{ easraapm.io-03-2015 | 2 | 6067432340 |

18/85/2015 17:83 5067432540 WLNRC PAGE B2/09
e T
Ir |I 1|

I PRINTED: 0072212015

DEPARTMENT QF HEALTH AND HUMAN SERVICES || J FORM APPROVED
CENTERS FOR MEDICAHE § SRVICES ot o5 0B\ OMB NO 0838-0361
STATEMENT OF DEFIGIENCIES P25 MULTIPLE CONSTR ¢3) DATE SURVEY
AND PLAN OF CORRECTION A BULDING COMPLETED
of Health TATT c
i Orcement Bran
: 08/08/2015
NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
774 LIBERTY ROAD
WEST LIB NURSING & CE
LIBERTY NURS REHABILITATION CENTER WEST LIBERTY, KY 41472
0t} ID SUMMARY STATEMENT OF DEF'CIENCIES B | PROVIDER'S PLAN OF GORRECGTION xs)
PREFIX {EACH DEFIIENGY MUST BE PRECIIDED BY FULL PREFIX | {EACH CORRICTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TD THE APPROPRIATE DR
NERCIENCY)
e I . To the best of my knowledge and belicf, as agent
. of West Liberty Nwssing and Rehabilitation Center,
An abbreviatsd survey (KY23742) was . the following plan of correction constitutes a
conducted on 05/08/15, The complaint was writton allegation o) substantia] compliance with
:;Eﬁ::lated wih deficient practice Identified at Federal Medicare and Medicaid
F 205 | 483.12(b)(1)&(2) NOTICE OF BED-HOLD F205| requirements. Preparation and execution of this
88=D ' POLICY BEFORE/UPON TRANSFR | plan of corroction dues not constitute an admission
Before a nursing facllity transfers & resident to a or agreement by the pravider of the truth in the
hospital or allows a resident to go on therapeutie alleged deficiencies. This plan of correction is
leave, the nursing facility must provide written - )
information to the resident and a farnlly member preparcd andfor cxixruicd solely because it s
or legal representative that specifies the duration | required by the provisions of Federal and State
of the bed-hold policy under the State plan, if any, Law.
during which the resident is permitted to ratum ) .
and resume resiclence in the nursing facility, and West Liberty was unable to give resident #3
therI ::rslng fa:"lty's pb:lides {ﬂs!-'ardlﬂrg1 bed-hold " written notice of bed-hold afier the outcome of the
petiods, which must be cansistent with paragrap! , . .
(b)(3) of this section, permitiing a resident to abbreviated survey, which specifies the duration
return, ol the bed-hold policy at time of abbreviated

At the time of transfer of a resident for survey. Resident #1 expircd at the hospital on

hospltalization or therapaustic lsave, a nursing September 3, 2015,
facility must provide to the resident and a family

Social Servi d the Acting Administrator
| member or legal representative writtan notice ocial Services and the Acting Acmini

which specifies the duration of the bed-hald policy reviewed all facility transfers to  hospital and/or
described in paragraph (bX1) of this section. therapeutic leave for the last 30 days to ensure that
the facility provide] written notice of bed-hold.
:hls REQUIREMENT is not met as evidenced Thie was conductel on 8/24/15. No negntive
y:

Based on Interviaw, record raviaw, and facility omissions were noted from the review,

policy review it was determined that the facllity
failed to provide written notice of the facillty's
bed-hold palicy upon transfer for one (1) of three
(3) sampled reslcents (Resident #3). On
08/07/15, the facility transferred Residont #3 to
the local acute care hospltal due to a decding in

LABQRAT IREGTOR'S OR PROVI JERIBLAP ER REPREEENTATIVE'S BIGNATURE

s

Any deflclency s\atament With mgr'asterisk (*) denaias a deficiency which the Institution may b excused fro et hat
sther safaguarda prov ant pr' to the patients . (See inatructions.) Excapt for nuraling homes, the findiags stated nbove are disclosable B0 deys
following {he date of & whether ar not a plan ef correction la provided. For nursing homes, the above findings and ptans of comection ara discloasble 14
days following the dala thesa docuvints are made availebla to tha fecllity, if deficlencles ara ciled, an approved plan of comection Ia requisite to continuad
progrem partcipetion,

FORM CMS-2607{02-99) Previous Versior:s Obaniets Event ID:3ELT1¢ Facillly ID: 100340 If continuation sheet Poga 1of 4




04:57:23 p.m. 10-03-2013 | 3 | 6067432340 |

18/85/2015 17:83 6667432540 WLNRC PAGE 03/@9
. PRINTED: 08/22/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 093
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
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Fi t‘;:“:;‘;‘:" :"’" ";ﬂe 1 ’ ot F205| Ay licensed nursing staff received
ent's eondition. However, when the
faciliy transfarm:d Resident #3 to the hospital mandatory addtianal training regarding
they failed o provide written notice of the faclity’s the transfer or discharge notice of bed hold
bed-hold policy 0 the resident or respansible days. This educsiion was compieted on
party. 8/24/15 by the DON and Direstor of
Sociel Services. The Charge Nurse fills out top
The findings inciude: portion of BH Notification (forms located at
. nurse's station) when resident geas out of
Review of facility policy, "Notification aof
Transfer/Discherge.” dgtad 07/01/09, revealed facility |.e. doctor's appolatment/ER visit. The
the transfer and discharge of residents was to charge nurse than puts the carbon copy of BH
occur in compliance with state and federal In Sociat Sarvices box located at the
regulations. Continued review of the facllity policy nurses’s station. The Next Business day
re';realteodt:oﬁcef’of :ran:ferldisch;; Iﬁe Wer; to be soclal services mails BH If
given 1o iha resident and respansible party as discharged and contacts family if no
soon as practicable before transfer or discharge
occurred. Review of facility policy, "Notice of BH days are avallable, The BH notifications ard
Transfer or Dischiarge Notice of Bed Hold Days," also reviewed each Business Day (Monday-
undated, revesled the form included the faclitty's Friday) during Moming Gonnect Meeting, The
bed-hold policy. facility has also ausigned a back up system
T L - - if Soclal Services is nat in attendance. The
eview of Resida s medical record revea cting admini OON will compl
the facility admitied Resident #3 on 10/16/10 with ot sg'::d::";,g P tos of B ol
diagnoses that include Paralytic lleus, y
Gastroesophageal Reflux Disease, notification if not in attendance.
Encaphalopathy, Chronic Kidney Disease, and The acting administrator and Director of social
Renal Failure. Continued review of Resident #3's services has reviewed aach notification of
I:chosfd I‘GV;:]B? on 08’?7!‘1[5 RBS;C::HI fha ::egan transfer/discharge on every
ve a physical decline in condition tha resident e weeks (8/24/15- 8/11/15) to
required transfer to the hospital. Further review kol ¢ )
of Rasident #3's record ravaaled no evidence that ansure that appropriate notification has
the facllity provided the bad-hold policy notice cccured. The results of these reviews have
upon transfer to 1he hospial. Continued review of been forwarded to the weekly Focus
Resldent #3's medical record revealed no Committee (& sub-committee of the Quality
indication that Rosident #3's family/responsible Assurance and Process Improvement
pgﬂrty was providod with the facility bed-hold Committes. Resulis
noucs. will also be reviewud monthly by the Quality
Intarview with Licensed Practical Nurse (LPN) #3 Aggurance and Process Improvement
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Committae (QAPI) for further monitoring and
F 205 | Continued From page 2 81115

on 08/08/5 at 7 03 PM revealed she was
working when Rosident #3 was transferred to the
hospital and sha prepared the transfer
documents pricr to Resident #3's transfer,
Further interview with LPN #3 revealed she had
not sent a nolice of transfer or discharge notice of
bed-hold days wth Resident #3 or lo Resident
#3's responsible parly because she did not have
the form avalleble to complate and send.
Continued interv-aw with LPN #3 revealed she
had not been instructed by the facility to send the
notice of transfer or discharge notics of bed-hold
days and that she hac not seen any of the forms
at the nurses’ station since she began working at
the facility in January 2016.

Interview with thn facility Director of Nursing
(DON) on 09/08/15 at 6:38 PM revealed she was
not aware if a transfer or discharge notice of
bed-hold days had been sent with Resident #3
when he/she was transferred to the hospital,
Continued Interview with the DON revealed a
iranster or dischunge nofice of bad-hold days
should have been sent with Residant #3 and sent
to Resident #3's responsible party upon transfar,

Interview with the: Acting Facility Adminlatrator
{AFA) on 09/08/15 at 7:14 PM revealed she was
not aware of any residants being transferred or
discharged without giving the nolice of tranafer or
discherge of bed hoid days. Continued interview
with the AFA revealed sha had no proof thet a
notice had been :3ent cut with Resident #3 upon
transfer to the hospital or that a natice had been
sent to Resident #2's reaponsible party. Further
interview with the: AFA revealed she had
conducted in-services to educate nurses abaut
sending the notice of transfer or discharge notice
of bed-hold policy with residents whan they

F205| continued complisnce.
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F 205 | Continued From page 3 F 205
transfer out of the facllity. The AFA also stated
ahe ordered and made sure that the forms were
available for the nurses at the nurses' station.
Interview with tha facility Social Services Director
on 09/08/15 at 7:48 PM revealed she had bean
involvad in the admission process when Resident
#3 was admitted to the fadllity and had explained 911115
the bed-hold pol.cy to the family upon admission,
However, she had no evidence that the notica of
transfer or discharge notice of bed-hold days had
besn given to Resident #3 when he/she was
transferred to thn hospital or evidence that a
notice was sent to Resident #3's responsible
party.
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