68/165/2612 13:32 6HE7432R40 WLNRC PAGE 082/11

' s m—— s BRINTED! 07/30/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES ﬁ ECEIVE [F \ FORM APPROVED
CENTERS FOR MEIDICARE & MEDICAID SERVICES N i s I ?‘11 B NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/S\IPPLIER/GLIA (%) MULTIFLE LETION i ﬁ SURVEY
“ND PLAN OF CORRECTIGH {DENTIF:GATION NUMBER: L HPMPLETED
. A BULDING o
o NG _ b C
185275 R - 07/1612012
NAME CF PROVIDER OR $1/PPLIER ‘ sTREET boDRESIPWEIOTVE asiR Care
74 LibeSowlbespBrieiesnent Branch_j
HING TAT NTE ——
WEST LIBERTY NURE & REHABILITATION CE R WEST LIBERTY, KY 41472
X8 ID SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF OORRECTION s
PREFIX (EAH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGHLATORY OR LAG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
‘ PEFICIENGY)
To the best of my knowledge and belief, as
F 000 | iNITIAL COMMENTS F 000 | an agent of West Liberty Nursing and
Rehabilitation Center, the following plan of
An abbreyiated standard survey (KY18888) was correction constitutes a written allegation of
conducted an 07/16/12. The compiaint was _ . . ] ;
unsubstartiated with deflsient practios identified substantial compliance with federal Medicare
at'D' tevel and Medicaid requirements.
F 157 | 483.10(b){r 1} NOTIFY OF CHANGES - F157|  Preparation and execution of this response
88=D | (INJURY/MECLINE/ROOM, ETC) and plan of correction does not constitute an
A facllity mpust immediately Inform the residant; admission of agreement by the provider of the
consuit with the resident's physician; and if truth of the facts alleged or conclusions set
known, nofify the resident's jagal representative forth in the alleged doficiency/ics. This plan of
ar an intergsted family member when there is an correation is prepared and/or executed gole!
aceident ifvotving the residant which results in o8 PrEp - y
Injury and fias the potential for raquiring physician because it is required by the provisions of
Interventioh; a significant change in the resident's federal and state faw.
physlcal, mental, or paychosocial status (i.e., a . R Hev of ib Nursin g =
p— deterioretidn in haalth, mental, or psychosocial It 1s. Fhe .po tey of West Liberty S gand | 8/15/12
| status In aifhier fife threatening condltions or Rehabilitation Center to inform the resident;
clinleal soriptications); & need to alter treatment cansult with the resident’s pliysician; and if

significantl) (i.a., a need to discontinue an
existing forin of treatment due to advarsa
consequeriies, or to commence a new form of

known, notify the residents legal representative
or interested family member when there is »

treatment}|ur & decision to transfer or discharge need fo alter resident's treatment significantly.
the rosider] from the facility s specified In The physician was notified by the MDSC of
s483.12(2) the altercd treatment of removing the side rails
The facilty must also promptly notify the rasident on resident #1 on 7-16-12 and aclariﬁcation
and, if knowr, the residents fegal representative order received.

or intarestat! family member when there is g

T All incident reports and daily nursing
change in hiom or roommata assignment as

spaclfied In| §483.15(e)(2); or a change in reports have bean reviewed by the DON/ RN
resident rights undar Federal or State taw or Supervisor for the |ast 60 days to determine
regquistionsas specified in paragraph (b)(1) of that no altered treatment has occurred in which
this saction the resident’s physician wag not natified.

The faellity must record end periodically update All licensed staff received additional

tha addresq and phone nurnber of tha residant's cducation by the DON coneerning physician

legal represipntative or interasted famlly membar,

notification requirements regarding altered

L@ DIRECTOR'SQFROVIDER!SUF’F‘LIER REPRESENTATIVE'S 8IGNATURE TITLE (X0} DATS
Orceda M e en | Bdrind sbeador g-2-1n,

Any deficlency atatsment andhr;: with &n satarink (*) denates = deficiency which the Institution may be exeussd from correcting praviding # is determinad that
othar aafaguards provide auffilent protectien te the patianta, (San inatructlons,) Except far nursing homes, tha findings stated sbove are diecissable 80 days
-}wlng the date af aurvay wrinthar or not a plan of correctian |s provided. For nursing hames, the above findings and plans of carreclian ars dinglosahie 14

] foliowing the dats thase qucumants ars madd avaliable to the facllity. If deficlenclas are clted, an spproved pian of cerresfion is ragqulelie to continusd
 wedIrEM particlpation,
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REGIJLATORY DR LEG [DENTIEYING iINFORMATION)

to PROVIDER'S PLAN OF CORRESTION 0
FREPIX (EACH CORREGTIVE ACTION 8HOULD BE COMPLETIGN
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F 157

"

ContinuadiFrom page 1

This REQUIREMENT |s not met as evidanced
by:
Basad onjobservation, Interview, and racord
review It wirs daterralned the faciiity falled to
consult wilf the resident's physlcian for & need to
alter treatrbant for one of three sampled
residants. | Resident £1 obtained a brulsa to the
laft side offihe resident's forehead which staff
determinaill was from hitting his/her head on the
side rall. The facility discontinued Resident #1's
side ralls cin 06/28/12; however, the physiclan
was not adnsulted when the resident's side ralls
ware dlsctir"1‘tlnued.
i
The findindgs include:
|

Araview of the medical record for Resldant #1
revaealed the faclity admitted the res/dant on
12/22M1, with dlagnosas that included
Hypertension, Fatigue, History of Falls, and Late
Effect CVA (Cerebrovascular Accident or stroke),

Interview \ith Licensed Practical Nursa {LPN) #2
on 07/48/%2, at 5:17 PM, revealed the LPN was
working thi first shift on the day the bruise was
discovered on Rasldent #1'a forehead. The
Interview further ravealed since it was unknown
how the rs’sidsnt obtalned the brulse, the

-resident's Foom wes checked for hazards and it

was deterinined by staff that the rasident hit
his/her hapd on the sids ralls. The LPN stated
the side ralls ware removad tha day the brulse
was dlacolared, 06/28/12,

A raviaw dff Resident #1's physician's orders
revealed ¢n 08/28/12, the physiclan was notified

treatment of residents by 7-20-12,
FA57]  Nursing administration will review the 24
hour nursing report and all incident reports for
the next 60 days and fallow-up to ensure that
the physician is notifted timely for change in
resident’s altersd freatment plan,

The results of the audit wil] be reviewed in
the CQI Committee meeting for further
monitoring and continued compliance.

FORM SM§-206687(02-08} Froviels Verslons Qhaalaln Event [D: EBBH1T

i
!
P
[
|

Yeceived Tine fug. 15. 2012 1:25PM Ho. 0162

Erclity O 402340 if continuatlon sheet Pags 2 of &



B8/15/2812 13:32 E067432248 W_NRC PAGE @4/11

PRINTED: 07/30/2012
DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NQ. 6938-0391
STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
“ND FLAN OF CORRECTION IDENTIFIGATION NUMBER: : . COMPLETED
. A BUILDING
"‘-.__v,/"' C
_ 185274 - wivg : 07/16/2012
NAME OF PROVIDER OR &1 1*PLIER STREET ADDRESE, SITY, STATE, 2IP CODE
@ & REHABILITATION CENTER 7¥4 LIBERTY ROAD, P O BOX 215
WEST LIBERTY NURS M@ & REHABILITATIO WEST LIBERTY, KY 41472
(%4) 1D EUMMARY STATEMENT OF DERICIENCIES o PROVIDER'S PLAN GF CORRECTION %)
PREFIX {\ 4 DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE OOMPLETION
TAG REGLILATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THRE APPROPRIATE DATE
E DEFICIENGY)
F 157, Contmued From page 2 F 157
of the bruiga to Resldent #1's forehead, but thare
was no evidenaoe the physician was
consultedinolified related to the resident's side
rails belng discontinued.
Further In i@mtew with LPN #2 revaaled # probably
was his/hér responsibliity to call the doctar to
abtzin an hrder 1o discontnue the side ralls, but
singe other steff was involved when the sida rails
were remdved, he/she assumed the order had
been obleinad from the physician,
Interview #vith the Director of Nursing (DON) on
07/16/12, [t 3:05 PM, revealed Residant #1's side
rails wereiremoved on 068/28/12, because staff
believad tha ragident had hit his/har head on the
- side rail chusing the bruise. The DON stated it
was tha rdsponsibility of the nurse working on the
floor to cﬁfwao{ the doctor for an order to
discontinue Resldent #1's sida rails, . ) -
F 280 | 483.20( d,:} ), 483.10{k){2) RIGHT TO Fa2a0| Itis the Policy of West Liberty Nursing and 8/15/12
58=D | PARTICIPATE PLANNING CARE-REVISE CP Rehabilitation Center to aliow the residents
i i ; therwi
The residént has the right, unless adjudged unfeas adjudlged 1nc?mpetcnt OF Oiherwise
incampatenit o ctherwise found 16 be found to be incapacitated under the laws of the
incapacitaied under tha jaws of the State, to State, to participate in planning care and
i:::‘dzzt;f In plann{;? Catr@ antd treatment or treatment ar chenges in care and treatment,
" care and Ltreatment,
9 \ The care plan for Resident #1 and #2 was
A cnmprehnnsrve care plan must be deveioped updatad by the MDSC on 7-16-12 to reflect the.
within 7 dbys after the completion of the current needs of cach resident based on cach
comprehe‘rwlva assessmant; prepared by an esident’s current status
Interdlscipliinary team, that includes the attending resident’s current LTS, .
physiclan, & registered nurse with responalbliity - ' An andit of all residents care plans will be
for the reslident, and other appropriate staff In ‘ completed by the Interdiseiplinary Care Plan
disciplines as determined by the resident's neads ' : :
' Teal ~15-12to e hat dent
and, tothe extent practicable, the participation of m by B-15-12 a cnsxj:rc Lh!m the resident’s
the resideint, the residant's farily or the resident's care plan reflects the resident’s current stats.
FORM GMS-2587(02-89) Pravichs Verslons Obsalete ! Even! [D: E28H11 Eaclity [D: 106340 If continualion shoet Page 3 of 8

Received Time Avg. 15 2012 1:25PM No, 0152



68/15/2812 13:32 BA67432546 WLNRC PAGE - B85/11

PRINTED: 07/30/2012

DEPARTMENT OF IFZALTH AND HUMAN SERVICES FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0338-0331
ETATEMENT OF DEFICIENG [iis {X1) PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANE: PLAN OF CORREGTION IDENTIFICATION NUMBER: : COMPLETED

A, BUILDING _
N : NG c
185274 B. WiN 07/16/2012
NAME OF PROVIDER OR &L17PLIER STREEST ADDRESS, CiTY, §TATR, ZIF CODE

774 LIBERTY ROAD, P G BOX 213

g ! CENTER
WEST LIBEERTY NURSING & REHABILITATION WEST LIBERTY, KY 41472

xa) 10 SLIMIMARY ETATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF GORRECTION )
PREFIX {EAtFH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE BOMPLETICN
TaG REGHLILATORY GR LBC IDENTIFYING INFORMATICN) TAG CROSE-REFERENGED TO THE APPROPRIATE X
‘ DEFICIENCY)
F 280 | Conilnuect From page 3 F 280 The Interdisciplinary Care Plan Team will
legal reprdsentative; and periodically reviewad recefved additional education by the DON by
and revisgd by a team of qualifled parsons after | 8-6-12 regarding the need to update care plans

each assassment. :
when required.

‘The DON/RN Supervisor will review the
Care Plans to insure that it is reflective of the

' ident’s surrent status sach week for the next
This REQUIREMENT Is not met as evidenced resicen TeR i

by: 4 weeka,
Rased ont observation, interview, and record The results of these reviews will be reviewed
reviaw thel facility failsd to review/revise the plan in the CQI Committee maeting for further

of care foll iwo of three sampled residents . . ,

(Residents #1 and #2). The fadliity developed monitoring and continued compliance.

care plan for Resident #1 with an intervention for

two side rafls to assist with bed mobllity.

Resident #1's slde rails wara dizcontinued on
08/28/12; however, tha cara plan was not revised,

) Resldant#2 had a physician's order to have

one-half side ralls: howaver, the side rall use was

not on theresident's care plan,
The findinhs Include;

1, Obsenjations on 07/16/12, of Resident #1
revealed the resident was not utllizing slde ralls
on the reg|dents bed.

Areview cfl Resident #1's physiclan orders dated
July 2012 rovaaled the resident had utlized two
one-~half s{de ralls for bed mobllity, Areview of
Resident #/1's care plan dated 12/22/11, revealed
the facilityideveloped & care plan for twe one-half
side rails thised whan In bed for bed mebllity.

However, further revisw of Rasidant #1's
physician prders revaalad the side rails were
dizcontinupd on 07/16/12, There was no
evidence the resident's care plan was revised to
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F 280 | Continued| From page 4 F 280
reflact the |resident's side rails had been

discontinupd.

2. Obszervintions on 07/16/12, of Resldent #2
revealed {lis resldant had one-half side ralis In
placs wha(1 the resident was in bad at 1:27 PM,
2:38 PM, and 3:52 PM.

Areview ¢f Resident #2's admission physiclan's
orders datpd 02/24/12, ravesled an order for
one-half 3 ina ralf use.

Araview of Reslidant #2's cara plan revealed no
avidence the slde rall uss had bean addreased,

Interview qn 07/16/12, at 2:55 PM, with the MDS
. Coordinatdr revealod Raesident #1's sids rails still
being carel planned was an overs|ght and the
rezident's kide rails had been removad on
05/28/12, &fier a bruise was found on the
resident’s jorehaad. Tha interview further
revealad Flmaidant #2's slde rall use was not
addressed|on the care plan because thare was
not an order for the side rails in the computer,
The MDS Loordinator also statad that he/she had
msspesed And talked to the residont but did not
reslize he/bhe had side rails (n usa,

intervlew cjn 07/18/12, at 3:05 PM, with the
Diractor of|[Nursing (DON) revealad the care plan
for Residemt #1 should have been revised when
side rail use was discontinied. The DON further
stated Rastclant #2's side ralls had been in place
since admission even though it was not
addressed|on the care plan. The interview further
ravealed the DON felt like tha care plans had not
been revisid because both instances were
overlookad,
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