resident greageement by the pmwd?r of the mrl'h‘of ::
! - AR . ! cts alleged or conclusions set forth :
| sonsuté with ihe resident's physican, and if the alleged dsficiencies. This pl ¢ i
Known, notrly the resident's lagal representative ! t.g ) lenc1des.. § plan @ i
! or an interested family member when there is an Eom?c onlsp repare and/or exe(.;u.wd solely ]
| accident mvolving the resident which resuits in -F‘:ia““ s r"jq“““'d by the provisions of :
! injury and has the potential for requiring physician \ eral and State Law. j
i interventior: & significant change in the resident's ’ L ] ] ]
| physical, mental, or psychosocial sktus {L.e., & est Liberty Nursing and Rehabilitation. 12/03/10
deterioraiion in haalth, mental, ar pzychesocial ves 1o _meed:ateiy inform the residsnr, !
siatus in efher Me threatening conditions or onsult with physician and 1f known,
clinicsl complications); a need to alter treatment esident’s Jegal representative or family
significantly (ie.. a need o discontinug an ember when there is an accident involving
exicting f=rm of treatment due 1o adverse g resident resulting in injury.
consequences, of fo COMMENce & NOW form of ' _
treatmert): ar a decision 1o transfer or discharge | he physician and family for resident
the rnesident from the facility as spedified in { timber 2 were notified of the incident on :
§483.12(@). i 0-25-10 at 3:40 pm by L.P.N. The facility '
ceived orders from th ici - :
The faciity must alse prompily notffy ths resident | y on 10 /25/1% and foreap{lzxg:;ﬂifognan * B
and, #f known, the resident's legal representative | atside specialist on 10/26/10 T'hy [ 1
o interested farmily member when there Is & : o5 sched , Lthe consalt |
" . : scheduled for 10/28/10. Though the :
change in Toom of rToommate assighment 2s rbsident had PRN medicati d .
specified in §483.15(e)(2); or & change in ot offective. th nff ication ordered, which |
resident rights Lnder Federal or State Jaw or 1 :rc w%’] e charge nurse obfained \
reguiations s specified in paragraph (2)(1) of ers from the physician on 10-27-10
i this section. regarding schegluled pain medjcations for 48
| urs. The resident visited an ourside
| The faciity must record and periodically update specialist on 10-25-10 and his written report
. he address end phane number of the rasident's mdicates that there was no fracture. The
legal reprasentative or intarester family member. .
I '
S EORATGRY DIRECTOR'S OR RROVIDER/SLIPALIER REPRESENTATIVES SIGNATURE TITLE ey DATT
s . Administrator 12/01/10 '
Any deficiancy statemant ending with an asterisk () denstes & deficiency whleh the inatitution may be excused from ctirecting providing ft is derarmined thet

otier satequarda provide sufficlant provection & the paliemts,
oliowing ne date of sLvey whethas or not & plan of corfectitn is provided. For nleEing
savs toliowing tha date these docliments are made svalisbie to the facility. If deficiencles are cited,

prograsm participation,

(See Inetructions.) Exoopt $ar nursing homes, the findings stated above ars disciozabio 80 dawvs

romes, the above findings and piane of corcaction gre dizclasabls 14

an appreved plan of sorractlon ia reguisiie 10 coninoeg
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_ : DEFIGIENCY) 5
F 157, Continued From pags 1 i ‘F157] report indicates that the resident has severe
i psteoporosis and some arthritis but bad no
: e %~
This REQUIREMENT is not met as evidenced e g vt st &
gy' i b Gon | . d‘ -fracture. He also reviewed the films that
@s8d on opservauan, nterview, a nd rasor were interprered at Appalachian Regional
review, it was determined the faciilty fajled to Hosnital on Ostober 25, 2010, He could pot
notify the physician and the responsible party ospifal 611 LEHOBET =2, Sy o
after a sigrificant change in the resident's-health appreciate any fracrures on that film.
stefus and @ need to alter trealiment for ong (1) of . .
sixteen (16) sampled residents (resident #2), The policy and procedure for reporing
While being transferred with a mechanical lift at accidents and incidents was reviewed by the
approximately 10:00 a.m. on October 25, 2010, Administrator and DON on 10-27-10. No
resident #2's right foot hit the bed frame. The changes were made to this policy. :
staff assisting resident #2 failed o report the Additionally, the policy for Physician
incident to nursing staff. The resident complained Notification and Significant Change in
of pain at 3;40 p.m., the physician was nofified, Condition were reviewed by the
and the residant was sent for x-rays. The resulls Administrator and DON on 10-27-10. No
- ' of the x-ray revealed fractures fo ihree toes on changes were made to these policies.
i the resident's right foot. i - :
. C | The SRNA’s involved in the incident
The findings include: | regarding resident #2 received disciplinary
. , , _ actions by Director of Nursing on 10-28-10
S'ewew of rezlder_nt #IZ & m%[;’cal xjec;ord revsaied and 10-20-10. Additionally, these SENA’S
AgNOSES W .'Ch included Chronic Obstructive received one-on-one education by Director
Pulmona_ry Disease, Hyp'ertensmn,_ Coronary of Nursing on 10-28-10 and 10-29-10
Artery Disease, Depression, Osteoporosis, cvarding the appropriate facility reperting
B-Complex Deficit Anemia, Asthma, Esophageal Teg 4 = PpEop y Tep = |
Reflux, Arterial Sclerotic Vascular Disease, and Procecures,
Congestive Heart Fallure. A Minimur Data Set . R .
(MDS) assessment dated July 14, 2010, revealed All staff received additional education.
tesident #2 required two staff for safe transfers  regarding the facility’s policy of reporting
and was required to be lifted by mechanical it accidents/ incidents by Director of Nursing
‘ on 11-19-10. Additionally, nursing staff
Review of the nursing notes for October 25, 2016, received additional education on ] 1-19-10
at &40 pm,, reveaied resident #2 complained of | i by Director of Nursing regarding the facility
pain in the right foot. The resident told the nurse ‘ ! policies related to Physician Notification .
the CNAS let her foot hit the bed when they ' . and Significant Change in Coadition
oblmined {he resident's weight. According to the notificarion.
nursing notes the resident stafsd, "it's broke, |
KORM CMS-2357(02-99) Previaus Veralbns Ohaolets © . EBventlD:Z2ZeN ; Eadiny 1D 1043405 If conbinuation shest Page 2 of 36
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o) ID SUMMARY STATEMENT OF DEFIGIENCIES - D : PROVIDER'S PLAN OF CORRECTION { {X5)
PREFDY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE CDMDF‘;_I:_FIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE TE
: DEFICIENCY)
F 157 | Cantinued From page 2 F 157

LPN charge nurses complsted a body audit
heard it crack.” The nete reflected the physician of all residents by 10-29-10 to determine
and responsible party were nofified of fhe that any irjurics had been reported timely.
complaint and arders received for an x-ray of Ihe Additionslly, cach interviewable resident
right fost. The nursing notes dated October 26, was qucstior:e d by LPN charge murses on
1'7010, &t 6:00 p.m., indicated the results of the 10-29-10 0 dotermine that any injury or

right foot x-ray were received. The physician was .
{ notified and ordars for an orthopedic consult were incident had been reported and recorded

recelved : appropriatsly. The nursing staff

’ ! observations and/or interviews revezled no
A review of the x- ray report obtained October 25, farther incidents/mjuries that had not been
2010, and read/released October 26, 2019, =t , previously reporied.

10:57 a.m,, revealed; Arthritis in the anide joint '

and tarsal bones; a fracture through the base of The DON/designee will do five random

the proximal phatanx of the fourth foe, third foe ' body andits and/or resident interviews each
and probably fith toe, and also a hairine fracture | week for four weeks to determine If residént
through the base of the fifth retatarsal. An ‘ accidente/incidents are being reported '
impression was included from the radiologist appropriaisly.

which stefed, "Multipie fractures involving the toes

which are non displaced. Severe Osteoporosis.” .| The results of these audits will be discussed

weekly in the Focus Meeting (a sub- .
committes of the Continuous Quality
Improvement Committee).

Irterview with resident #2°s family on October 27,
2040, at 8:45 a.m., revealed the family was not
made aware of the incident related to the injury o
resident £2's right fact until October 25, 2010,

" The results will also be forwarded to the
around 3:40 p.m. :

monthly Continuous Quality Improvement

L Interview with CNAs #1, #2, and #3 on October | + Committee Meetlng (CQI) for further
27, 2010, from 1:20 pm. unfil 3:45 p.m., revealed : monitoring and continued comphiance.
on Ociober 25, 2010, the CNAs weighed resident :
#2 using & mechanical litt. The CNAs stated the
lift was functioning correctly, however, whan
resident #2 was baing retumed to bed, the
residents foat hit the bed, and the resident
complained of pain. The intenviews revealied
gach CNA thought one of the other CNAs had
reported the incident However, nope of the ,
CNAs reporied the injury to resident #2's right foot] :
to nursing staft, | '

H
£

i
N - i
EORM CMS-Z557(02-99) Previous Varsions Obsslele Bvent |b; 222911 . Facilty I, 103340 . If caplinuation sheet Page 3 of 35
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x4} ID H SUMMARY STATEMENT OF DEFICIENCIES ‘ o PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EALH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ¢ DATE
DEFICIENGY) ;
F 167 | Comtinued From page 3 F 1587

Interview with LPN #1 on Qetober 27, 2010, &t
1:50 p.m., revealsd no ncident regarding resident
t#2 was reported by any of the CNAs on October

i 28, 2010, on the first shift,

Inferview with LIPN #2 on QOctober 27, 2010Q, at
4:20 pan., revealed on-October 25, 2010, at 3:40
p.in., resident #2 complained of pain to the right
foot and reported the incident of the CNAs hitting
the resident's right Yoot earlier that day, LPN £2
stated the physician was contacted and orders
were received to have an x-ray of the right fool.
LPN #2 contacted resident #2's family and :

Emargency Medical Setvices {EMS) and resident ‘ ;
! #2 Ioft the facility for an x-ray of the right foot o ' !
LPN #2 stated an incident report was staried after
the LPN was nofified approximately five and
ona-half hours after the injury cccurmed,

An interview with the DON on October 28, 2010,
at 1:45 p.m., revealed the conclusion of the
investigation of resident #2's injury was that CNAs
(1, #2, and #3 should baves reported the incident

: irmmediately, and the CNAs received disciplinary
aciion of a oné-day suspension. ;

F 187 | 483.10(g)(1) RIGHT TO SURVEY RESULTS - P 1gy| West Liberty Nursing and Rehabilitstien  12/03/10
sg=c | READILY ACCESSIBLE . Cen:tcr strives to m'ake_survey results ) !
available for examination znd post notice of]
A resident has the right to examine the resufts of their availabitity.
the most recent survey of the facility conducted by ]
| Faderal or State surveyors and any plan of The survey book was placed back mto the
 correction in effect with respect ko the faciity, . Morgan Room (2 family room for residents
and visitors) by Socizl Services on 10-28-
The facifity must make ihe results available for | 10. Sigpage was posted in the main hallway
exarmninztion ahd must past In @ place readily by Social Services on 10-28-10 to alert
accessible to residents and must past a notice of family/residents as to the location of the
their avaiiability. _ survey information or the last three years, |
SORM CME-2587(02-55) Pravious Verslens Obsolets Event ID; 222911 Facility [D: 100340 . If continuation sheot Page 4 of 36
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=4y 10 SUMMARY STATEMENT OF DEFIGIENCIES S PROVIDER'E PLAN QF CORRECTION Lo
PREFIX (EACH PEFICIENCY MUST BE PREGEDED BY FULL PREFIX . (EACH CORRECTIVE AGTION SHOULD BE CONPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
F 167 ) Continued From pags 4 F 187 The guidelines regarding the posting of
. i . . survey information was reviewed by the -
;‘yf:rs REQUIREMENT iz not met as evidenced Administrasor and CQI Director on 10-28-
| Based on observafion and interview, it was 1o.
- determined the facilify failed to ensure the - s
: previous suirvey results were available for TCII"G a?lnésﬁiozmi%\fegc:ddmoﬁl 15-10
| exarmnination, in a place readily accessibla {o sducation By e d?in rector or di.n» t};
residents and the pudlio, Additionally, the facility . rogarding the guidelines for providing the
fafled to post a notice of the availabifity of the public with survey information as outlined
survey results, in the Federal Regulations.
The findings Include: - ! The Admimistrator will audit the placement
- ! of appropriate signage and survey
Observations during the aniual survey on information booklet dalty (Monday-Friday)
Qctober 26, 2010 thru October 28, 2010, revealed for four weeks via daily compliance rovmuds.
no notice was pesked fo inform residents and the ]
public that survey results were availabie for The results of thesé audits will be discussed
; examination. Continued observation revealed the weekly in the Focus Meeting (a sub-
: survey results were not readily avallabie for cornmittee of the Continuous Quality |
examination/raview. Tmprovement Committes). :
Eleven residents atfended the Quality of Life The results will also be £
. . . ) - o be forwarded to the
L group mterxrv:w on Qctaber 27, 2010, at 1:30 p.m. monthly Continuous Quality Improvement
All 11 residents stated fiey were unsure of the Committes Meeting (CQY) for further
location of the facility survey results, I 5! ,
N mopitoring and continued compliance.
interview with the Administrator on Oclober 28, !
2010, &t 2:00 p.m., revaaled the sUrvey results
- were routinely kept in the Morgan Room (a
- lounge)} where residents and farnily members
: could review the resulis. The Administrator
i stated no one had been assigned 0 enzure the
survey results remained in the Morgan Room.
The Adminisirator stated & notice should be
posted at the nurses’ stalion indieating the resulis '
werz in the Morgan Room, Wear Liberty Nursing and Rehabilitation  i12/03/10
F 248 | 483, 15(f)(1} ACTIMITIES MEET E248| strives to provide an ongoing program of |
ss=F | INTERESTS/NEEDS OF EACH RES activities designed to meet, In accordance
| |
FORM CMS-2567(02-98) Pravious Varsions Obsslete Evert |0 227814 Fagiiry IDx: 100340 \f continuation shest Page & of 36
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NAME OF PROVIDER DR SUPPLIZR

WEST LIBERTY NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF GODE
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WEST LIBERTY, KY 41472

The fadiiity must provide for an ongoing program |

of activitias desighed to meet, in accoréancs with
the comprehensive assessment, the inferesfs and
the physical, mertal, and psychesocial well-being
of @ach resident.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, intarview, and record
review, it was determined the facilily failed 1o

| provide an ongeing program of activities for the
L individually assessed needs of two (2) of sixteen
! (16) sampled residents (residents #3 and #8).

The faciiity had identified activities of interest for
residents #3 and #8, however, failed to provide
the identified sefivities for the residents. In
addition, the faciiity failed to provide planned
activitiss on the weekends or when the Activity
Director was niot scheduled to work during the
week. - ' ’

The findings Include:

1

with the comprehensive assessment, the
interests and the physical, mentai, and
psychosocial well-being of each resident.

The Activity Director has reviewed the
activity preferences for resident #3 and #6
on 11/19/10, She has discussed the
preferences with each resident and has

of care that is meaningful. appropriate and
realistic for that resident, :

The Activity Director has reviewed the
residents has been reviewed and will be
updated by 12/1/10 to ensure that the care

of that resident, based on resident and/or
- family interview.

The Administrator provided additional

activity preferences for all residents in the -
faciliry on |1 1/22/10. The plan of care for all

plan reflects the individual activity interests

'i
[
[
1

‘incorporated activities into the resident plan:

H
1
|
'

o | BUMMARY STATEMENT OF DEFICIENCIES 1D PROVIGER'S PLAN OF CORRECTION | (%8}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 248 | Continued From page & i F248

education {0 the Actlvity Director on 11-10-
10 regarding the importance of providing an
ongoing program of activities designed 1o |
maet, in accordance with the comprehensive
assessment, the interests and the physical,
mental and psychasocial well-being of each
Tesjdent.

3

1. ‘Review of the record revealed resident #3 was .
readmitted to the faciiity on April 4, 2010, with ;
diagnoses of Acute Renal Failure, Diabetes
insipidus, Congestive Heart Fallure, and Bipolar
Disorder. Review of the Guarterly Minimum Data
- Bt (MDS) assassment dated Sepfember 23,
2010, revegied {he facility assessed resident #3
as being moderataly impaired in daily
declsion-making. Further review of the
assessment revaaled the faciiity assassed
resident #3 as being involved In activities ' ,
one-third fo two-thirds of the time.

The Activity Calendar for the month for
November was reviewed and revised on 13-
19-10 by the Administrator and the Activity
Director. The revised calendar includes a
Jarger variety of activities, organized
evening activities, and organized activities
Review of the Activity Assessment/interest during the week-end.

Inveniory Sheet dated April 27; 2009, revealed

Eacliy ID: 100340

FORM CME-2567(02-89) Provious Verzians Obsolsls Event I2: 237811 If continuation sheet Page § of 36

Recelved Time Dec. 1. 2010 10:57AM No. 4666




12/01/10

12:04 FAX 6069295449 DMS EKY 00.8
- PRINTED: 11/24/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES SORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ONMB NO, 08380381
STATEMENT OF DEFICIENGIES (<1) PROVIDER/SUPPLIERICLIA D(2) MULTIPLE CONSTRUCTICN {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
|A BuULDING
185274 B. WING 10/28/2010

NAME OF PROVIDER OR SUPPLIER

WEST LIBERTY NURSING & REHAEBILITATION CENTER

STREET ANDRESS, CITY, STATE, ZIP CODE
774 LIBERTY ROAD, P O BOX 219

WEST LIBERTY, KY 41472

| fisted activities. These activities included bingo,

i baen mads to indicate an activity had been
| providad for resident #3. Review of the August |

: music/singing/instruments, persanal grooming, |
i plants/gardening, and flower arranging.

: convarsing/socializing and reminiscing. The !

resldent #3 had been assessed to enjoy 14 of the

bird feediwatch/identify, church related activities,
children visifing/fteaching, cratts/wosdworking,
community servicefvolunteerng,
conversing/socializing, dancing watch/participate,
farming, fshing/hunting, food related activities,

Review of the Comprehensive Care Plan
(updated September 28, 2010) revealed = goel
that resident #3 would parficipate in two
She-on-one room activiies each week and one
group achvity sach waek. Further review of the
Comprehznsive Care Plan revealed a personal
activity schedule would be posted in resident #3's
room and the activities provided would be
recorded on the flow shest.

Observation during the survey or Octobar 26,
2010 to Ociober 28, 2010, revealed resident

#3 was not involved in any activities. Furither
observation revesled twe forms related to
activities were taped on the inside of resident #3's
closet door. Review of the forms revealed the
Activity Care Card listed resident #3's interests as !

L

second sheet was the October 2010 One-on-One |
Activity/In-Reom Program that listed the dats the
activity was provided, fime spent in the in-room
activity, a description of the activity/resident
response, and signature of who provided the
activify, Further review of the sign-in activify
shest for October 2010 revealed no eniry had

2010 and September 2010 Individual Resident
Activities sheet provided by the AD revealed 3

The Adminisrator/designes will review at
least two resident (one-on-onc) activity
sheets per week for the next eight wecks 1o
epsure that care plan interventions are
implemented and recorded sppropriately.
The Administrator/designee will also aidit,
via daily compliance rounds (Monday-
Friday), that one-on-one activities and group
activities are being provided as scheduled.
The Adminiszator/designee will audit week-
end activities at least two times per month

for the next two.months. Additiopally, the |
- Administrator/designes will attend monthly ;|

resident council meetings for the next three
months to ensure that residents are satisfied
with the facility activity program.

The results of thesc audits will be forwarded

to the weekly Focus meeting. Additionally, |-

they will be forwarded the monthly CQT
Commirtee meeting for further meonitoring:
and continued compliance.

4] 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAKN OF CORRECTION o)
PREFI (EACH DEFICIENCY MUST RE PREGEDED EY FULL PREFIX (EAGH CORRECTIVE AGTION §HOLLD RE COMPLETION
Ta@ REGULATORY OR LSC IJENTIFYING INFORMATION) TG GROSS-REFERENCER 70O THE APPROPRIATE DATE
| DEFIGENCY)
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the resident

. Review of resident #8's care plan revealad the

Continued From page 7

she-on-onée activity was provided that consisted of
talking/conversing daily from August 1-17, 2010.
No sctivity was recorded for August 18-31, 2010
Review of the Individual Resident Activities sheet
dated Saptember 2010 revealed no entry had
heen made fo indicate the activity provided for
resident #3 for that month.

An interview with resident #3 on Ccfober 28,

| 2010, at 5:46 p.m., revealed resident #2 refused
o be ouf of bed except fof a shower, Resident #3
! stated the resident enjoyad sewing and woulid ke
to have that activity provided. However, sewing
had not been offered as an activify for resident
P33

interview on Ocfoher 27, 2010, @t p.m., with the

AD revealed resident #3 refused activities except
i the resident's room. The AD stated resident #3
had been provided three in-room activities during

the survey; however, fhe AD was Unable fo

provide documentation of the activities provided.
The AD stated someene had merticned to the
AD a couple of months ago that resident #3 Hked !
to sew; however, that activity had not bzen {
pravided for resident #3. o

2_ Interview with resident #6 during iniial tour on
Oclober 26, 2010, at 11:45 a.m., revesled the
resident iked to sew and cook, Resident#5
stated thers were not any activities al the facility
to interast the resident; however, the resident
would like to parficipate in activities that interested

resident was to have six one-fo-one room visits
per week and to parlicipaie in one group achvity
per weak.

F 243
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Review of the Oclober 2010 aclivities
pariicipation log revealed no one-to-one room
visits had been provided and the resident had
participated In no group activities.

3. Review of the activities ealendar for August,
September, and October 2010 revealed no )
scheduled activities were provided on Saturdays,
and on Sundays the only scheduled activity was a
church sarvice. The activities calendar for
Octobar 2010 revealed no activities to includs :
sewing, baking, or gardening. .

3
Further review of the activities calendar revealed |
in August 2010 no activities were planned aftsr |
3:00 p.m. In September 2010, one activity was
planned after 3:00 p.m., and in October 2010 wo |
days had planned activities after 3:00 p.m. i

Puring a group interview on October 27, 2010, at
1:30 p.m., the residents present stated on the
weekends there were no activities, Further
interview revezled the anly fhing to do was to sit
around and t=lk to each other,

Obsarvation on Oclober 28, 2010, at 9:00 a.m:, of
the acfivities baske! revenlnd there was a small
eich-a-sketch, two decks of cards, two small
unopened puUzzies, and two games.

interview with the Activitles Diractor (AD) on
October 28, 2019, at .30 a.m,, revealed there
were no organized activities on Saturdays. The
AD stated that there was a basket thaf contained
games residents could play during the evenings,
and on weekends: howaver, the regidents had o
ask the nursing staff 1o obtain the games for them
and thie games had o be-s2lf-nifiated. The AD
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revealed he/she was scheduled to work Monday
thru Friday and no individualized activiies were
available on Saturday and only chureh services
were conducted on Sundays. West Liberty Nursing and Rehabilitation  |12/03/10
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 278 strives to develop A comprehensive care plan
-0 | COMPREHENSIVE CARE PLANS evelop & comp P
S8=D for each resident that includes measurable
! A'facility must use the resuits of the assessment obj_edctv::as m‘;.ﬁ"}emble_s to m;'e" a ol and
40 develop, review and revise the resident's resident’s medical, IUSINE and MENaL a1l

. comprehensive plan of care.

plan for each resident thaf includes measurable
objectives and timetables to maet a resident's
_medical, nursing, and mental and psychosocial
needs that are identified in'the comprehensive
assessment

The care plan must describe the services that are
1o be furnished fo attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under.
§483.25; and any services that would otherwise
be reguired under §483.25 but are not provided
due to the residents exercise of rights under
§483.10, including the right o refuse treatment
under §483,10(b){4).

; This REQUIREMENT s not met as evidenced

i by

: Based on interview and record review, the facility
failed to develop an individualized comprehensive
pian of care for two (2) of shdean (16) sampled
residents (residenis #6 and #10). Residents #6
and #10 had physician's erders to recaive
-physical therapy (FT} and occupational therapy
(OT); howaver, no care plan was developed to
address the PT and OT services. Addifionally,

.
1

The facility must develop & comprehensive care '

_on 10-29-10 for this resident that included

psychosocial meets that are identified in the
comprehensive assessment.

A comprehensive care plan was developed
for resident #6 by the (IDCPT on 10-29-10.
The care plan includes measurable
objectives and timetzbles to meet the
resident’s medical, nursing, and mental and
psychosocial needs as identified in the
comprehensive assessment. Physical
Therapy and Occupational Services have
been discontinued for this resident.

Resident #10 was discharged to the hospitzal
on 11/10/10. Prior to discharge, the IDCPT
team developed a comprehensive care plan

measurable objectives and timetables to
meet the resident’s medical, nursing, and
meital and psychosocial needs ae identified
in the comprehensive assessment, This
included a plan of cate to address pain,
Physical Therapy and Occupational Therapy
Services have been discontinued for this
Tesident.

The process for the development of a
comprehensive care plan has been reviewed
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k278 ]. Cal?t-mum From pag.e 10 N ) i Fare by the DON. No changes were made 10 the |
: residert #10 had a diagnosis of genersiized pain process. :
| for which medication was prescribed; however,
: g\aefncare plan failed to address resident #10's The DON/designee provided additional
’ education to the licensed nurses andthe
The findings include: IDCPT onn ‘11-9-] 0 re_garding_ the irnportance;
of developing a comprehensive plan of care!
1. Review of résident #6's medical record ' that meets the. current needs of the :
revealed the resident wag admittad on September jndividual resident. This includes ;
2, 2010, with a diagnosis of late effect ' measurable objectives and timetables to
Cerebrovascular Accident, Anxiaty State, meet all aspects of the resident’s medical,
Depressiva Disorder, and Hyperiansion, nursing, and mental and psychosocial needs
: as identified in the cornprehensive
Review of resident #5's physician's crders dated assoearnent.
Cctober 2010 ravealed an order for OT services : :
to treat thrae times a week for eight weeks, and The TDCPT reviewed the care plan for each
PT services to treat five times a week for eight resident on 10-29-10, 11-1-10, and 11-2-10
weeks. . to determine that each plan of care i
) ) . reflective of the résident’s current medical,
| Review of resident #8's comprehensive care plan nursing, and mental and psychosocial needs
% (CCP) dated September 2, 2_01 0, revealed the as reflected by the comprehensive
; CCP did not address the resident's need for PT assesstent
:and OT services as ordered. "'
»  Review of resident #40's medical record i The DON/designee will andir five plans: of
revealed the resident was admitied on October care per week for four weeks to determine |
10, 2010, with a diagnosis of Urinary Tract that each plan of care has measurable
Infection, Deep Vein Thrombesis, Generalized objeotives and timetables 1o meet the
Pain, and Pelvic Fracture. Further review of resident’s medical, nursing, and mental and
resident $10's medical record revealed = psychosocial needs as identified in the
physician's order for PT services five times a comprehensive assessment.
weaek for eignt wasks and OT services five times
a week for eight weeks. - The results of these andits will be forwarded
to the weekly Focus meeting. Additionally,
Review of the MDS (Minimum Dafa Set) dated the results will be forwarded to the monthly
October 18, 2010, for resident #10 revealed the » CQI meeting for firther review and
 resident had been assessed for pain which was continued compliance.
| present three o four days a week, and as-neaded
1 pain medicine was ordered. Further review of the |
H |
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medical record revealed a nursing assessment } :
for newly admitted residents dated Oclober 8, : i
2010. The nursing assessment revealed resident I
#10 had pain, lesg than daily in the neck, the
intensity was distressing, and the wsual pain !
treatment was a Fentanyl Duragesjc patch, :
Roview of regident #10's caormprehensive care F
plan (CCP) dated Ociober 8, 2010, revealed the-
CCP did not address the resident's need for PT .
and OT servicas as ordered. Additionally, the :
CCP did not address resident #10's diagnosis of t
pain and ihe requirement for pain medication. .
3
Intarview on October 28, 2010, at 11:30 &.m., with ;
the MDS Coordinator, who was responsible for |
developing the comprehensive plan of care for, | '
gach resident in the faciiity, revealed care pians
ware not created for PT and OT services. The
MDS Coordinator further stated an individualized
 care plan for pain should have been created for |
 residant 10 and did not know why the resident |
: did not have & care plan for pain.  ~ : West Libe : S
: : rty Nursing and Rehabilitation  12/03/10
F 280 é?ﬁ%)ggi)fé?i%ﬁlﬁé%?\gT T%V[ SE CP ‘ F280| sgivesto develop a comprehensive care plan
8S=£: =R for each resident that includes measurable
The resident has the right, unless adjudged objectives and timetables to mect &
incompstent or otherwise found to be resident’s medical, nursing and mental and
incapacitated under the laws of the State, to psychosocial meets that are identifled in the
participats in planning care and treatment or comprehensive assessment and fo ensure
changes in care and treatment. care plans are reviewed and updated.
A comprehensive care plan must be developed The care plan for resident #2 was updated o
within 7 days after the completion of the 10-27-10 by MDS Coordinator to include
comprahensive assessment; prapared by an the use of antibiotics for the UTL The
intardisciplinary team, that includes the attending IDCPT also reviewed the POC to ensure tha
physician, & registered nurse with responsibitity all interventions were current and reflected
for the resident, and other appropriate staff in the needs of the resident.
disciplines as determined by the residents nseds, :
FORN CMS-2587(02-80) Pravigus Vorsions Obeglete : Event D; 222014
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and 1o the extent praciizable, the pariicipation of |
the resident, the resident's family or the reszden{"s x
legal representative; and periodically reviewed
and revised by a team of qualfied persons after
each assessment,

'
[
i
i
i
!
i
|
I

This REQUIREMENT is not met as evidenced
by: '

Basad on observation, nterview, and record
review, it was determined the facifity failed to
ensure comprehensive plans of care were
reviewed and or revised for five (5) of sixteen {18)
sampled residents (residents #2, #4, $6, #8, and
#9). Residents #2 and #9 ware started on
antibictics for urinary tract infections, resident #4
was started on a treatment for a skin tear,
resident #6 had preventative measures put in
piace for skin pressure, and resident #8 had fall
interventions m place. The comprehansive Plans
of Care for these residents were not
reviewed/revised to include these interventions.

The findings include:

1. ‘Review of resident #2's medical record
revealed diagnoses that incloded Siroke,
Congesiive Heart Fallure, Ostecporasis, and
Urinary Retanflon. Resident#2 had physician's
orders for an indweliing cathster for urinary
retention. Review of the physician's orders dated
QOciober 26, 2010, revealed anfibictic therapy for
a urinary tract infection was initatsd.

A review of the Comprehensive Plan of Care
(CPOC) dated Juna 15, 2008, for resident #2
reveaied the resident was at Hsk for

" reflected the needs of the resident.

-ensure that it was current and reflecred the

(A4 1D E SUMMARY STATEMENT OF DEFICIENCIES 19 PROVIDER'S PLAN OF CORRECTION (x5
PREFX ! (EACH BREFICIENCY MUST BE PRECEDED BY FULL PREFD (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LST DENTIFYING INFORMATHON] - TAG CROSS-REFERENCED TO THE AFPROPRIATE DaTE
i | DEFICIENCY)
3 .
) I
F280! Ccn‘qnuad From page 12 . : ; F 28D

The antibiotics for resident #9 were
discontinued on 10/16/10. The IDCPT
reviewed the plan of care for this resident on
10-29-10 to determine that the care plan was
current and raflected the needs of the
resident. This included the Guaifenesin
Syrup.

The skin tear for resident #4 healed on
16/26/10. The TDCPT reviswed the plan of
care for this resident on-10-29-10 1o
determine that the care plan was current and

The care plan for #6 was revised by the

IDCPT on 10-29-10 to reflect the change n
preventive care measures to include half side
rails and an alarm bracelet. The IDCPT alsal
reviewed the remainder of the care planto ¢

needs of the resident. :
I
The care plan for resident #8 was revised by
the TDCPT on 10-29-10 to reflect the
intervention, stickers added to breaks per
therapy that was put into place after the fall
on October 23, 2010. Additionalty, the care
plan was rsviewed 10 ensure that
interventions were curreat and reflective of
resident care needs,

The DON reviewed the process for revision
of the plan of care on [1-10-10. No changes
were made to the process.

Charge nurses and the IDCPT received
additional education by Director of Nursing
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complications of indweling catheter use such &8
uritiary tract infection or injury. A review of the list
of interventions revesied the antibiofic ordered

i October 26, 2010, for a uninary tract mfechon Was
‘not on the CPOC

|

; Observation of resident #2 on October 26, 2010,
at 3:15 p.m., revealed amber-colored urine
| emptying into @ bedside drainage bag.

Interview on Octobér 28, 2610, &t 11,30 aum,, with
the Mirimum Data Set (MDS) Coardinaor, who
stated being responsible for updating the CPOCs,
revealed the CPOC should have been updated fc
include the antibictic usage for resident #2.

2. A review of resident #4's medical record
revesled. diagnoses that inciuded Psychosis,
Amxdely, Anermia, Osteoporosis, and
Osteoarthritis. Review of the physician's orders
dated September 24, 2010, revealed ap order for
ster-strips to ba applied to a right sibow skin tear.

A review of the Comprshensive Plan of Care
(CPOC) dated February 19, 2010, reveaied
potential for skin breakdown, with & goal that the
resident will mainiain intact skin integrily through
the next review dated January 19, 2011, A teview
of the Interventions revealed the CPOC was not
reviewed/revised to include the treatmsnt for the
skin tear to the resident's elbow.

Imterview with the Minimum Dsta St (MDS)
Coordinator, who stated baing responsibie for
updating the CPOCs, on Oclober 28, 2010, at
11:30 a.m., reveakd the CPOC should have been
updated to reflect resident #4's treatment for the

skin fear. :

b
! '
'

4) 1D SUMMARY STATEMENT OF DEFICIENCIES . n PROVIDER'S PLAN OF CORRECTION 5
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: © DEFICIENCY)
1
F 280 | Continued From page 13 F 280

on 11-10-10 regarding the importance of
revising the care plan for each resident as
changes occur in the resident status.

The IDCPT revicwed the care plans for each
resident on 10-29-10, 11-1-10, and 11-2-10
to determine that all eare plans had been
tevised as the care needs changed for each

. resident,

The DON/designee will review five care :
plans per week for four weeks to ensure that:
revisions are recorded on the plan of care as
changes in resident.care needs ocemr. |

The results of these audits will be forwarde
to the weekly Focus meeting. Additionally,
the results will be forwarded to the monthly!
'CQT meeting for further monitoring and |
continued compliance. ) |
1
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3. A review of resident #9's medical record :
revealed diagnoses that included Stroke, i
Malignant Neopiasm of Pituitary, . :
Gastrostomy-Tuba (G-Tube), and Allergies.
Resident #8 had physician's orders for Cipro 500
my per G4ube twice daily for ten days for sinusitis
ordered on October 6, 2010. In addifion the
physician ordered Mucinex 800 mg twice daily.
Physician's orders dated October 8, 2010,
revealed to discontinue the Mucinex and start
Guaifenesin 400 mg per G-tube three times daily.

A review of the Comprehensive Plan of Care
(CPOC) dated December 14, 2004, revealed the !
antibiotic use was not added to the CPOC. The
CPOC was not reviewed/ravised to include

. intervertion of the Cipro and

| Mucinex/Guaifenesin as ordered for sinusifis.

interview on October 28, 2010, at 11:30 am,, with
the Minimum Data Set (MDS) Cocrdinator, who

was responsible for updating the CPOCs, i
revaaled the CPOC should have been updated to !
reflect the antlbiotic usage.

4. Review of residant #5's medical recond .
ravealed resident #6 was admitied to the facility
on September 2, 2010, with a diagnosis of i
Anxiety state, Depression, Hypertension, and !
Cerabrovascular Accident with right-sided :
weakness and Joint pain.

Ohservation on' October 28, 2010, at 11:45 a.m.,
revealed resident #8 was in the bed with half side
rails eigvated,

* Review of physician's orders for October 2010
: Tevealed resident #6 had an order for half side
; ralls up at all imes for bad mobility. Further :

i i i
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resident #8 was wearing non-skid soles. Further :
interventions were to provide a wander guard |
devics for resident #8,

Raview of the nurse's nofes dated Octobar 23,
2010, at 4:15 p.m., revealed resident #8
siistained a fall while visiting another resident. No
“injury was sustained. Further review revealed the
care plan had not been revised 1o address
resident #8's fall.

interview on Cciober 28, 2010, at 11:30 a.m., with
the MDS Coordinator revealed the MDS
Coordinator was hired approximaiely two months )
ago. The MDS Ceoordinator stated care plans
were updated each moming from the physician's . _
order of the previous day. ' :

Tha MDS Coordinator was not familiar with the
| Admission Care Plan and had nof seen the form
bafore. The MDS Coorginator stated the |
Admission Care Pians were not updated because |
new care pians were generated, but the fall would :
be addressed when the Admission MDS was
complated.

F 281! 483.20(k)(3)()) SERVICES PROVIDED MEET F 281
ss=0: PROFESSIONAL STANDARDS :

West Liberty Nursing and Rehabilitation  [L2/03/10
strives to ensure that services provided or
mranged by facility reet professional

The services provided or armanged by the facﬂitf ' standards of quality.

miust meat professional standards of gualty. The physician and family were notified of
and family 0

the medication error for resident #13 on

This REQUIREMENT is not met as evidenced 10-28-10 by LPN. No additional orders

by: : were recejved but the nursing staff did
Based on observation, interview, and record monitor. The nmurse involved in the incident
review, it was determined the facllity falled to received one-on-one educarion by the DON
follow physician's orders for ane (1} of sixteen ot 11-4-10 regarding the five rights of

medication administration.

(16) sampled residents (resident #13). Resident
#13 had orders for Tramado! 50 milligrams (ma)

-
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A

three (3} times daily, znd Ativan 0.6 mg twice a
day. Tramadol b0 mg was not administered at
the noon dosg, and Ativan 0.5 mg was
administered instead, 1n addition, {fifty-nine (58)
hemocciit cards and four (4) blood culturs

i vacuiainers wera expired and avallable for use.

The findings Include:

A review of resident #13 physician's orders
revealed Tramadel 50 mg was to be given three
times daily, and Afivan 0.5 mg tc be given twice .
daily.

Puring observation of the narcofic count on
October 28, 2010, at 11:00 2.m., it was
discovered that resident #13 had ona exfra |
Tramadot 50 mg tablet, and was missing ohe
Altvan 0.5 mg tablet.

Review of the Medication Administration Record
{(MAR) revealed Tramadol 50 mg tablet to be
given avery six hours at 12:00 a.m., €:00 a.m,,

.| 12:00 p.m., and 6:00 p.m. Further review

revaaled Afivan 0.5 mg twice dally at 8:00 a.m.
and 8:04 p.m.

An interview with the medication nurse on
Qciober 28, 2010, at 11:00 2.m., revealsd Ativan
0.5 mg was given at noon instead of the
Tramadol 50 mg as orderad. The medication
nurse said distractions caused the medication
error. The medication nurse said that the.
physician, pharmacist, and the family were
notified of the errer, and no new orders wera
recefved, however, resident #13's vital signs were
heing monitored.

Additicnally, during observation of the medication

" ¢ emphasis was placed on medication

%90 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION i )
PREFDX (EACH DEFIGIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHQULD BE ¢ GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
. Al omdated hemocult cards and blood
F 281 Continued From page 17 F 281

culture vacutainers were discarded by
Charge Nurse on 10-28-10.

'THe DON and L.P.N. reconciled the narcoti¢
drawers on 10-28-10 to ensure that all other
narcoiic connis were aceurate.

An audit was conducted by Director of
Nursing on 10-28-10 to ensure that all
products in the medication cart, medication
room and central storage supply areas were !
not expired. !

Al nursing staff received additional
education relared to the expectations of
praviding or arranging for care that meet
Professional Standards of Quality. Special

| adminisration and wnportancs of checking
for expired medical supplies on a daily
bagis.

The DON/désignes will observe medication)

pass on at least five residents per week on
various shifts to cnsuve that the five rights of
medication pass are being observed.

The DON/designee will monitor storage
areas for medical supplies at least once a
week for four weeks to defermine that
supplies are removed from circulation prior
1o expiration date recorded on container.

The results of these audits will be forwarded
to the weekly Focus meeting, Addilionally,:
the results will be forwarded to the monthly
CQI mesting for further monitoring and
continued compliance.
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' adequate supervision and assistance devices 1o

| by:

| and at residents #3 and #16's bedside.

s is possible; and each resident receives

prevent accidents.

This REQUIREMENT is not met as evidencad

Based on observation, [nterview, record review,
and review of the Resident Census and
Conditions farm, it was determinad ihe facility
fafied to provide adequate supervision, and
monftoring io prevant accidents for three (3} of
sixteen (16) samplad residents (residents #2, #3,
and #16). Resident #2 sustained three fractured
oes while being weighed in 2 machanical fift. In
addition, chemicals were abserved in
uniocked/unsecured cabinets in the shower room,

The findings include: ' -

A
t
i

|
i
i
l

L

| hours. The rezident visited an outside
| specialist on 10-26-10 and his written report

: report indicates thar the resident has severe

0% 1D SUMIMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION B
PREFIX ([EACH DEFICIENGY MUST BE PRECEDED BY FULL | PRERIX {EAGH CORRECTIVE ACTION SHOULD BE COWFLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CRUSS-REFERENCED TG THE APPROPRIATE DATE
) -{ DEFISIENCY]
F 281 | Continued From pags 18 F 281
room on October 28, 2010, at 11:00 a.m,, 58
heroceult cards had an expiration date of
February 2008, and the developer expired ;
January 2009, and remained available for :
resident use. In addition, four blood culfure ; {
vacUtainers had an expiration date of May 31,
2016, and available for use. ¢ |
An interview with the medication nurse on ,
October 28, 2010, at 11:00 a.m., revealed fhe
I nurses were respansibie for making sure the
‘ vacutsiner and lab supplies were not expired. ‘
F 323 483.26(h) FREE OF ACCIDENT F a23| Wear Liberty Nursing and Rehabilitation  |12/03/10
g5=p : HAZARDS/SUPERVISION/DEVICES strives to ensure that the resident
; ‘ environment remains as free of accident
The facility must ensure that the resident hazards ag is possible and residents receive
environment ramaing as free of accident hazards adequate supervision and assistance devices

to prevent accidents.

The physician and family for resident
number 2 were notified of the incident on
10-26-10 at 3:40 pm by L.P.N. The facility
recsived orders from the physician for an x-
ray on 10/25/10 and for a consult by an
outside specialist on 10/26/10. The consult
was scheduled for 10/29/10. Though the
resident had PRN medication ordered, which
was effective, the charge nurse obtained
orders from the physician on 10-27-10
regarding scheduled pain medications for 48

indicates that there was no fracture. The
osteoporosis and some arthritis but had po

clinical signs of a fracture and the x-rays
obtained in his office did not support a
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F 323 | Confinued F-'.'rom page 18 F 323;‘ fracture, He also roviewed the fitms that
) ) . , | woere interpreted at Appalachian Regional |
1. Review of resident #2's medical record { Hospital on October 25, 2010. He could not
revealed diagnoses which included Chranic | appreciate any fractures on that film.
Obstructive Pulmonary Disease, Hypertension, ! . ,
Coronary Artery Disease, Depression, i . .
Osieoporosls, B-Complex Daficit Anemia, ; Eiepsm;l:%gﬁ Ein}%‘gg /?3 i;l; z :):Ssﬂq
Asthma, Esophageal Reflux, Arterial Sclerotic Y bronehs it 1o the DON’s attent
Vascular Disease, and Congestive Heart Failure. | surveyor brought 1110 the £ atiention.
The quarterly Minimum Data Sef (MDS) )
assessment dated July 14, 2010, revealed | The T-gel shampoo was removed from the
resident #2 required two siaff for safe transfers * bedeide table by the DON on 10/28/10 wher
and was required to be lifted by mechanical bt : the surveyor bronght it to the DON's
i attention.
Observation of resident #2's right foot on Ocicber |
27, 2010, at 1:00 p.m., revealed no discoloration ! The two cabinets in the showsr room were
or swelling fo the right foot. Resident #2 was i cleared of all items by the charge nurse on
wearing heel protectors. The resident ! 10-28-10. The cabinets were repaired by
complained of pain upon moving the right foot i Maintenance Director on 10-28-10.
and the facility nurse was notifisd by the CNA i :
Tylenol 500 mg was administered by the | The basket was removed by Charge Nurse
medicabion nurse at 1:10 p.m. Observation at © on 10-28-10.
3:00 p.m., revaaled resident #2 was zleeping. : ) i )
. . - - : The hair dryer, curling iron and razors were
A review of the Resident Visitor incident =
Reporting policy/procedure dated April 1, 2007, removed o_n 10-28-10 by Charge Nise.
revealed faciiity staff was required to report any : .
resident incident immediataly fo nursing staff, . The Virex was removed on 10-28-10 by
Charge Nurse.
Intarview with CNAs #1, #2 and #3 on Oclober L. . |
127, 2014, from 1:20 p.m. untl 3:45 p.m., revealed + The unsecured cabinet in the men’s showor
' on October 25, 2010, &t 10:25 a.m., fhe CNAs | Toom was secured by Charge Nurse on 10-
 weighed resident #2 using a mechanical ift. The ; 28-10.
' CNAs stated when resident #2 was being ;
returned fo bed the residents foot bit the bed and The process for preventing, monitoring and
. the residamt compiained of pain. Interviews with reporting accidents/hazards was reviewed by
CNAs #1, #2, and #3 revesled each CNA thought the Administrator and DON on 10-28-10.
one of the other CNAs had reported the incident. No changes were made to this process.
. None of the CNAs reportad the incident to nursing
staff,
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‘ of all residents by 10-29-10 to detenmine

: that any injuries had been reported timely,
Additionally, each mterviewable resident
was questioned by LPN charge nurses on
10-29-10 1o determine that any injury or
incident had been reporied and recorded

o4 1D SUMMARY STATEMENT OF DEFIGIENCIES | D PROVIDER'S PLAN OF CORRECTION 05
PREFX (EACH DEFICIENGY MUST BE FREGEDED BY FULL PREEX (EACH CORREATIVE ACTION SHOULD BE COMPLETTON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 i i - ]
Continusd From page 20 ‘ F 323% LPN cherge nurses contpleted a body audit
i

Raview of the nursing notes for October 25, 2010,
at 3;40 p.m., revealed resident #2 complained of
pain in the right foot. The resident told the nurse |
while the CNAs wara getfing the resident's weight :
that the resident's right foot hit the bed {frame.
According o the nursing nate ihe resident stated,

"i's broke, | heard it crack.™ The nurse's note appropngtely - The nursing staff

reflected the physician and responsible party : observations and/or interviews revealed no
weres notfied of the complaint and orders were further incidents/injuries that had not been
received to obtain an x-ray of the right foot. The previonsly reported.

nursing notes dated October 26, 2010, at 5:00 4 :

p.ri., indicated e results of the right foot x-ray An environmental zudit was conducted on
were received. The physician was notified and 11-15-10 by Charge Nurse to ensurs that all
orders received for an orthopedic consul. A medical prodncts wers stored safely and
review of the x-ray obtained on Qctober 25, 2010, could hot be accessed by residents.
revealed: Arthrilis in the ankle joint and tamsal :

bones; a fracture through the base of the i The SRNA’s involved in the incident :
proximal phialanx of the fourth tos, third toeand < { regarding resident #2 received disciplinary |
probably fifth toe, and alsc & hairiine fracture. : actions by D.O.N. on 10-28-10 and 10-29-
through the base of the fifth metatarsal An 10. Additionally, these SRNA’s received

imprassion was included from the Radiclogist
incleding multipie fractures nvelving the toes
which are non-displaced. Severe Osteoporosis,

one-on-one education by D.O.N. on 10-23-
1(t and 10-29-10 regarding the appropriate

facility reporting procedures.
Interview with Licensed Practical Nurse (LPN) #1 The mai g cived
on October 27, 2010, at 1:50 p.m., revealed no ‘ e.:zuan}tenance_ Irector recevec,
incident regarding resident #2 was reported on additional education by the Administrator on
- the first shift on October 25, 2010. : 11-19-10 regarding the importauoe.of
| . thorough daily compliance rounds and
Inferview with LPN #2 on October 27, 2010, at | timely repair to equipment.

4:20 p.m., revealed on October 25, 2010, at3:40 - ;

p.m., resident #2 complained of pain in the right Rach staff member received additional

foo! and reported CNAs hit the resident's right | education related to the importance of

foot on the bed while he/she was baing weighed. ensuring that the resident environment

LPN #2 stated the physician was cortacted and remains as free of accident hazards asis |
.| orders were received fo obtain an x-ray of the poszible; and that each resident receives

right fost. LPN #2 contacted resident #2's family adequate supervision and assistive devices

and Emergency Medical Services (EME) and
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resident #2 went for an x-ray of the right fool.
LPN #2 stated a Tylenol ES 500 mg was given jor
complaint of cain at 4:00 p.m., and the resident
did rot complain of any further pain. . LPN #2
stated an incident report was started.

An interview with the Director of Nursing (DON}
ton October 28, 2010, at 1:45 p.m., revealed the
investigation of the incldent that occurred on
October 25, 2010, with resident #2 determined

| CNAs #1, #2, and #3 did not report the incident
| immediately, and the CNAs have received
| disciplinary acfion of & ane«day suspension.

A review of in-gervice training related to uss of
ffts, dated February 17, 2010, revealed CNAS #1,
#2, and #3 received training for the [ifts ufilized by
the facility and had demonstrated proper

technigues In how fo utifize the iifts

An observation of the Sabrina [iit on October 28,
2010, at 2:10 p.rn., revealed faciiity staif utilized
the lifts appropriately and the lift was in good
working order.

2. Obsarvation during initial tour on October 26,
2010, at 11:20 a.m., revealed & partially used
botfle of hydrogen peroxlde sitting on resident
#3's bedside tebie and a bottle of T-Gel shampoo |
: on the bedside table of rasident #16.
] ; Further obsarvation during the General
| Observation/Environmental four on October 27,
i 2010, at 1:15 p.m,, revealed two !
|  unlocked/unsecured fioor cabinets in the woman s'
shower room. Further obsarvalion ravealed 2
small baskat in the cabinet on the right of the sink
.| inat contained: one disposable razor, a
four-ounce partially used bottle of Sebex

|
;

"rounds that the resident environment
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F 323 | Continued From page 21 F 323

to prevent accidents. Special emphasis was
placed on chemical siorage and timely
reporting of accidents and incidents that
OCCHI.

The DON/designee will do five rzndom

body audits and/or resident interviews each
week for four weeks to determine if residen
accidents/incidents are being reported 7
appropriately. '

The Administrator/designee will monftor
daily (Monday-Friday) via daily compliance
rounds that chemicals and/or medical
products are stored appropriately and that
resident access is probibited.

The Administrator and DON will monitor
daily (Monday-Friday) via compliance

remains as free of accident hazards as is
possible and that each resident rsceives
adequate supervision and assistive devices
1o prevent accidents,

The results of these audits will be forwardeq
1o the weekly Focus meeting, Additionally,
the results will be forwarded to the monthly
CQ! meeting for further monitoring and
continued compliance.
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F 323 | Continued From page 22 F 323
Medicated Shampoo, two containers of Pawn

Mist shaying cream, and a partially used bottle of
Selenivm Sulfide-a pharmacy dispensead lotion
which listed a resident's name and the
instructions for usa. Further observation revealed
a hair dryer, a curling iron and two opened packs
of disposable razors containing four razors each
lying on the floor of the cabinet.

Observation of the cabinet fo the Jeff of the sink
reveaied the cabinet contained a parfially used
946-miilliliter spray bottle of Virex Thb (an
industrialinstittional disinfectant). Further
observation revesled the deor to the womesn's )
showerl room was ajar. '

Observation of the men's shower room revealed
an unsecured cabinet that contained: three
11-ounce cans of Gentie Plus Shaving Crzam,
two 11-ounce cans of Dawn Mist Shaving Cream,
one &ounce bottle of 4-in-1 body cleanser, two
8-ounce bottles of Fresh Momant Rinse Free
Sharnipna, a 18-ounce partilly used bottie of
Hydrogen Peroxide, a 3-ounce boftle of Afta by
Mannen aftershave, and a spray can of White
Rain Hair Spray.

Intarview on October 27, 2010, at 1:45 pm., with
CNaAs #5 and #6 (bath sides) revealsd the
cabinets should be locked at all imes and it was
the responsibility of the bath aides to ensure the
cabinets weres locked at all times. CNA #2
revealed the observad ftems could be harmful o

! & resident and if spilled may cause a resident fo

| fall. CNA #8 stated the CNA had failed fo ensure
| the doors were locked. According to CNA #6, the
i Viirex would be extremety nammful to residents if

| swallowed. Both CNAs stated residents were not :
| permitied fo keep chemicals, cleaning supplies, '[n
|
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of medicines at the bedside. |
Intzrview on October 27, 2010, st 3:50 p.m., with
.| the Director of Nursing (DON) revealed the bathn
aides were responsible fo ensure the cabinets in
the shower rooms were locked at all fmes and :
chemicals such as hydrogen peroxide and ;
rmedicated shampoo should not be left at the
resident's bedside. The DON stated the iterns
 found unsecured could be harmiful to residents if
. swatiowed.

Review of the facility's Chermical Storage policy
(not dated) revealed chemicals would be locked
N a securad area. .

Review of the Rasident Census and Condition
dated October 26, 2010, revealed thie facilty bad
16 residents with Dementia. Further review J
revealed the facility provided 3 Yist of 15 residents |
who had been assessed as exhibliing wandering
behavior. On Qctober 27, 2010, a 2:30 am,, the
DON stated three of the 15 residents constantly
wandered in and aut of rooms.

Review of the Material Safety Data Sheef
revealed the recommended first gid measures,
precautions, and heslth hazard data for the
following hazardous products:

Virex:

Eyes: Mzy be moderately irtating o eyes.
Skin: May be moderately irritating to skin.
Ingestion: May be irritating o mouth, throat,and |
stomach, i
Inhatsfiom May cause imitation to the nose,
throat, and respiratory tract.

1

E Hydrogen Peroxide:
i
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Fyes: Corrosive to eyes, May cause irreversible |
tissue damage to the eyes including biindness. |
Skin: May cause skin irritation. !
ingestion: Corrosive to throat.
inialation: Corrosive to nose and lungs.
4-in-1 Body Cleanser:
Eyes: Irritating to eyes. Seek medical attention If
irvitation persists.
JIngestion: Contact Poison Conitrol Ceanter
immediately.
Selenium Sulfide Lation:
Eyss: Seek medical aftention. Immediately ﬂush
eyes with water for several minutes.
Inhalation: Remove to fresh air. Seek medical
attention for any breathing difficulty. ;
Skin: Avoid prolonged contact Remove any
contarninated clothing. Wash affected area with |
soap and lzrge amounts of water. !
Afta Shave Lotion:
Fyes: May cause eys irritation on direct contact.
Skin: May cause skin irritafion. ;
Ingestion: May be harmful if swaliowed.
Inhaiation: Overaxposure may cause respliratory . .
tract irritation. . . ' R
F 333 | 483 25(m)(2) RESIDENTS FREE OF Fags) West Liberty Nursing and Rohabilitstion  12/03/10
ss=0 | SIGNIFICANT MED ERRORS strives to ensure that residents are free of
! apy significant medication errors.
The facillty must ensure that residents are free of ‘
any significant medication errors. The physician and family were notified of
- the medication error for resident #13 o
10-28-10 by LPN. No additional orders
Thiz REQUIREMENT is not met as avidenced were received but the nursing staff did
by monitor, The nurse involved i the incident
Based on ohservation, interview, and record received one-on-one education by the DON
review, it was determined the facility failed fo on 11-4-10 regarding the five rights of
ensure residents wers fres of significant
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medication errors for one (1) of sideen (16}
sampled residents (resident #13), twas
determined on October 28, 2010, during a
conirolled substance/narcolic count that resident
#13 failed to receive an ordered dose of

| Trarmadol 5G mg and received Ativan 0.6 mg
instead.

The findings include:

Observation of the medication room on October
28, 2010, revealed the controlied

| substanca/narcotic count to be Inaccurate for two
narcofics for resident #13. Ativan 0.5 mg was
missing ong tablet, and the Tramadol §0 mg had
! ong additional tablet,

An interview with the medication nurse on-
| October 28, 2010, at 11:00 a.m., revazled
resident #13 should have received a Tramadol 50
myg tablet at the last medication pass. According
to the nurse, the resident received Afivan 0.5 mg
instead of the ordered Trammadol. The nurse
stated a medication eror form was o be filled out
and the physiclan notifiad of the medication error,
The medicafion niurse stated the medication pass
had been interrupted, and resident #13's
medications had been administered incorrectly.

Review of the medication efror repart on Octobar

28, 2010, revaaled the physician was contacted

{ about the medication error for resident #13 with
no new orders given except to manitor resident

[ #13's vital signs, :

An interview with the Directar of Nursing (DON)
.| on October 28, 2010, at 2:30 p.m., revealed fhe

physician, pharmacy, and family were confacted

about the medicatian eror. The DON further

F 333

medications had been administered as

X In SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i =85
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‘ . DEFICIENGY) ;
K] . H
F 333 | Continued F 5 ' | L e !
o rom page 2 : medication adsministration.

The DON and LPN recenciled the narcotic
drawers on 10-28-10 to ensore that al] other
narcotic coumnts were accurate and

grdered. ‘

All nursing staff received additional
education by DON on 11-19-10 regarding
the importance of residents remaining free
of significant drug exrors. The five yights of
medication administration were reviewed in|
addition 1o hagic medication administration
techniqgues.

The DON/designee will observe medication;
pass on at Jeast five residents per week on
various shifts to ensure that appropriats’
medication techniques are utilized and that
the five rights of medication administration
zre being observed.

The reselts of these audits will be forwarded
to the weekly Focus meeting. Additionally,
the results will be forwarded to the monthly
CQI mecting for further monitoring and
continued compliance.
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stated resident #13 was being. monitored with no
side effects noticed from the medication ermor, ' West Liberty Nursing and Rehabilitation  [12/03/10
F 364 | 483.35{d)(1)42) NUTRITIVE VALUE/APPEAR, F 364! irives fo ensure cach resident receives and

§8=D | PALATABLE/PREFER TEMP facility provides food prepared by methods
! that conserve nurritive value, flavor, and
appearance: and food that is palatable,
atrractive, and at the proper temperature.

Each resident receives and fhe facility provides
food prepared by methods that conserve nutritive |
value, flavor, and sppearance; and food that is

palatable, aftractive, and at the proper - The resident tray reviewed by the surveyor

temperatre. was replaced by r.he Dietary Mepager on
1 0/26/ 10.

This REQUIREMENT Iis nof met ag evidenced ¢ .
by: : : A review of the cart revealed two remaining
Based pn cbssrvation, interview, and record , plates. Those trays were also replaced by
review, it was determined the facility falted to . the Dietary Mamnager on 10/26/10.
ensure each resident received food that was :
palatable and at the proper temperature during | The process for dietary meal service was
the avening meal on October 28, 2010, reviewed and revised by the Administrater, .

: ' o DON and Dietary Manager on 11-8-10. The
The findings include: inmprovad process allows an extra staff

. member to be available on the floor for mea}
Observation on Oclober 26, 2010, at 544 p.m., service and addresses emergency SltL‘lE.th‘DS’

revaslad CNAs were delivering trays from a food when the elevator cannot be utilized.
cart when the second carn anived. The CNAs ' o
wars not finishad delivering the first set of trays. i
Three CNAs ware ot:zerved delivering trays on
the floor and onhe CNA was observed in the

All nursing staff received education i
regarding the updated process by DON on

restorative dining room. Further observation ! 11'5'1.0 . All dietary staff received
revealed the last tray was delivered at 6:07 p.m. ed_ucanon regarding the updated process by
The Distary Manager (DM) was contacted and Dietary Manager on 11-§-10.
tamperaturss were obtained by the DM as : ) ) ] ‘
follows: Chicken nuggets were served at 104.3 The distary manager will audit food temps
degress Fahrenheit, French fries were served at | on randoxn shifts at Jeast two times per weel
101.7 degrees Fahrenhelt, and coffee was served for the next four weeks. Additionally, the
at 128.1 degrees Fahrenhsit, Atasie tesl : Administrator/designee will attend resident
revealed the chicken nuggets to be cool to taste, council mestings monthiy for the next three
and the French fries were cold fo touch and taste. | months to ensure that residents ave satisfiad
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AR interview with the DM on October 26, 2014, at
6:07 p.m,, revealed the point of service
temperaiurss fer hot foods shouid be senved ator
above 135 degrees Fahrenhelt, and cold foods
should be af or below 41 degress Fahrenheit.
The DM stated the food trays should not be left
on the floor longer than 20-25 minutes fo prevent
faods from being served cold. The DM explained
that random audits of meal services were

' performed by the DM during the month for aili

| three meal services.

L An interview with the CNAs passing the meal

! trays during the evening meal on October 28,

i 2010, revealed none of the CNAs knew how long

' a meal tray should be left on the floor befors it

, should ba exchanged for & new tray.

A review of the Tacility policy for Delivesy and
Retumn of Trays (undated) revealed, "Trays will be
distributed io the residents by nursing personnel
promptly." Further review of the Suggestions for
improving Tray Appearance policy (undated) :
revealed the facifity was 1o "Have ho! food hot and
cold food cold when the traty reachess the
resident”

An interview with the Director of Nursing (DON;
on October 28, 2010, at 6:30 p.m., revealed the
CNAs were instrucied to feed al| residents on the
fioor, and not take residents to the main dining
room on the first floor, related to adverse weather
conditions, and the possible loss of electricity,
with the elevafor being unavailable if ths facllity |
Jost powar. The DON stated one CHA was fo '
stay in the restorative dining room whils the
remaining CNAs passed the residents’ frays in
the resident rooms. The DON was unsure of the
length of time & meal tray couid remain on the

Xa)iD | SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION {x5)
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F 364 | Continued From page 27 F 364

wifh meal service and meal temperarares.

The results of these audits will be forwarded
to the weekly Focus meetings. Additionally
this information will be forwarded to the
monthly CQI committee meeting for further
monitoring and continued compliance.
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fioor befors being served o a residert. The DON
stated a new tray could be ordered if 2 CNA felt

-the tray had been on the tray cart too fang, West Liberty Nursing and Rehabilitation 1.2/03 /10
F 372 483.35()(3) DISPOSE GARBAGE & REFUSE B 372 strives to dispose of carbage and refise !

g3=C | PROPERLY sroperly.

The faclllty must dispose cf garbage and refuse The dumpster lid was replaced by waste

properly. management company on 10-25-10.

This REQUIREMENT is not mets as evidenced L There are no other dumpsters on site.

by: . . . _

Based on observation and interview, it was i The maintenance director received j
deterrnined the facility failed to ensure garbage additional education by Administraioron |
and refusa was disposed of properiy. The faciity 11-19-10 regarding the importance of prupcf
dumpster was observed to be uncoversd with disposal of garbage and refuse, :

garbage bags exposed on October 28, 2010, .
All staff received addifenal edication by

| The findings include: . : " Administrator on 11-19-10 and 11-22-10
: : regarding the importance of reporting amy
Observation of the dumpster area on Oclober 28, problems 10 a supervisor when there is a

2010, af 10:00 a.m., revealed the iid {o the problem with the durnpster.

dumpster was completely off and leaning on the

inside of the fence ihat surrounded the dumpster, The administrator will observe the dumpstex

~ at least once a week for the next four weeks
to ensure that there are no problems noted
with the operation of the dumpster,

An interview with the Dietary Manager (DM) on
October 28, 2010, at 11:00 a.m,, revealed the DM
did nat know whenfwhy the [id had been reroved. ;

1
An interview with the Maintenance Supervisor The resuits of theze audits will be forwarded

(MS) on Octobsr 28, 2010, at 2:20 p.m., revealed ta the weekly Focus mestings. Additionally
the garbage truck had emptied the dumpster and this information will be forwarded to the
broken off the lid. The MS steted staff had laid . mopthly CQI commitiee meeting for further,
fne fid on the inside of the fence on Monday, monitoring and continued compiiance.

QOctobar 25, 2010. The MS explained the d was
foo heavy to put back inta the track and the
garbage company would be called to replace the
durnpster. Tha MS was aware the dumpster
shouid not be left with the lid removed.
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Z;f; ggaRggFE vS_Er:qosN CONTROL PREVENT | F44| Wit} iherty Numsing and Rehabilitation  12/03/10]
= : strives ta establish and mamtain an Infection
The facility must establish and rmaintain an | Control Program designed 10 provide a saie,
| Infection Control Program designed to provide s | . sanitary and comfortable environment and 10
safe, sanitary and comforiable environraent and ' help prevent the development and
to help prevent the development and transmissicn ransmission of disease and infection.

of disease and infection. _
' The wound for Tegident £3 was re-dreszed

(8} infection Control Program * | by Weund Care Nurse on 11-3-10. No signs
The facility must establish an Infection Control or symptoms of infection were pressnt.
Prograrm undey which i - ' ' .

( j Investigates, controls, and prrevanis mfectlons Resident #3 was assessed by Wound Care

in the facility, - Nurse on 11-3-10. No signs or symptorns of
{2} Decides what procedures, such as isolation, infection were noted.

shouid be applied to an individual resident; and

{3} Maintains a recerd of Incidents and comrective The DON reviewed the facility infection

actions refated to infections. control protocols on 10-29-10. No changes

de 1 licies.
(o) Preventing Spread of Infaction were made to the policies

i (1) When the Infection Confrol Program
' defermines that a resident needs isolafion to
prevent the spread of infection, the facility must

The Wound Care Nurse received ong-on-ong
education by the DON on 11-5-10 regarding

isolate the resident. | the agpropriaxe protocols for changing a
(2) The facility must prohibit employees with a | dressing to a wound.
communicable disease or infected skin 12sions
from direct contact with residents or their food, i { Employee #3 received one-on-one education
direct contact will transmit the disease. ' regarding appropriate catheter care on 11-
(3) The facility must require staff to wash their i 10-10.
hands after sach direct resident contact, for which i
'| hand washing is indicatad by accepted The DON reviewed the Infection Control
profasaiona! practice. Logs for the last 90 days. No trends could
be identified related to Improper wound care
{c} Linens ) or catheter care.
Personhel must handle, store, process and '
| ?ranspart linens so0 as to prevent the spread of All nursing staff received additional ;
: infection. educationon 11-19-10 end 11-22-10by !
. DON regarding the importance of
maintaining an infection contro! program
i ' i
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{ Based on observation, Inferview, record revigw,
" and review of facility policy, it was determined that

10 & nonstagesble pressure area on resldent #3's |
| COCCYX. ’

Thls REQUIEEMENT is not met as evidenced
by

the facility failed to maintain an effective infection
Control Program designed to provida a safe,
sanitary environment to prevent ihe
developmentfiransmission of disease and |
infection. Buring the provision of wolnd care for
resident #3, the wound care nurse failed to utiize
acceptable handwashing techniqua/infection
confrol pracfices. Additionally, CNA #3 failed to
foliow acceptable infection confro! practices and
facility policy during the provisian of catheter care
for resident #3.

The findings include:
1. Areview of the medical record for resident #3

revealed the October 2010 monthly physician's
orders insiructed staff to provide daily wound care

During treatment observation on October 27,
2010, at 9:40 a.m., the weolind care nurse was
observed fo remove & soiled dressing from
resident #3. The wound care nurse removed the
soiled gloves and donned clean gloves; howeaver,
the wound care nurse failed o wash/sanitize
kands prior o donning the clean gioves., The
wound care nurse proceeded with the wound
freatment, cieansed the wound with Saf-Clens AF
spray, then packed the wound with Santyi ard
covered the wound with an Allevyn dressing.
Further obsarvation revaaled the wound care
nurse then performed a complete skin
agsezsmsnt for resident #3, The wound care
nurse confinued to wear the gloves womn during

I
i

designed to provide a safe, sanitary, and
comfortable environment and to help
prevent the development and transmission of
disease and infection. i

The DON/designee will observe at least [
three dressing changes per week on various !
ghifts for four weeks to ensure that facility |
protocols are followed. She will also !
observe at least three episodes of catheter
cars per week on various shifts for four
weeks to ensure that facility protocols are
followed. Additiopally, DON/designee will
monitor, via daily {(Monday-Friday)
compliance rounds, general mfection control
procedures (such as handwashing, linen
handling, peri-care, etc.) to ensure that all
aspects of the facilities infection control
procedures are implemented as dircored.
Any violation will immediately be
addressed.

The results of these andits will be forwarded
to the weekly Focue meeting, Addmonally;
these results will be forwarded to the ;
- monthly CQI committee meeting for further:
monitoring and continued compliance. ]

]
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"} hands should have been washed/sanitized, and

the wound care 1o perform the skin assessment.
The wound care nurse touched resident #3's skin,
gown, and bed finens with the same gioves.

Interview on October 27, 2010, at 5:20 p.m., with
the wobnd care nurse revagled the nurse was
knowledgeable of current Infestion control
poficies. The wound care nurse stated hefshe
falled o wash/sanitize hands after removing
gloves. The wound care nurse stated gloves
should have been removed after the wound care,

: clean gloves applled to perform the skin
assessment, '

Review of the: fadility policy fitled Handwashing
and Hand Hygiene dated August 1, 2003,
revealed handwashing was recognized as the |
most basic, yet mast effective means of
preventing the spread of infection. Further review
of the policy directad staff to wash/sanitize hands
bafore and after handling dressings or touching
open wounds and gfter touching excretions
{feces, urine, or matarial soiled with them) or
secrafions (from wounds, skin infections, efc.). |

2. Review of the facility policy/procedure for

revezled the following steps: Explain the
procedure fo the resident and provide privacy,
Prepare warm water, use small amount of scap
an wash cioth. Use non-dominant hand {o open
| tabia ko expose urethra, |abia is to remain open
tuntil rinsed. Use dominant hand fo wipe around

i cathefer at insertion siie using eircular

" fnovements. Turn wash cloth and wipe down ane
. §ide of the Isbia and then wipe the other side.

| Keeping the labia open, rinse wash clath in clean
water. Rinse using same technigue then use

Eernale Cathetar Care dated September 1997 |

A BUILDING
. WING
185274 B 10/28/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESSE, CITY, STATE, ZIF CODE
774 LIBERTY ROAD, P O BOX 219
TION CEN
WEST LIBERTY HURSING & REHARILITA : TER T LIBERTY, KY #1472
(X4) IR SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLAN OF GORRECTICN x5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULE BE COMPLETION
TAG RIEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY}
F 441 | Continued From page 31 F 441

FORM CMS-Z567{02-08) Fravious Versions Obsslate

Received

Even? 1D: 227911

2010 10:57AM No. 4666

Time Dec. 1.

‘Faciity 10: 130340

K comtinustion sheat Page 32 of 36 -



.12/01/10 12:10 FAX 6069265449 DMS K.Y. - | idos3

' - PRINTED: 14/24/2010
DEPARTMENT OF HEALTH AND RUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES (X‘i)— PROVIDER/SUPPLIER/CLA Xz) MULTIRLE CONSTRUCTION (KS} DATE SURVEY ’
AND PLAN OF CORRECTION IDENTEFICATION RUMBER: COMPLETED

A, BUILDING. .
185274 B, WING 102812010

NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, GITY, BTATE, ZIP CODE
: 774 LIBERTY ROAD, P O BOX 218

WEST LIBERTY, KY 41472

WEST LISERTY NURSING & REHABILITATION CENTER

e 3R] SUMMARY STATEMENT OF DERICIENCIES D ’ PROVIDER'S PLAN OF CORRECTION {5}
PREFIX (EACH DEFITIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG |  CROSSREFERENCED TC THE APPROFRIATE DATE
I DEFICIENCY} :
b
F 441 Continued From page 32 F 441}

towei 10 dry the labia.

Observation on October 27, 2010, 2t 1010 am., |
revealed CNA %5 performed indwetling catheter |
i care for resident #3. CNA#3 used a moistened

| wash cloth from a pan of water with peri-wash
added. The CNA held the Jabia open with the left
hand and cleansed the labia on both sides in a S
downward motion. The CNA then cieansed the i
mestus and catheter tubing, cleansing away from
the urethra. The CNA released the labia, placed
the wash cloth in the pan of water, obiained &
clean wash dioth, and put the clean wash cloth in
the water with the previous used wash cloth. The
CNA used the second dloth to repesat the

| procedure. The CNA stated ihe procedure was
compiete and emptied the water, removed - ¢
gloves, and washed/sanitized hands.

Interview on Qctober 27, 2010, at 10:25 a.m., with
CNA #3 revealed the CNA thought hefshe should
not have placed the solled washcloth in the water : _ :
with the clean washcloth. The CNA was unaware
of the facility policy releted fo catheter care.

F 4831 483.70(f) RESIDENT CALL SYSTEM - F 463

soob | ROOMS/TOILET/BATH West Liberty Nursing and Rehabifitation  12/03 /10

sirives to maintain a burses station that 15
equipped to receive resident’s calls through
a commupication systemn from resident
room, teilet and bathing facilities.

The nurses' station must be equipped lo receive
resident calls through a communication system
fromn resident rooms; and follet and bathing ;

facilities. | .
: The pull cord on the emergency light in both
' women's shower rooms were replaced by
This REQUIREMENT is not met as evidenced .| Maintenance Supervisor ot 10-27-10.
By \ . ]
Based on chsarvation and interview, it was The pull cord in resident room 17 and 51
: determined the taciiity failed o maintain i was replaced by Maintenance Supervisor on
| accessiblaffully functional call light systems in ! 10-27-10.
_i_residents‘ rooms and in the shower rooms, i ' !
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483} Conti »
i ! Confinued From pags 33 463 The call bell in room 44 was repaired by
' The fin dings include: Mairtenance Supervisor on 10-27-10,
. Observations during the environmental tour on A%i“git ofall Callc{ﬂf;ltl ?;dst;ild call light
October 27, 2010, at 1:05 p.m., revealed one of activa 1onwasscon uete ym 2810
the three emergency call lights in the women's Maintenance Supervisor on 10-28-10t
shower room did not have a pull cord attached. { emsure that_puH cords and call bells were m
Observation of the shower room located on the 1 good working order and that call bell
newer addition revealed one of the four activation was functioning in all resident
emargency call lights did not have a pull cord rooms and shower rooms.
attached.
The Administrator and maintenance directox
Continued observation of resident reviewed preventive maintenance policies
rooms/bathrooms revealed the pull cord of the on 10-28-10. No changes were made to
call ight in the bathreom of resident room 17 was these policies. '
approximately seven inches with frayed edgées.
Tht_a call bell in resident room 44 wouid nat The maintenznce directar received
activats when the butfon was pushed. Further additional education by the Administrator on
ohservatllon revedled the pull cord was migsing 11-19-10 regarding the importance of
tir:lotl:\.‘er?vsalflfer?t tr:‘;m thv beﬁ 2 r-dﬁ}le deT;d plug was enguring that each nurse station is equipped
: . pia & pull cora had been : 1o receive resident calls through a
remaved. communication system and that call
Interview on October 27, 2010, at 1:20 p.m., with | equipment is fully fmctioning in il resident
the Maintenance Supervisor (MS) revealsd the rooms and shower rooms.
: CNAs reporied problems with the call system. - . ; .
“The MS g‘cated f?‘le MS made rounds esa)::h The Administrator/designee will monitor
' moming bt did nat rautinely ehack the call bell pull cords, call bells and fuactioning status
system. The MS expleined a new cord was of the call bell system via daily (Monday-
needed in resident roon 44 and the resident in Friday) compliance rounds for four weeks.
room 51, bed 2 had previously pulied the cord sc .
hard that the cord separated from the plug. The The results will be forwarded to the weekly
MS thought this had occurred again. : Foens meeting. Additionally, the results
F 465 | 483.70(h) F 465: will be reviewed at the monthly CQI
s5=F | SAFEFUNCTIONAL/SANITARY/COMFORTABL meeting for further monitoring and
E ENVIRON continued compliance,
The facility must provide a safe, functional, West Liberty Nursing and Rehabilitation  (12/03/10
sanitary, and comfortable environment for : strives to provide a safe, funcrional, sanitary:
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el Corjmtmuad From page 34. _ ' F 485 and comfortable environment for residents,
FESIﬁEntE. staff and the pu iFlel - staff and the Pubﬁc-
e , , A The drywall was repaired by the '
‘g;rs REQUIREMENT is niot met as evidenced Maintenance Supervisor on 11-3-10.
Based on observation and interview, the facilt ' .
failed o provide eﬁecﬁvg hgus:’keef)ing and b4 ‘ The‘ cracked floor tiles were replaced by the
" maintenance services necessary to maintaina | i Maintenance Supervisor on 11-1-10.
sanitary, arderly, and comfortable interior. ‘ : )
Scraped and chipped drywall was observed in six : The drill holes were }‘epa:red by the
(8) resident rooma/bathrooms, the ceiling was _ Mairtenance Stipervisor on 11-3-10.
soiled in two (2) resident rooms, floor tiles were
chipped, formica was chipped on sinks in fwo {2) The hole in room 46 and in the women'’s
resident roorns, relling bedside tables and entry shower room was repaired by the
doois were chipped exposing splintered wood, Maintenance Supervisor on 11-3-10.

: and bwo (2} privacy curtains were soiled.

o - The ceiling tiles were replaced in rooms 45 |

The findings include: : and 46 by the Maintepance Supetvisor on |
. ; 11-3-10.

During the environmental tour of the facility on i

October 27, 2010, at 1:05 p.m,, the Tollowing :

) : . The protective wall plate in room 46 was
itams were observed to be in need of repair; P P

secured by the Maintenance Supervisor on

! .The floor tiles were cracked in front of the $1-3-10. :

“women's shower room, in the haliway in front of , .
fhe elevatar, and at the emergency fire doors The rolling bed t=bles in room 31 and 4.6
threshold near the nurses' stafion. ‘ _ were Teplaced by Hougekeeping Supervisor
-The drywall was observed to be chipped/pesling on 11-1-10.
in resident rooms 30, 41, 45, 51 and in bathroorns 5
in rooms 31 and 22 i The exposed screws on the commode in _
-Drrill holes were observed in the walls of resldent . room 32 were covered by the Maintenance

frooms 44, 45, 48, and 51. : Supervisor on 11-22-10.
-A large hole was observaed in the wall behind the
door of resident room 46 and in the women's The sink tops in rooms 27 and 28 were
shower room. _ measured and orders placed for new sink
-Brown spots were observed on the cefling of tops by the Maintenance Supervisor on 11-
resident rooms 45 and 446. 23-10. .
~The prateciive wall plate was loose at the head !
of the bed in residant room 46. | i
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" walls, The MS revesied hefshe was nof aware of

- the commode in resident room 32.
i ~The formica was chipped at the sink in resldent

: MS made rounds sach maorning to look for ifems

' privacy curtains.

-The rolling bedside tabls in resident rooms 31
and 46 had rough, splintered, and chipped adgas.
-Large screws were exposed and profruding from

rooms 27 and 28. )

~The eniry doors {o resident rooms 28 and 26
were mamred and exposed splintered wood.
-The privacy curtains in resident rooms 17 and 45 |
were soiled with & brownish substance.

Interview on October 27, 2010, at 1:20 p.m., with |
the Maintenance Supevisor (MS) revealed the

in need of repair, espedially anything that may be
hazardous to residents. The MS revealed hefshe
was aware cf the cracked fioor tiles in the hallway
and had replaced the tiles previously, The M3
stated the driij holes In the walls in multiple rooms
were from removing disposable glove containers,
The new glove containars were installed in a
different area and the MS had not repaired the

other ilems in need of repair.

Interview on Oclober 28, 2010, at 10:45 a.m., with
the Housekeaping Supearvisor (HS) revealed the
housskeepers were to Inspect privacy curtains
every day and replace if visibly solied. Tha HS
stated staiT must have overlooked the soiled

_The emry doers to resident rooms 25 and 26
i were repaired by the Maintenance :

Supervisor on 11-1-10.

The privacy curtains in rooms 17 and 45
wers washed by Laundry staff on 10-27-]0.

The procedures for routine environmental
audits were reviewed by the Administrator,
Housekeeping Supervisor-and maintenance
director on 10-2%-10. No changes were
made to thess procedures.

An environmental andit was conducted by
the Administrator, maintenance director and!
housekeeping supervisor on 11-12-10 to the
facility maintained a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

The Administrator previded addjtional
education to the maintenance director and
housekeeping supervisor on 11-19-10
regarding the importance of maintaining a
safe, fimctional, sanitary, and comfortable
environment for residents, staff and the .
public. i

The Administrator/designes will monitor the
environment via daily (Monday-Friday)
compliznece rounds to ensure that the facility
environment is acceptable.

The resulis will be forwarded to the weekly
Focus meeting. Additionally, the results
will be reviewed at the monthly CQI
meeting for further monitoring and
continued compliance.
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K 000 | INITIAL COMMENTS K000| °
To the best of my knowledge and belief, as
A life safely code survey was initiated and an agent of West Liberty Nursing and
concluded on October 27, 2010, for compliance Rehabilitarion Center, the following plan of
with Titie 42, Code of Federal Regulations, correction constitutes a written aliegation of
§483,70. The facility was found not to be in substantial compliance with Federal
compliance with NFPA 101 Life Safety Code, Medicare and Medicaid requirements.
2000 Edition. '
Preparation and execution of this plan of
Deficiencies were cited with the highest deficiency correction and execution of this pian of
identified at "F" level. correction does not constitute and admission
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 026 | or agreement by the provider of the ruth of
S8=F the facts alleged or ca_anclusu_ms set forth in
Smoke barriers are constructed 1o provide at the alleged deficiencies. This plan of
lsast & one half hour fire resistance rating in correction is prepared and /or executed
accordance with 8.3, Smoke barriars may solely becanse it is required by the
terminate at an atrium wall. Windows are provisions of Federal and State law.
protected by fire-rated glazing or by wired glass ] , .
panels and steel frames. A minimum of two West Liberty Nursing and Rehabilitation 12/03/10
separate compartments are provided on cach Center strives to ensure that fire/smoke
floor. Dampers are not required in duct barriers are inspected and maintained ia
penztrations of smoke bartiers in fully ducted accordance with all NFPA codes.
feating, ventilating, and air conditioning systems. i
19.3.7.3, 19.377.5, 19.1.6.3, 19.16.4 All fire/smoke barriers were scheduled 11-
713-10 to be serviced by a'certified HVCA
contractor, This will be completed by 12-3-
10.
This STANDARD (s nof met as evidenced by: Maintenance Supervisor will monitor
Based on observation and interview, the faility monthly for three months and quarterly
failed to maintaln firs/smoke dampers that therealter,
penetrated the fire/smoke barrier walls. This . s
deficient practice affected four (4) of four (4) Results wili be forwarded to the Safety
smoke compartments, staff, and 48 residents. Committee mopthly o determine further
The facility has the capacity for 50 beds with a compliance needed.
census of 48 on the day of the survey.
ETheﬁndmgslndude:
| During the Life Safety Code survey on October
e OV DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
6 \ N Administrator 11/23/10

. e —
Any deficiency statemeant ending
other safeguards provide sufficient
following the date of survay whathat or not & plan of corraction is provided,
days Tollewing the date thess documents are mads avaianie fo tha facility.
program pardicipation.

with an agterisk () denctes a defiglency which
proteciion fo the patisnte. {See instructions.}
Eor aursing hormes, the above findings and plans of corection are disclosatie 14
If daficiancles are citad, an approved plan

the ingtiution may be sxcused fram carecting providing It Is detarmined that
Except for nurzing hemes, the findings stated above ate disclosable 90 days

of correctlon {s requisite 1o continued
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Continuad From page 1

97, 2010, at 9:00 a.m., with the Director of
Maintenance (DOM) a fire/smoke barrier wall
above the fire doers on the first floor was
observed to have ductwerk that contained a N
: fire/smoke damper. A fire/smoke dampet closes

: to prevent fire and hot gases from penetrating the
! firefsmoke barrier wall and is required to be

‘ Inspectad and maintained every four years. An
intarview with the DOM on October 27, 2010, at

' 9:00 am., revealed the fire alarm company

| checks the dampers in the faciity and advises the
facifity if there 1s anything wrong with the
dampers.

The DOM stated if there was a problem with the
dampers the facility would have the dampers
repaired by a heat/air company. The facility could
not provide documentation that the dampers had
been properly checked or mairtained by NFPA
reguirements.

Reference: NFPA 80a (1298 Edition). i

347 Maintenance. _

At least every 4 years, fusible hinks (where
applicable) shall be remaved; all dampers shall
be operated fo verify that they fully close; the
latch, if provided, shall be checked; and moving
parts shall be lubricated as necessary.

NEPA 101 LIFE SAFETY CODE STANDARD

A fire alamm systern with approved components,
| gevices or aquipment is instafled according to

: NFPA 72, Nationzl Fire Alam Code, fo provide
: effective warning of fire in any part of the building.
| Activation of the complete fire alarm system Is by
j manual fire alanm initiation, automatic detection or
; extinguishing systam operation. Pull stafions in

| patient sleeping areas may be omitied provided
that manual pull stations are within 200 feat of

i

K051

West Liberty Nursing and Rehabilitation
Center strives to ensure all fire alarm
sysiems are i accordance to NFPA 72.

Tests of all fire alacm pull station were

. activated and each zone was determined,

: labeled and 2 chart posted at the fire alarm
| pane] for staff to reference by the

| Maintenance Supervisor on 11-22-10.

|
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K 051 | ContinLted From page 2 _ © K054 | i
| nurse's stations. Pull siafions are located in the Maintepance Supervisor will manitor ;
i path of egress. Elestronic ar writien records of % monthly during fire dritls to assure effective!

 tests are available, A reliable second source of !
I power is provided, Fire alarm systers are

| maintained in accordance with NFPA 72 and

! records of maintenance are kept readily avaiiable,

: i Results will be forwarded to the Safety
{ There is remote annunciation of the fire alarm Committee monthly to determine further
 systern to an approved central station. 19.3.4, i needed
;93 ! compliance necaen.

zomes are properly displayed according to
the chart posted.

|

|

i

|

] _

| §
!

|

]

1

! This STANDARD is not mef as evidenced by:

| Based on observation end interview, a test of the
| fire atarm system revealed staff was unable to

| determine whers the fire zones were located
 throughout the facility. This deficient practice

: affected four (4) of four (4) smoke compariments,
| staff, and 45 residents. The facility has the
capacity for 50 beds with a census of 48 on the
day of the survey.

The findings include: ' L

During the Life Safety Code survey on October
27,2010, at 11:20 a.m., with the Director of
Mainteniance (DOM) a test of a fire alarm pult
station tevealed the pull station was activated in
zone 10 at the fire alarm panel. An interview with
the DOM on Ocliober 27, 2010, at 11:20 a.m.,,
ravesled the DOM thought each puil stafion in the
facility was a different zone. Mare tesfing
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revealed zone 10 was one of two smoke ' 1
compartments located on the second floor,”
There was not a chart located at the fire alarm
panel for staff to reference in case e {ire glarm
system acfivated. After testing the fire alam
system the DOM acknowledged staff would have
trouble locating different zones in the facility at the |
fire alarm panél.
Reference: NFPA 72 (1999 Edition).
1-8.7.41
The primary purpose of fire alarm system
annunciation iz 1o enable respanding personnel to
identify the location of a fire quickly and
accurately and to indicate the status of
emergency equipment or fire safety functions that
might affect the safety of occupants in a fire i
situztion. All reuired annunclation means shalt |
be readily accessible to responding personnel {
=nd shall be logated as required by the authority
naving jurisdiction to facilitate an efficient
response fo the fire situation. : A
K D76 | NEPA 101 LIFE SAFETY CODE STANDARD : K 076, West Liberty Nursing and Rehabilitstion :
S8=D D Cenler strives to ensure proper oxygen :
Medical gas storage and administration areas are ; cylinder tanks are properly stared according |
protected in sccordance with NEPA 99, to code, .
Standards for Heglth Care Facilities. ' i
. : The combustible iterms were remaved and
' %a%)%xyggtn s.tr:nraagij Iocea;u;ns of greﬁter than cylipder tanks arranged to meet the footage
séparactli‘lc;; are encios y & one-nour Tequirements on10-27-10 by the ‘
N Maintenance Supervisor.
gb%(l;g Eﬁ;nz;: L:ggeﬂytg {ﬁf?fgggmﬁ& gg : Maintenance Supervisor will monitor daily
43112 19324 P (Monday —Friday) for four weeks 1o ensure
' i compliance.
i
|
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K 076 | Continued From page 4 K076 ( Results will be forwarded to the Safery
: . Committee monthly to determine further

] ' : compliance needed.
This STANDARD s not met as evidenced by
Based on observation and interview, the Tacllity
failed to ensure that oxygen cylinders were stored.
aceording to NFPA standards. This deficient
practice affected one (1) of four (4} smoke
compartments, staff, and approximatety eighteen
{48) residents. The facility has the capaclty for 50
beds with @ census of 48 on the day of the
sUrVey.

! The findings include:

During fhe Life Safety Code four on October 27, :
2010, at 10:15 &.m., with the Director of
Maintenance (DOM) oxygen cyfinder tanks were
observed 1o be siored within five feet of
combustible storage in the exygen storage room.
Oxygen cylinders while in storage and in
quaniities greater than 300 cubic fest must be
kept five feet from combustibles. An interview |
with 4he DOM on October 27, 2010, 2t 10015 am,, i
revealad the DOM had made staff aware of this
requirement; however, the DOM stated staff
would not adhere to this requirement. Quantities
300 cubic feat (12 E sized cylinders) and less
may follow the reduiremnents of S&C-07-10.

Refgrence: S&C-07-10,

Up to 300 cu ft (12 E sized cylinders) of
nonflammeble medical gas can be located
outside of an enciosure (per smoke |
comparment) at focations opan fo the corridor :
such as at a nurse ' ¢ stafion or in a corridor of &
heatthcare faciiity. .
| This amount of nonflammable medical gas per |
i smoke compartment is not considered a hazard ¥ . i
- 1
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K078 li Confinued From page 5 : K076

| the containers are properly secured, suchasina |
: rack to prevent them from fipping over or being |
i damaged. In this case the medical gas is !
{ considered an “pperaticnal supply” and not i
: storage. If the cylinders are placed in a corridor }
| they should be placed so as not to obstruct the |
| use of the corridor. This arnaunt of medical gas |
| is in addition to those cylinders contained in i
| "erash carts" and i use on whasichairs or i
L guUrneys. l
The term "PRN" means "as needed." AN {
individual cylinder placed in a patient rcom for |
imrmediate use by a patient is not required to be |
stored in an enclosure and Is considered in use. ‘
It should be secured to prevent tipping or damage
to the cylinder. If the resident does not nead the \
|
h
|

use of oxygen for an extended pericd of time,
such a5 several days, then the medical gas
container should be removed from the room and
properiy securad 1n an approved storage room.
Reference: NFPA 99 (189¢ Edifion).

8-3.1.11.2 _ :
Storage for nonflammable gases greater than 8.5
m3 (300 f3) but iess than 85 m3 (3000 fi3) ‘
(A) Storage locations shall be outdoors in an
enclosure or within an enclosed interior space of |
noncombustisle or limited-combustible
construction, with doors (or gates putdoors) that
can be secured against unauthorized eniry.

(B) Oxidizing gases, such as cxygen and nitrous
oxide, shall not be stored with any flammable gas,
liguid, or vapor. :
{C) Oxidizing gases such as oxygen and nifrous
oxide shall be separated from combustibles o
materials by one of the following:

(1) A minimum distance of 6.1 m (20 fI)

{2) A minimum distance of 1.5 m (5 fi)  the
entire storage location is protected by an

1

ey

|
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K078 i Continued From page € K076
automatic sprinkler system designed in
aceordance with NFPA 13, Standard forthe '
installation of Sprinkler Systems
(3) An enclosed cabinet of noncambustible . i
consiruction having 2 minimum fire pratection _ .;
rating of % hour. An approved fiammable liquid
storage catinet shall be permitied tc be used for
cylinder storage.
!
l
1
%
! !
| !
'{ H
l T
: i :
; ' |
! ' !
' ; l
1 i {
! i |
i i
; :
| a
E
1 E
| |
'1 1
i
i i
| \ |
! ! l‘
. 1; 3
| i
‘ | !
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x§o | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION )
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®X 000 | INITIAL COMMENTS K 000
‘ To the best of my knowledge and belief, a3
A iife safety code survey was initigted and an agent of West Liberty Nursing and
concluded on October 27, 2010, for compliance Rehabilitation Center, the following plan of
with Tile 42, Code of Faderal Regulations, : correction CONStItutes a wrilien allegation of
§483.70. The facility was found ot to b in substantial compliance with Federal
sompliance with NFPA 101 Life Safety Cods, Medicare and Medicaid requirements.
2000 Edition. : . . .
: i Preparation and execution of this plan of
Deficiencies were cited with the highest deficiency correction and execution of this plan of
idenfified at "&" level, ‘ correction does not canstitute and admission
K 025 | NEPA 101 LIFE SAFETY CODE STANDARD K g5 | OF agreement by the provider of the truth of
SS=F . the facts alleged or cgmcluspns set forth in
Smoke barriers are constructed fo provide at lthe alleged deficiencies. This plan of
least a one half hour fire resistance rating in oo Ct];(’“ is prepared and /or executed
: accordance with 8.3. Smoke barriers may isorey ecanse it is required by the
 terminate at an atrium wall. Windows are tprovisions of Federal and State law.
protected by fire-rated glazing or by wired glass . N
panels and iteel framei-_ A minimtlfm of iv?o West Liberty Nursing and Rehabilitation 12/03/10
separate compartments are provided on each bCent.er strives to ensure that fire/umoks
floor. Dampers are not requirsd in duct ' arviers are inspected and maintained in
penstrations of smoke barriers in fully ducted accordance with all NFPA codes.
heating, ventilating, and air condiioning sysiems. X
19.3.7.93, 19.3.7.5g19.1_6.31 18.1.6.4 oS All fire/smoke barriers were scheduled 11-
: 23-10 1o be serviced by a certified HVCA
contractor. This will be completed by 12-3-
10.
This STANDARD is not met as evidenced by: Maintenance Supervisor wili monitor
Based on chsarvation and interview, the faciiity monthly for three months and quarterly
i failed to maintgin firefsmoke dampers that thereafter. ' :
penetrated the fire/smoke barrier walls. This : ) : i
deficient practice affected four (4) of four (4) - |Results will be forwarded to the Safety '
smake compartments, staff, and 48 residents. Commirtee monthly to determine further
The facility has the capacity for 50 beds with & : compliance nezded
census of 48 on the day of the survey. '
The findings include:
' During the Life Safety Code survey on Ottober
(ABORATORY IRECTOR'S OF) PROVIDER/SUPRHER REPRESENTATIVE'S SIGNATURE TILE (5) DA E
. ,S %{ M Administratoer 11/23/10

Any deficiancy statement ending with an asterisk (*) denates 4 defiGency which the institution may be exabsad from carecting providing it &5 detgrmined that
other safeanards provida sufficent pretaction to the patients, (Sae lnshuctions.) Except for pursing hames, the indings stated above are disciosable 90 days
foliowing the date of survey whather or not & plan of comection is provided. For nursing hames, the sbove findings end plans af coraction are disciesable 14
days fallowing the date these docurnants are made avallable to the facity, If deficiencios are cited, an eppraved pian of correction is requisits 1o cortinued
prograrm participation.
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K 025 | Continved From page 1 : K025

27, 2010, at 8;00 a.m,, with the Director of
. | Mantenance (DOM) a fire/smoke barrier wall
above the fire doors on the first floor was
observed to have ductwork that contained a
firafsmoke damper. A fire/fsmoke damperl cioses
to prevent fire and hot gases from penetrating the
firefsmoke barrier wall and is required to be
inspected and mainiained every four years. An
imterview with the ©OM on October 27, 2010, &t
2:00 a.m., revealed the fire alarmm company
checks the dampers in the facility and advises the
tacility if there iz anything wrong with the
dampers. )
The DOM stated if there was a problem with the
dampers the facility would have the dampers
repaired by & heat/air company. The faciiity could
not provide documentation the dampers had been
properly checked or maintained by NFPA
requirements. ’

Reference: NFPA B0a (1989 Edition).

3-4.7 Maintenanca,

| At least every 4 years, fusibie links (where

| applicable) shall ba removed; all dampears shall
be operated to verify that they fully close; the
fatch,  provided, shall be checked; and moving
! parts shall be lubricated as necessary.

K 038 NFPA 101 LIFE SAFETY CODE STANDARD" - K038
55=D

i

West Liberty Nursing and Rehab Center  12/03/10

Exit access is arranged so that exits are readily strive telobserve all Jifes safety standards.

; . . 5 .
??ess;2?2?; afl times in accordance with sacfion Doors were adjusted to comply with the 15

second delay egress on 11-22-10 by the
Maintenance Supervisor.

Proper sigrlage was posted on both doors 114
22-10. '
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K 038 , Continuad From page 2 _ K 038| Maintenance wili monitor the doors weekly
to ensure exit doors are readily eccessible to

) the 15 second delay and that signage is
This STANDARD is not et as evidenced by ' posted properly.

Based on ohservation and intanview, the facilty ]
failed to ensure that exit doors were readily Results will be forwarded 1o the Safety
accessible at all imes and had the proper

) Committee monthly to determine further
signage. _

compliance needs.

The findings nclude:

During the Life Safety Code tour on Ociober 27,
2010, at 9:30 a.m., with the Director of
Maintenance {(DOM) fwo exit doors with 2
magnetic locking device located on the first fioor
were observed not io have the proper signage
indicating the doors would release in 15 seconds
as required. An interview with the DOM on
October 27, 2010, at 9:30 a.m,, revealed the
doors were locked at night and the coded key pad
was the only way 1o release the locks, The DOM :
was unaware the dears would have to be '
accessible for exiting purposes, even at night.

Reference: NFPA 101 (2000 Edition).

i 7.2.1.6.1 Delayed-Egress Locks. i
Approved, listed, delayed-egress locks shall be
permitiad to be installed on doors gerving low and |
ordinary hazard contents in buildings protected
throughiout by an approved, supervised autornatic
fire detection system in accordance with Section
9.8, or an approved, supervised automatic
sprinkler system in accordance with Section 9.7,
and where permitted in Chapters 12 through 42,
provided that ihe following criteria are met.

{a) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accordance with Section 8.7 or upon the o
actuation of any heat detector or activation of riot {
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K 038 | Continued From péga 3

more than two smoke defectors of an epproved,
supervised autornatic fire detection system in
accordance with Seclion 8.8,

(b) The doors shall unlock upon loss of power
controliing the lock or locking mechantsm.’

{c) Animeversible process shall release the Jock
:within 15 seconds upon application of a fores 10
the release device required in 7.2.1.5.4 thal shall
not be required to excesed 15 I (87 N) nor be
required to be continuously applied for more than
3 seconds. The inbiafion of the release process
shall activate an audible signal in the vicinity of
the door. Once the door lock has been released
by the application of force to the releasing device,
relocking shall be by manual means only.
Exception; Where approved by the autharily
having jurisdiction, a delay not exceeding 30
szeconds shall be permitted.

(#) *On the door adjacent to the release device,
there shall be a readily visible, durable sign in
jetters not less than 1 in. (2.5 om) high and not

{ less than 1/8 in. (0.3 cm) in stroke width en a

| contrasting background thaf reads as foliows, -
PUSH UNTIL ALARM SCUNDS

DOOR CAN BE OPENED IN 15 SECONDS

K 057 | NEPA 101 LIFE SAFETY CODE STANDARD
5&<F
A fire alarm system with approved componsnis,
devices or equipment is Instalied according to
NFPA 72, National Fire Alarm Code, fo provide
effective warning of fire in any part of tha building.
Acivation of the complete firs alarm system is by
manual fire alarm initiation, automatic defection or
axtinguishing system operation. Pull stations in

! patiant sleeping areas may be omitied provided
that manual pull stations are within 200 feet of
nurse's stations. Pull stafions are located in the
path of egress. Electronic or written records of
jests are available, A religbie second source of

3

K038)-

K 051

' gystems are in accordance to NFPA 72,

West Liberty Nursing and Rehabilitation  712/03/10
Center strives 1o ensure all fue alarm '

Tests of all fire alarm pull station were
activared and each zone was determined,
labeled and & chart posted at the fire alanm
panel for e1aff to reference by the
Maintenance Supervisor on 11-22-10.

Maintenance Supervisor will monitor
monthly during fire drills to assure effective

FORM CMS-2567{02-28) Previous Viersiens Obsolele Eveni ID. ZZZ821

Received Time Nov. 23, 2010 3:52PM No. 4470

Facility ID: 100340 If continuation sheet Page 4 of 7




11723710 16:58 FAX 8069205449 DMS KY

[ oos
PRINTED: 11/15/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES EFORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OME NO. 0938-0391
STATEMENT OF DEFICIENGIES (X'() PROVIDER/SUPPLIER/CLIA o MULTPLE CONSTRUCTION - X3) ggﬂ%fg;g\"
ARND FLAN OF CORRECTION iDFNTlFICAT'ON NUMBER: A BUILDING 07 - BULLDING
185274 S L 10/27/2010
NAME QF PROVIDER QR SUFPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

774 LIBERTY ROAD, P O BOX 219

WEST LIBERTY NURSING & REHARILITATION CENTER WEST LIBERTY, KY 41472

%4 1D SUNMARY STATEMENT OF DEFICIENCIES D PROVIDER'S Pi.AN QF CORRECTION (xsh
PREFIX (EALH DEFIGENSY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS RECULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE =~ ! DATE
: DEFICIENGY) k
K 081 | Continued From page 4 _ , K051 zones are properly displayed according to

power is pravided. Fire alarm systems are the chart posted.

maintained in accordance with NFFA T2 and. '

records of maintenance are kept readily available. Results will be forwarded to the Safety

There is remote annunciation of the fire aianm Committee monthly to determine further

system to an approved central station.  19.3.4, compliance needed.

86 ’ L

This STANDARD is not met as evidencad by: i
Based an observation and interview, at fast of the
fire alarm system ravesied staff was unable to
determine where the fire zones were located !
throughout the facility. This deficient practice !
affected four (4) of four (4) smoke compartments, ;
|

staff, and 48 residents. The facility has the !
capacity for 50 beds with a census of 48 on the |
day of the survey, - i - l

" | The findings include: '

During the Life Safety Code survey on October :
27 2010, at 11:20 a.m., with the Director of
Maintenance (DOM) a test of a fire alarm pull o
station revealad the pu!l stafion was activated In
zone 10 at the fire alarm panel An interview with !
the DOM on QOciober 27, 2010, at 11:20 am,, :
revealed the DOM thought e=ch pull station in ths
facility was & different zone, More testing

revazled zone 10 was one of two smoke ) ‘ i
compartments located on the secand fioor, i
.| There was not & chart located at the fire alarm

!
i
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panel for staff fo reference in cass the fire alarm
sysiem activated. After tesfing the fire alarm
system the DOM acknowledged staff wolld have
trouble locating different zones in the facifity at the
fire alarm panel.

Reference: NFPA 72 (1909 Edition).

t1-5.7.1.1 :
‘ The prirary purpose of fire alarm systermn ,
‘anhunciation is to enable responding persohngl o i
- identify the location of a fire quickly and !
accurately and to indicate the status of
emergency equipment or fire safety functions that
might affect the safety of occupants in a fire
sitiation. All required ernunciation means shall
he readily accessible to responding personnel
and shall be Yocafed as requlred by the authority
having jursdiction to facilifate an efficient

response to the fire situation. West Liberty Nursing and Rehabilitation - £2/03/10
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD K 0687 | Center strives to ensute all gas furnace
$8=D exhaust venrs are maintained properly |
.| Heating, ventiiating, and air condifioning comply according to code.
with the provisions of section 8.2 and are installed ) ) L |
in accordance with the manufacturer's The exhaust vent was replaced in the |
?gescig;aﬁons_ 18.5.2.1, 9.2, NFPA 904, dinning room mechanicel closet on 11-3-10 P

by the Maintenance Supervisor.

E maintaing all exhaust on 11-3-10.

| This STANDARD is hot met as evidenced by
Based on ocbservation and interview, the facility
tailed to maintain & gas fumace exhaust vent as
required. This deficient practice affected one (1) ! . . , i
of four {4) smoke compariments, staff, and the ' | The results of these inspections will be ;
resident dining area. submirtted to the Safety Committee for | [
; ‘ . review and potential follow up action. E
The findings inciude: ]

|
i
3
The Maintenance Supervisor inspected and |
!
;

Audits will be completed monthly to cnsure;{
exhaust vents are maintained properly, ;
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! Reference: NFPA 21 (1999 Edition).

During the Life Safety Code tour on Oclober 27,
2010, =t 5:20 a.m., with the Director of
Maintenancs (DOM) observation revealed holes
and cracks in the exhaust vent for & gas furnace
located in the dining room closet. Venis for gas
bumning equipmment need fo be maintained to
prevent unwanted vapors from reaching the roam
ared. An interview with the DOM on October 27,
2010, &t 8:20 a.m., revealed the DOM was
unaware of the cracks and holes in the vent.

Referance: NFPA 101 (2000 Edition).

8.2.2 Ventilating or Heat-Producing Equipment.
Ventilating or heat-producing equiprment shall be
in accordance with NEPA 91, Standard for
Exhaust Systems for Alr Conveying of Vapors,
Gases, Mists, and Noncombustible Particulate

[ Solids

7-1 General.
Exhaust systems shall be tested, inspected, snd
maintained {c eaAsure safe operating conditions,

Xd) 1D . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'E PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE GOMELETION
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DEFICIENCY}
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