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The facliity mus: develop and implement written
| policies and procedures that prohibit
' mistreatment, neglect, and abuse of residents
and misappropration of resident proparty.

This REQUIREMENT is not met as evidenced
by:

Basad on interview, review of employee
persannel files, end review of the facllity poilcy, it
was defermined the facliilty falled to implement
written policies ihat prohikit mistraatment,
neglact, and abuse of residents, as evidanced by
five (5) of five {£) reviewed employee flles failing
to contaln a pre-employment screening for the
Nurse Alde Abuse Reglstry and the Adult
Misconduct Reglstry (Employees #1, #2, #3, #4,
and #5).

The findings Include:

Review of the facility policy and procadurs titled
"Resident Advoracy Protocals,” not dated,
ravealed pre-amployment screening would ba
completed on aill employees including Abuse
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To the best of my knowledge and belfef, as
F 000 | INITIAL COMMIENTS FOBO| agent of West Libarty Nursing and
Rehabilitation Center, the following plan of
A standard hea'th survey was conducted on comection constitutes a written allegation |
08/18-20/15. Dwficient practice was identified of substantial compliance with Federal
with the highest scope and sevaerity at "E" level, ! Medicare and Medicaid requirements,
An abbraviated standard survey (complaints : Preparation and exacution of this plan of :
#KY23604, #<Y23805) was also conducted at correction does not constitute an admission
this ime. Both somplaints were substantiated or agreement by the provider of the truth
with deficlent practice Identified. In the elleged deficlencles. This plan of
F 228 | 483.13(¢c) DEVELOP/IMPLMENT F 225| correction Is prepared and/or executed solely
8§8=D | ABUSE/NEGLECT, ETC PCLICIE3 becausa it is required by the provisions of

| Federal and Stale: Law,
| The facility cantracts with an employment
screening company, Orange Tree, which
completes all pre-hire screening requirements,
Including the Nuise Aide Abuse Registry
Cheock and KY Adult Misconduct Registry
chack. Orange Tree has provided a
clarification letter to the facdlity which verifies
that Employee #1, 2, 3 and 4 had the required
abusa reglstry chacks performed during the
routine background checks prior to baing
hired by the facility. Nene of these employses
were found to be listed on the Nurse Alde
Abuse Ragistry nor tha KY Adult Misconduct
Registry. Employee #5 was not a naw hirs.
This employaa transferred fram another facility
with an original hire date of August 2012,
The Nurse Aide Abuse Registry Chack for
employee #6 was completed upon Initlal hira
and this employce was NOT found to be listed
on the Nurse Alde Abuse Registry Chack,
The most recenl Nurase Alde Abuse Registry
check for Employee #5 was completed
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on 2/26/2013, This individual was NOT
F 226 | Continued From page 1 F228; found to be listad on the Nurse Aide Abuse
Regqistry Reporl. Further review of the policy Registry. To ensure compliance, the Adult
revealed the facility would not hire or retain any Misconduct Registry was chackad for
employa:e with m:istory af ﬁbl.;:a (iar neglect if that Employee #5 by Orange Trea on 9/9/15.
information was known to the facility. Employee #5 was found NOT to be listed
Review of Emplayee #1's personnal record on the KY Adult Miscanduct Ragistry.
revealed the employes was hired on 05/20/15; Orange Tree was contacted by the
however, there 'was no decumanted evidence & Administrator on 9/8/15. Orange Tree
Nurse Alde Abu:a Registry check or Adult provided a clarification letter on ©/8/15
M"“:"d“d F:;Gim check was completed prior indicating that any employse hired since
to the dats of hire. August 1, 2014, has been cross referenced
Review of Employee #2's persannel record with the Nurse Aide Abuse Registry and the
revealed the employee was hired cn 05/27/15; KY Aduli Misconduct Reglstry. No employees
however, thare was no documentad evidence a hired were found to be on either list.
Nurse Alde Abuse Regiatry check ar Adult From here forward, Orange Tree wiil
M'm';ducto?esﬂm check waa completed prior individually list In the employee Information
to the date of hi'e, that both the Nurse Alde Abuse Registry
Reviaw of Employee #3's personnal record and the KY Adult Misconduct Reqistry have
revealed the employee was hired on 04/28M5; been checked. The results will be listed
howaver, therg was no documented evidence a individually based on the information
Nurse Aida Abuse Registry check or Adult contalned on the webasites asaaciated with
Misconduct Registry chack was completed prior aach ragistry,
to the date of hire,
The Acting Administrator will review
Review of Emplayes #4's personnel record employae files of all new hires for thirty
revealed the amplayee was hired on 04/28/15; days to ensure that all required information is
however, thare was no documented evidence a contained in the parsonnel hira packet,
Nurse Aide Abuie Registry check or Adult Including the Nurse Aide Abuse Registry
Misconduct Reglstry check was completed prior Check and the KY Adult Miscenduct Registry
to the date of hlve.
check,
Review of Emplyyee #5's parsonnel record
revealed the employee was hired on 08/27/12;
howaver, there \was no documentad evidence a
Nurse Aide Abuse Registry check or Adult
Misconduct Registry check was completed prior
to the date of hire.
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Interview with the Business Office Manager
{BOM} on 087205 at 5:00 PM revealed she was
hired 2s the BOM on 07/22/15, The BOM stated
she was aware of the required Nurse Aide Abuse
Registry chacks and had been doing those since
she was hirad, The BOM stated tha DON was in
charge of complating the checks before the BOM
wag hired In July 2015, The BOM turther stated
she was nat awzare of the requiramant for the
Adult Misconduct Reglstry Check and had not
been chacking the Adult Miaconduct Ragistry.

Interview with thi Director of Nursing (DON) an
08/20/15 at 5:15 PM reveslied she was
respensible for completing the Nurse Aide Abusa
Ragistry checks for all new hires prier to 07/22/15
when the BOM was hired. She stated she
thought she had done them, but stated she did
not know for surs. She stated the checks should
be in the parsonnel recond, Additional interview
revesaled the DON stated she was not aware of
the requirement “or the Adult Misconduct Registry
check and had nat been chacking this registry,

Intarview with the Acting Administrator on
08/20/15 at 6:45 PM, revealed the facility used a
contracted agency for the Abuse and Criminal
Background checks and stated ahe thought the
program included the Nurse Alde Abuse Registry,
The Acting Administrator further stated she was
not aware of the requirement for the Adult
Misconduct Registry chacks,

483.15(b} SELF-DETERMINATION - RIGHT TO
MAKE CHOICES:

The resident has the right to choose activilies,
schedules, and health care consistent with his or

F 228

F 242

Thereaftsr, at loast two hires per month will
ba reviewed by the Acting Administrator to
ensure that checks are complaeted
appropriately. The results of these reviews
will be forwarded to the monthly QAPI
Meeting for further monitoring and continued | 9/11/15
sompliance,

The Dietary Manager spoke with residant
#3 and #7 in regard {o ikes and dislikes on
9/4/15 regarding food preferences and
beverages, Food and Beverage preference
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was fo
F 242 | Cantinued From page 3 o updated for resident #3 and #7 by

her interests, as;essments, and plans of care;
interact with mambers of the community both
inside and outsitle the faclitty: and make chelces
about aspects of his or her lifa in the facility that
are significant tc the resident.

This REQUIREVENT is not met as evidenced
by.

Based on cbaervation, interview, and record
review, It was determined the facliity faiied to
honor rasident cholces regarding food and drink
likes and disliket: for two (2) of twalve (12)
sampled residents (Resident #3 and Resident
#7). Observations during the meal service
revaaled Resident #3 receivad itams on the
residents meal tray that were Ested as foods that
the resident disliked. Observations during
medicatien pass revealed the resident received
medication that veas placad in a food item that the
resident did not ke, Resident #7 was observed
to receive an itam on the resldent's digliked food
list on the dinner tray.

The findings includa:

Review of the facility policy, "Altemate Foods,”
dated 08/01/12, revealed, "substitutions are
provided for any food dislikes or allargy of the
resident.” The pnlicy also stated, "menu
substitutions mav arige out of individual dialikes,
these are handled through the tray cards and
nated in the resicent's cardex file."

1. Raview of the medical record for Resaldent #7
revealed he facility admitted the resident on
08/20/10 with diagnoses of Mantal Disorder,
Anxiety State, Altheimer's, Psychosis,
Depressive Psychosis, and History of Breaat

Diatary Manager an 9/4/15,

The Dietary Manager reviewed food and
Beverage preference list with each resident
rasiding In facility. The food choice and
beverage preference list for each resident
was updated by Dietary Manager by 9/11/15.
The Distary Manager educated all staff on
8/26/15 regarding the importance of the
residents aelf determination and

participation in all aspects

of life spacifically related te food preferences.
Staff were reminded to check tray cards
clossly and to adhere to resident food and
beverage preference list,

The acting administrator will monitor at least
three trays per wesk across all shifts for thres
months to ensure food choice and baverages
are honored. The results of these reviews
will be farwardad to the monthly QAPI meeting
for further menitoring and continued
compliance. 911186
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Malignaney with Mastectomy. Review of the
resident's Quartarly Minimum Data Sst (MDS)
dated 07/30/15 revealed the reaidant tb have a
Brief Interview Review of Mental Status (BIMS)
score of B9 whien indicates the resldent was
noninterviewable end severaly coghitively
impaired. Review of Resident #7's meal card
revealed that a dislike for ice in cold baverages
was documented| on the meal card. Further
review of the resident's Care Plan, dated
10/15/14 revealed, “the resident does not lika ica
in cold beverages per family request.” Review of
Resldent #7's disliked food list revealed the
resilent disliked ica in cold beverages.

Observation on 118/19/15 at approximately 5:45
PM revesled Re:ident #7 received ice water on
the dinner tray. Continued observation revealed
Resident #7 drank the lemonade (without Ice) and
coffee that were sarved on the dinner tray, but did
not drink the ice water, Resident #7 stated during
observation that he/she did nat like ica in any
drinks,

Interview with State Registered Nuraing
Asaistant{SRNA) #2 op 08/20/15 at 4:28 PM
revealed she gave Resident #7 the dinner tray,
and the resident did not say anything to her about
not liking ice in his/her cold drinks. She stated
she could not rarnembar if Resident #7's meal
cord noted the resident's dislike for ice in his/her
cold drinks. She also statad that thay find out
what the residen-'s likes and dislikes are by the
meal card, Further Interview revealad it was
important that residents recelved foods they liked
because they could become dehydrated and lose
waight.

Intanview with the Dietary Aide on 08/20/15 at

F 242
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3.50 PM revealed Resident #7 had a list of Iikes
and dislikes on histher meal card; however, she
did not remember putting lea in the resident's
watar on the dinner tray. She stated that one of
tha SRNAs coulrl have pul the Ica in the waler
when delivering -he tray to Resident #7.

2. Review of the madical record for Resident #3
revealgd the facility admitied the resident on
04/14/14 with dlagnoses that included Congestiva
Heast Failure, Gout, Anxiety, and Chronle
Respiratory Fallure. Review of the Querterly
MOS dated 06/2:2/15 revealed Resident #3 was
assessed by the facility to have a BIMS score of
8, indicating the "esident had moderate cognitive
impaimment. Review of the Comprehensgive Care
Plan dated 01/25/15 revealed an intervention to
maintain a gurrent liet of food likes and dislikes
for Resident #3, The Comprehensive Care Plan
did nat include a Iist of the resident’s likes and
dislikes. Review of Resident #3's meal card
revealed tha rasident dislfked carrols and
chocolate.

Observation on (18/18/15 at 5:04 PM revealed
Resident #3 was served chicken and dumplings
with carrots and -hocolate pudding for the
evening meal. Continued chservation revealed
Resident #23 statad, *{ cant eal this."

Observation during a medication pass on
08/19/15 at 11:3:3 AM, revealad Cargafate
(medication usec to coat the stomach) 1 gram (g)
was prepared for Reaident #3 In chocolate
pudding. Licenssd Practical Nurse (LPN) #1
entered the roorr of Resident #3 and stated, "I
have your medicine." Further observation
revealed Resident #3 refused the medication
because it was prepared in chocolate pudding.

On 9/4/15 the Diatary Mangar spoke with
resident #3 in regard 1o preferred food choice
for praparation for medication passes,

The Diractor of Nursing updated all resident
EMAR medications with preferred food choicel
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On 9/10/15 DNS educated all nursing staff
F 242 | Continued From paga 6 F 242 with any updates of food prefarence with
The LPN disposid of the medication and modication passes.
re-prepared the nedication in yogurt and the
medication was administered to Resident #3, The DON and RN supervisar will monitor
Intarview with Resident #3 on 0B/18/15 at 6:07 at [sast 10 madication opportunities per
PM, reveled heluhe did not like canots or week on different shifts for three months,
chocolate and w-shed not to be served either and than manthly thereafter, to ensure that
item. medication administration with preferred
food choice is passad appropriately. An
Interview with LEN #1 on 08/19/15 at 12:30 PM, e o L
revealed she was not aware Resident #3 disliked .
chocolate. on one education with the nurse being
observed. The resuits of the medication
Interview with the Dietary Mangger on 08/20/15 at pass audits will be forwarded to the monthly
3:46 PM revealed the dietary staff was sware of QAP! meeting for further menitoring and
all residents’ likes and dislikes because they each continued compliance.
hava a tray card with the information on it She
stated the cook tnal serves was the one
responsible for making sure the residents’ likes
and dislikes were: honored, She further stated the
resident should 1ot have received something they
did nict like on thiir meal tray, it was just
overlooked, She stated, "A lot of times the aide
will eatch it on the floor and replace it.”
Interview with thy Dietitian on 08/20/15 at 3:55
PM ravealad thal it was very important for the
staff to honor food prefarences. She stated this
waa their homs pnd thay should get the foods
and drinks they hke. Sha also statad it was
important for the residents’ food praferences to
be honored because if not their intake can go
down which might eausa the resident to have a
decline in health The Diatitian also stated that
she expected staff to honor the residents’ choices
and food likes and disllkes.
Interview with the DON (Direstor of Nursing) an
0B/20/15 at 5:35 PM rovealed that Dietary
FORM CM3-2587(02-89) Provioun Varsiors Obsolats Evont ID: DI4F11 Foclity (D: 100340 If continustion aheat Pegs 7 of 19
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provides cards with each resident's Iikes and
dislikes on them, The DON stated this
information should also be on the Comprehensive
Cara Plan and 1he nurses should be aware of the
residents' likes and diglikes. She staeted dietary
staff and tha nurse akles check the residenta’ tray
cards when delivering the trays. "l expect each
rasident to havn their likes and distikes honored
when they ara nerved thair meals." The DON
stated that resiclents always have a choice of
what they eat or drink, and those choices should
be honored.

Interview with the Acting Administrator on
08/20/15 at 8:4() PM revealed that each resident
hag a card with his or her likes and dlslikes listed.
She stated Diatary should ba checking each card
befare the meal trays wara sent io residents and
that the aldes snould be checking thermn when
they pass the meals to residents. She said all
choices of the residents should be honored
bacauga “thig is their home."

F 282 | 483.20(k)(3){ll) SERVICES BY QUALIFIED
§8=p | PERSONS/PEFt CARE PLAN

The services pravided or arranged by the facility
must be provided by qualified parsans in
accordance with each resident's written plan of
care,

This REQUIREMENT is not mat as avidenced
by

Based on observation, interview, record review,
and facility pelicy review It was detarmined the
facility failad to provide care in accondance with
the Comprehensiva Plan of Care for one (1) of
twelve (12) samplad rasidents (Resident #10).

F282| On8/20/15 the RN Supervisor placed

leg strap on resident #10 to

secura the tubing to prevent puliing, which fs
reflected In the plan of care. On 8/20/15

the RN supervisor also assessed resident
#10 for sheepskin on footboard.

The RN supervisar placed the sheapskin on
footboard which Is reflacted [n the plen of
care. RN supervisor found no negative
outcomes related to lack of lag strap and/or
lack of sheepskin not placed on footboard,
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The MDS coortinator and interdisciplinary
F 282 | Continued Fron: page 8 F282| team will continue walking care plans with al
Resident #10's omprehensive Care Plan residants to ensure all care plan
contained interventions for an indwelling urinary interventions/orders ars Implemented/
catheter that Included “to secure the tubing to followed
prevent pulling.” Observations on 08/20/15 .
revesled the cathetar was ettached to a bedside Tha team will audit all care plans
drainage bag; however, the tubing was net to ensure that provided care Is In accordan
secured to the resident's leg in accordance with With tha residents Comprehensive plan of
the plan of care, Furthermore, Residant # 10 had care by 9/10/18.
a care plan intervention for "sheepskin {o On 5/10/15; The acting Administrator

footboard," but cbservations on 08/20/15

educated tha Imerdisciplinary team in regard
revealed there was no sheepskin applied to the

lo walking care plans to ensure that all

reaidents footbcard. residents care plang are implemsnted as
The findings Inciude: writlen.

BON ar RN supervisar will auditreview thre
Interview with th2 Director of Clinleal Operations care plans per wesk for four weeks to
on 0872015 at 4 50 PM revaaled the fﬂc“ity did ensure that all interventions are

not have a palicy related to following the
resident's plan of care. She stated the facility
follows the Resltlent Assessment Instrument

Implemented s written, Thereafter, DON or
RN will audit/raview two care plans per

(RAT) Manusl and the Federal Regulations month for three months, The resuits of

Manusl for their zare plans. these audits/reviews will be forwarded to 9/11/15
monthly QAP| meetings for further

Review of Resident #10's madical record monitoring and continued compliance.

ravaaled the factlity admitted Resldent #10 on
08/05/15 with diugnoses of Urinary Retention,
Hiatory of Tibia Flateau Fractura with repalr,
Dementiz, and Fenal Stones. Review of the
admission Minimum Data Set (MDS) assessment
dated 08/12/15 ravesled Resident #10 required
the usa of an indwelling urinary catheter. Review
of the care plan lated DB/05/15 revealed catheter
cara was to be done dally and the catheter and
tubing wera to ber secured to pravent pulling.
Further review of the care plan dated DB/0S/15
revealed that sheepskin was to be addad to the
footboard of the resident's bed to pravent further
skin breakdown to his/her faet if the resident's
feat ware to touch the footboard,
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Observation of I3esident #10 on 06/20M15 at
12:50 PM during) urinary catheter care revealed
Residant #10's catheter was attached to a
bedside drainage bag; however, the tublng was
not sacured to the resident's lsg 1o prevent
pulling. Further cbeervations on O/20/15 at
10:25 AM, 11:258 AM, and 12:45 PM revealed that
sheepskin was rot on the footboand of tha
resident's bed.

Interview with the Charga Nurse, Licenged
Practical Nurse (LPN) #1, on 08/20M5 at 2;15 PM
revesled she had signed off on the ordar for the
rasident to have sheepskin on his/her footboard,
but stated she gt "sidetracked" and "forgot® to
put it on the resident's hed. She further revesaied
that she did not normally work on that side of the
hallway and she was not familiar with the
resident, She also stated she did not reallze that
the sheepskin w:s an Intervention on the care
plan.

Interview with the MDS Specisliat on 08/20/15 at
4:55 PM reveale:] she was responsible for
deaveloping the ciare plans and updating the care
plans as needed However, the charge nurses
ware responsible to ensure siaff was following the
care plans.

Interview with the Rirector of Nuraing (DON) on
08/20/15 at 5:35 PM revealed the charge nurses
were responsible to ensure staff was following the
care plans. Sha further stated no problems had
been Identified concaming staff not fellowing the
care plans. She statad that staff wes trained on
following the cara plans, She also stated the care
plans wera avalluble for the staff and they are
responsible to ook at and follow them, She

F 282
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F 282 | Continued From sage 10 F 282
stated that staif was to report during shift report
any changes to the care plan. She stated she
expected staff to follow the residant's care plan at
all imes.
F 315 | 483,25(d) NO CATHETER, PREVENT UTI, F 315] On 8/20/15 the RN suparvisor placed lag strap
ssep | RESTORE BLALDER on resident # 10. The RN assessed resident
#10 and found no negative cutcomes ralatad
ki ook it ookl tep
rasident who entars the facility without an On 8/20115 th? RN supowls::r assessad all
indwelling cathetar is not catheterizad uniess the e T e il Io L
resident's clinical condition demonstrates that leg straps were in place. Any resident noted
catheterization was neceasary: and a resident without a leg atrap had one applied by RN
who is incontinert of bladder receives appropriate supervisor on 8/20/15.
treatment and senvices to prevent urinary tract The Director of Nursing educated all nursing
:‘:L";i;:‘: :"z::i;?:w'“ as much nomat biadder staff regarding the importance of caring for
) ‘ residents with a foley catheter. Emphasis
was placed on proper cleaning technlques and
This REQUIREMENT s net met as evidenced utilization of leg straps to secure catheter
: tubing to prevent trauma or Injury.
B?edvim O:fsx'g"‘m;_“m“:ﬂ”-n’amm review, The Director of Nursing or RN supervisor wili
and review : facility's policy, it was i
detarmined that Ine facility falled to ensure °:“:°k f't'h'as"::’m’ with 2 i"iwf:":“ whe::rw
residents who had an Indwelling catheter received LUl Ul I i S R R )
appropriate treatment and services to pravent ensure thet catheter care s appropriste and
trauma or injury for ane (1) of twelve (12) leg strap Is in place. Thereafler, each
sampled residents (Resident #10). Resident #10 resident will be assessed weekly for three
raquired the use 5f an indwelling urinary catheter months. The results will be forwarded to
and the facility devaloped care plan interventions monthly QAPI mesling for further monitoring
1o secure the catheter tubing to prevent trauma or d continued i 91115
injury. However, observations revealed the anc continued compliance.
catheter tubing was not sesured for Resident #10
to prevent traumsa.
The findings inclde:
Review of the facility's policy and procedure,
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Continued From page 11

"Catheters/Urina-y/Catheter Care," dated
02/01/12, revealad that staff was to minimiza
trauma to the urethra and that a leg band and
catheter tubing holder were to be used with
urinary catheters.

Review of the madical record revealed the facility
admiited Reaident #10 on 08/05/18, with
diagnoses that included Urinary Retention,
History of Tibia Flateau Fracture with repair, and
Renal Stones, Raview of the Physician's Orders
for Reaidant #10 revealed an order deted
08/08/15 for Resdent #10 to have an Indwelling
urinary catheter clue 1o diagnoses of Urinary
Retention, History of Tibia Plateau Fracture with
repair, and Renai Stonea.

Review of the admission Minimum Data Sat
{(MDS) assessment dated 08/12/15 revealed the
facility assessed Resident #10 to have a Briaf
interview for Mer:tal Status (BIMS) score of 3,
which indicated the resident had severe
impairment in cognition. The MDS also revealed
the resident required the extensive asslstance of
two staff persons for tolleting and required an
indwelling urinary catheter.

Review of the Care Plan dated 08/05/15, revesled
the faciliity addrassed the use of the indwelling
catheter for Resiijent #10 with interventions which
included securing| catheter tubing to pravant
pulling.

Observation of Rasident #10 on 08/20/15 at
10:25 AM revealzd the resident lylng Inbaed on a
pressure-relieving mattress with a urinary
catheter drainage bag hanging from the bed's
lower raifing. Fuither observation on 08/20/15, at
12:50 PM revealed facility staff performed

F 315
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catheter care for Resident #10, ARer completion
of the catheter cara, the catheter tubing was not
secured to prevent potential tension/trauma for
Resident #10,

Interview with State Registered Nursing Assistant
(SRNA) #1 on 0E/20/15 2t 1:50 PM revealed that
she had not realized Residant #10's urinary
catheter was not anchored, She stuted ahe did
not know who wns responsible for making aure
indwelling urinary catheters ware anchored
properly. Furthemore, she stated that the
catheter should have been anchored and that
staff was trained to anchor urinary catheters to
prevent trauma.

Interview with Livanses Practical Nurse (LPN) #1
on 08/20/15 at 2,15 PM revealed when the nurses
do thelr rounds they chack lo make sure that
catheters were sscurad with @ lag band. She
stated she usually checks once per shift to make
sure they were sacured. She stated that the
nurse was responsible for putting the leg band on
the resident to secure the catheter tubing to
prevent injury. She sald the SRNAs tell the
nurses if the reshient's leg band has been solled
8o it can be chapged, Furthermore, ehe stated
that she did not know that Resident #10's
catheter was not anchored, She stated that any
rasident that had a catheter was supposed to
have a lag band ‘o anchor it,

Interview with the Director of Nursing an 08/20/15
at 5:35 PM revesled that staff was to use leg
bands to secura atheters to residents. She
stated the supenisors and nurses monitor staff to
make sure residents were getting the care thay
need, and that al' staff was tralned un anchoring
catheters to resicents with leg bands. She also
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atated she had not found any problems with
residents not having their urinary catheters
anchored to their leg.
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332| On 8/21/2015, the Medical Record Clerk
$5=D | RATES OF 5% ()R MORE changed the time code on the Simethocone

The facility must ensure that it is free of
medication error rates of five parcont or greater,

This REQUIREMENT Is not mat as evidenced
by:

Based on observation, Interview, record review,
and review of the: facllity's policy and procedure, it
was detarmined “he facility failed to ensure it was
free of a medication error rate of five (5} percent
or grester, Madication pass observations on
08/18/16 resulted in the assessment of two (2)
medication efrors out of twenty-five {25)
epportunities, reflecting a medication error rate of
aight {8) percent. Licensed Practical Nurse {LPN)
#1 administered 2 dose of medication before
mieals and the physiclan's order stated after
meals. Additlonally, Registerad Nurse (RN) #1
failed to flush a gastroatomy tube {g-tubs} prior to
administration of medication,

The findings inchide:

Interview with the Acting Administrater on
08/20/15 at 1:40 PM. revealed the facility did not
have a policy or procadure on Medization
Administration,

Review of the faility's policy and procadure titied
"Enteral Nutrition,” not dated, revealed staff was
to flugh the g-tub= with at least 30 milliiters (ml)

for Resident #3 tv Sam, 1pm, Bpm, and 9pm
to ensure that the medication would be
administered sfter msals as ordered.

RN #1 flushied the feading tube for Resident
#13 immedigtely after the meds were
adminiatered and the tube was patent st
that time. This rasident does not receive

Dilantin,
By 9710715, the DNS and RN

Superviaor reviewed the ordars for all
rasidents to snsure that any medication
specifically prescribed to be glven after meals
had the approprizte time code in place to
ensure that meds were administersd as

directed by the physiclan.

The facility has two additional residents

who receive madications via g-tube. The

DNS visually observed thesa ragidents on

the evening shift 8/20/2015 to ensure that

the tube feeding was infusing without difficulty
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The DNS providad additional education to
F 332 | Continued From page 14 F332

of warm water prior to administering medication
through the g-tube, Further review ravealed the
water should drain by gravity and flow easily.

1. Observetion of 2 medication administration
pass with LPN #1 on 08/19/15 at 11:33 AM
revesled Simethicone (medication used ta relieve
gas) was preparad and administered to Rasident
#3 before the nasn maal,

Review of Residant #3's physician's orders, dated
August 2015, revealed an crder for Simethicone
Gas Rellef 125 miligrams (mg), two tablets, 250
mg, to be administered by mouth after meals and
at bedtime.

2. Observation ¢.f 8 medication administration
pass with RN #1 revealed Baclofen {a muscle
relaxer) 10 mg and Calelumn (a supplement) 500
mg was preparac| for Resident A, Fusther review
revealed RN #1 was not cbserved to flush the
g-tube with water prior to administration of the
medication.

Review of Residu:nt A's physician's orders dated
August 2015, revealed an order for Baclafen 10
mg per tube threo times a day. Additional review
revealed an arder for Calcium 500 mg per tube
three times a day,

Interview with LEN #1 on QB8/20/15 at 1:42 PM,
revealed she thoight the order for Resident #3's
Baclofen sald "with meala." Additional interview
ravealed the LPM stated she knew the medication
was {o reliave gas and therefore should ba taken
after meals,

Interview with RM #1 on 08/20/15 at 5:00 PM
revealad tha RN stated she knew she had made

all licensed steff by 9/10/15 regarding the
appropriate guldelines for administering
madications, Special emphasis was placed
on the importance of choosing tima codes
that adhera to the spesific medication ordars|
and the importence of flushing fesding
tubes prior to administering medications.
The pharmacis! will conduct monthly
med pass audits for the next six months,
The DNS or RN Suparvisor will monitor at
least 10 medication oppartunities per week
on different shifts for three months, and then
monthly thereafter, to ensure that
medication administration is completed
appropriately, The observations will include
&t least one resident who recalves
medication via feading tube. Any Issues
identified will be: addressed via one on ane
education with the nurse being observed.
The resulis of the medication pass audits
will be forwarded 1o the monthly QAP)
maating for further menitoring and

continued compliance. 9M1/15
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F 332 | Continued From page 15 F 332
a mistake and stated, " was just nervous.” RN
#1 stated it was ‘mportant to flush the g-tube prior
to medication administration to ensure patency.
Interview with tha Director of Nursing (DON) on
08/20/15 at 6:00 PM, revealed she routinely
monilored all stalf thet administers medications.
The DON further stated she completad the
montioring at least annually for all staff. The
DON stated it was har expectation tor the staff to
administer medications as ordered by the
physician. Additionally, the DON stated she
expected staff to always flush the g tube befora
administering me:dication and per the policy and
procedure.
F 366 | 483.35(d)(4) SUBSTITUTES OF SIMILAR F386( Acting Administrator, Director of Nursing
sa=E | NUTRITIVE VALUE and Dietary Manager spoke with resident

Each reaident receivas and the facllity provides
subatitutes offered of similar nutritive value to
residents who refuse food served,

This REQUIREMENT is nat met as evidenced
by:

Based on obsansaticn, racord review, and
interview, it was daetarmined the facility falled to
provide food subatitutes of similar nutritive value,
The menu spectfied chicken and dumplings,
carmofs, and combread for the hot foods to be
served at the evening meal on 08/18/45, The
altemate/substitute food item for the chicken and
dumplings was bologna sandwiches and chicken
nocdia soup.

The findings include:

Review of the menu spreadsheet for the evaning

#3 on 9/4/15 regurding food preferences/
varety/resident choice as related to meal
service. Spacific likes/dislikes ware noted
and implementec,

Review of resident counsel minutas for prior
three months by Activities Director on 9/4/15
revealed no resident complaints regarding
alternate food. No other resident voiced
complaints of alternate food choices. The
days of 18th-20th,

The Dietary Manager will recaive aducation
no later that 9/4/15 by the Reglonal Dietary
Manager regarding the importance of
substitutes offerec of similar nutritive value to
residents who refuses food served.
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TAG REGULATORY OR L8C IDENTIFYING INFORMATION} TAG CROS8-REFERFNCED TO THE APPROPRIATE DATE
1JEFICIENQY)
Based on this Information the Dietary
e o "% Manager changed cumant menus an
: nu Spa
chickan and dumpiings, carrots, and combread Bk e e
were to be served as the hot food Hams. oﬁlerlng substiutes of similar nutritive
value.
Observation of the tray line on 08/18/15 at the The Acting Administratar will monitor at
evening maal revealed the steam table contalned least three meals par week across all shi
g"ﬁe“ a;:ed"f:‘Pﬂ"GS. "':'l’-’t;a;"d Wml:\':ﬂd- for four weeks to ensure that substitutes
urther abservalon revesaled staff was serving
bolegna sandwiches and chicken noadie soup as :;femd af;re :fs":ﬁ?r n:l:ﬂ\irei velue.
the altemate/substitute food for the chicken and eraafiar, the Acting Administrator wil
dumplings. moniter two meals per month for three
months, The results of these reviews will
Interview with the: Dietary Manager (DM) at 5:10 be forwarded to monthly QAP| meetinge
PM on 08/20/15 revesled bologna sandwiches for further monitoring and continued 9118
and chicken nocodle soup ware the only compliance,
altemate/substitute food Hems staff had prepered
for the avening meal on 08/18/15, The DM stated
staff prepared the bologna sandwichies and
chicken ncodie soup as the altemate/substitute
for the chicken and dumplings because residents
liked the bologna sandwiches and chicken noodle
soup. The DM further stated she thought the
bologna sandwicnes and chicken nuodie soup
were the same nutritive valus as the chicken and
dumplings, carros, and cornbread.
Interview with the: Registerad Dietitian (RD) at
§:20 PM on 0B/2()/15 revealed the RD agreed the
bologna sandwiches and chicken nuodle soup
wera not similar in nutritive value to the chicken
and dumplings, carvots, and combread.,
F 483 | 483.75(d)(1)-(2) SOVERNING BODY-FACILITY F 483| The Region Vice President (RVP) appoints
§8=D | POLICIES/APPCINT ADMN the administrator of each center under hig/her
purview who is licensed by the State where
;hei fadm must HGV:I a G%W?m"‘g body, or 1 licensing ie required; and responsible for the
esignated perscns functioning as a gaverning
body, that is legaly responsible for establishing mardpement of the faciity.
and implementing policies regarding the

FORM CMB-2587(02-99) Previous Versiona Obscislo Evant ID: DMF11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATRMENT OF DEFICIENCIEB %1} PROVIDEIVSUPPLIER/CLIA {X2) MLLTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMMLETED
c
196274 B. NG — 08/20/2045
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
774 LIBERTY ROAD
WEST LIBERTY NURSING & REHABILITATION GENTER s S
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'E PLAN OF CORRECTION )
PREFIX [EACH DEI'ICIENCY MUST BE PRECEDED BY FULY, PREFIX (EACH CORRHETIVE ACTION SHOULD BE COMPLETION
TAR REGULATCRY OR LEC IDENTIFYING INFORMATION) TAS CROSB-REFERIINCED TO THE APPROPRIATE DATE
DEFICIENCY)
The RVP was serving as mentor to the
F 493 | Continued Fron: page 17 F483|  Acting Administrator and In the role of

management and operation of the facility; and th; Adminisirator at this center once the
ovemnin appoints the adminiatrator who
ﬁoensed %ybou.‘dg S;z where licensing is required; e
£nd responsible: for the managemant of the Acting Administrator. Ntification was sent
facltity to the OIG on 8/28/2015 by the licensed
administrator, W. Meade with her current
proof of license In Kentucky. At no point
was the facility without a licensed

This REQUIREMENT is not met as avidenced administrator and no residents were

by:
Based on cbservation, Interview, and recond affected by this practice.
review, [t was cetermined the facllity falled to The system for notifying the state agancy | 911/16
appaint an admipistrator that was licensed by the of a change In long term care administrator
state. Interview and record review revealed the assignments has been reviewed and revisad
Acting Administrator had a temporary parmit that and future notification will ba initiated from

expired on 032315, Interview with the

supervisor of the Acting Administrator revesled the Human Resources department at our

sha was aware that the Acting Administrator's carporate suppart center upen hire or change
temporary parmit had expirad, bt failed to in position/status.

appoint a licansed administrator to menage the The Directer of Human Resources will
facility, audit this netification on a monthly basis

for six months 2nd report results at the

The findings inciude; monthly QAPI meeting.

Review of the fucility’s Position Description titled
*Administrator,” not dated, revealed the
Administrator was required to havin a Nursing
Home Administrator License.

Review of a letiar from the Board of Licensure for
Long-Term Cara Administrators, dated 08/11/15,
revealed the Administrator's temporary pemmit
was valid for only six (6) months and was
terminated effective 03/23/15, Further raview of
the letter revealed If the Administrator was
continuing to pt actice under the temporary permit,
she "must immediately cease and desist
practicing In” tha stats,

FORM CIMS-2587(02-98) Previeus Varm sna Obsoiota Event ID: DI4F11 Fecitty ID: 100340 If continuation sheet Page 18 of 10
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PRINTED: 08/03/2015
FORM APFROVED
OME NO. 0938-0391

185274

(@ MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

©53) DATE SURVEY
COMPLETED

c
08/20/2015

NAME OF PROVIDER OR SUPPLIER

WEST LIBERTY NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, Z/P CODE
TTA LIBERTY ROAD
WEST LIBERTY, KY 41472

(4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L3C IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH CORRICTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE

IDEFICIENCY)

F 483

Continued Frem page 18

Obsgervations on 08/18/415 at 3:55 FM and 5:23
PM ravealad the Acting Administretor was
wearing a name badge tited "Administrator.”

Intarview with tha Acting Administrator on
0B8/20/15 at 7:05 PM, revealed sha came to the
facility an 06/03/14 as the Administrator Designee
and became tha Adminiatrator when she received
the temporary permit on 09/23/14, The Acting
Administrator stated she was required to take the
Nuraing Home Administrator Teat to become a
licensed administrator and stated she falled the
test. The Acting Administrator stated she was
aware the tempurary permit expired on 03/23/15
but stated she did not inform the Office of
Inspector General and continued in the role of
Adminjstrator,

Interview with the Regional Vice President on
08/19/15 at 9:25 AM, and 08/20/15 at 7:30 PM,
revealed she was the diract supervisor of the
Acting Adminlatrator and was nct aware of the
letter from the Board of Licensure for Long-Tetm
Care Administra iors informing the Acting
Administrator to cease and desist practicing as
the Administraior, The Regional Vice President
stated she was aware tha Acting Administrator
had failed her Nursing Home Administrator Test
and was practicing under the Regional Viee
President's lcense. The Reglonal Vice Prasident
stated she did not notify the Office of Inspector
General of the temporary permit explration and
made no changes In the assignment of the facility
Administrator.

F 433
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minules per response, including time for reviewing instructions, searching existing data sources, gathering and
maintatning data needed, and completing and reviewing the collaction of information. Send comments regarding this burden estimate or any other aspect of this collection of Informatian
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.Q. Box 26684, Baltimore, MD 21207, and to the Cffice of Management and Budget, Papenwork
Reduction Project (0938-0380), Washington, D.C. 20503.

(Y1) Provider ! Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
185274 | B. Wing 9/11/2015
Name of Facitity Street Address, City, State, Zip Code
WEST LIBERTY NURSING & REHABILITATION CENTER 774 LIBERTY ROAD
WEST LIBERTY, KY 41472

This report ts complated by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiancles and Plan of Comection that have been comected and the date such corrective action was accomplished. Each deficlency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown to the left of each
reguirement on the survey report form).

(Y4) Itam (Y5} Date (Y4) ltem (YS) Date {Y4) Hem {Y5) Date
Correclion Correction Correction
Completed Completed Completed
ID Prefix F0226 09/11/2015 ID Prefix F0242 09/11/2015 ID Prefix F0282 00/11/2015
Reg. # 483.13(c) Reg. # 483.15(b) Reg. # 483.20{k}3)(ii)
LSC LsSC LSC
Correction ; Correction Correction
Completed Completed Completed
ID Prefix FO0315 091112015 ID Prefix F0332 091172015 ID Prefix FO0366 09/11/2015
Reg. # 483.25(d) i Reg. # 483.25(m}{1) ! Reg. # 483.35(d}{4)
LSC LSC LSC
Correction Correction Correction
Completed | Completed Completed
ID Prefix F0493 09/11/2015 ID Prefix | ID Prefix
Reqg. # 483.75(d)}{1}{2) Reg. # Reg. #
LSC LSC Lsc
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Correction Corraction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC | LSC LSC

Reviewed By .~ | Reviewed By
StateAgency | (I

Date: Signature of Surveyor: Date:
jo20]is g@.&i@ Half _ _ fola0f1s

Reviewad By - | Reviewed By | Date: Signature of Surveyor: Date:
CMS RO '
Followup to Survey Completed on: _ Check for any Uncorrected Deficiencies. Was a Summary of
8/20/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92) Page 1 of 1 Event ID: DI4F12



AH Form Approved

10/20/2015
State Form: Revisit Report
{Y1) Provider ! Supplier! CLIA!/ {Y2) Multiple Construction i (Y3) Date of Ravisit
Identification Number A. Building
100340 . B. Wing | 9/11/2015
Name of Facllity Straet Address, City, Statse, Zip Code
WEST LIBERTY NURSING & REHABILITATION CENTER 774 LIBERTY ROAD
WEST LIBERTY, KY 41472

This report is completed by a State surveyor to show those deficiencies previously reporied that have been corrected and the date such corrective action was accomplishad. Each
deficiancy should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requiremant on the survay report form).

(Y4) ltem (Y5} Date (Y4} Item (Y5) Date (Y4} Item (Y5) _ Date
Corraction Correction Correction
Completed Completed Completed
ID Prefix  NO105 09/41/2015 ID Prefix ND116 09/11/2015 ID Prefix NO194 09/11/2015
Reg. # 902 KAR 20:300-5{3) Reg. # 902 KAR 20:300-6{2){c) Reg. # 902 KAR 20:300-7{4¥{c)2.
LsC ) LsSC LSC
Correction Carrection Correction
Completed Completed Completed
ID Prefix NO0214 08/11/2015 ID Prefix N0237 08/11/2015 ID Prefix ND275 09/11/2015
Reg. # 902 KAR 20:300-8{4)(c} Reg. # 902 KAR 20:300-8{12}{c}1. Reg. # 902 KAR 20:300-10(4)d)
LSC LsC LSC
Correction : Correction Correction
Compleled | Completed Completed
ID Prefix N0319 09/11/2015 |  ID Prefix ID Prefix
Reg. # 902 KAR 20:300-15(2Xbi1. | Reg.# Reg. #
LsC i LSC LsC
Correction I Correction Correction
Completed | Completed Completed
ID Prefix | 1D Prefix ID Prefix
Reg. # | Reg.# Reg. #
LSC | LsC LSC
|
Corraction | Corraction Correction
Completed | Completed Completed
ID Prafix | 1D Prefix ID Prefix
Reg. # | Reg.# Reg. #
LSC | LSC Lsc
P Y = —
Reviewed By M Reviewed By Date: Signatura of Surveyor; i : | Date:
State Agency i 019 jﬂ;ji{.‘ﬁ w 2l d M_) W) /O / 2—0/ AS
Reviewed By — . | Reviewed By Date: Slignature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorracted Deflciencies. Was a Summary of
8/20/2015 Uncorrected Deficiencles (CMS-2567) Sent to the Facility? ygg NO

STATE FORM: REVISIT REPORT (5/99) Page 1 of 1 EventID: DI4F12
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FORM APFPROVED
) C . OMB NO. 0938.0301
STATEMENT OF DEFIOIENGIES (X3} DATE SURVEY
AND PLAN OF CORRECTION COMPLETED
_ dos 08/20/2015
———a TR R
NAME OF FROVIDER OR SUPPLIR ? \é\rsr\\oé\nioi cem n‘-n" ey R::ITY. STATE, ZIP CODE
Soulii=—
WEST LIBERTY NURSING & REHAEILITATION CEN WEST LIBERTY, KY 41472
o4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROMIDER'S PLAN OF CORRECTION I on
PREFIX {EAGH DEY IGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRICTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATOAY OR LSC IDENTIFYINCU INFORMATION) TAG CROSS-REFERIINCED TO THE APPROPRIATE DATE
DEFICIENCY) |
ief, 2 1
K 000 | INITIAL COMMENTS K ogo]| TO ihe best of my knowiedga and belle, 2

agent of West Liberty Nursing and
Rehabllitation Cantaer, the following plan of

R correction conatilutes s written allegation

Bullding: 01 One story, Type IIf (241), 1661, of substantial compliance with Federal
protected ordinary construction with a two-story, , Medicare and Medicald requirements. ;
Type 1l {211), 1:rotected ordinary addition | Preparation and execution of this plan of !

comrection does not constitute an admission

Plen Approval: 1861, 1893 or agreement by the provider of the truth

Survey under: NFPA 101 (2000 Edition), Chapter e e

19 (existing hezith care) corraction ia prepared and/or executed solely
bacause it is required by the provisions of

Facility type: SNF/NF Federal and State Law.

Smoke Compartmants: 4

Fire Alarm: Complete fire alarm with smeoke
detectors

Sprinkler System; Complate automatic sprinkier
system

Generatar: Type ll, Diesel installed 1993

A standard Life Safety Code survey using 276885
{Short Form) was conducted on 08/20/15. West
Liberty Nursing and Rehabilltation Center was
found not to be in compliance with the
requirements fr participation in Medicare and
Medicaid. The census on the day of the survey
was 47 rasidans with the facility being licansed
for 48 beds,

‘The findings th:it follow demonstrate |
noncompliance with Title 42, Code of Federal i
Regulations, 4¢3.70(a) et seq. (Life Safety from |
Fire?) with the highest scope and saverity at "F"
lavel,

=
N

DIRECTCR'S VIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE

i

Any deficiency [ with an astarsk () danates a dafleisncy whizh the inatitution mey be excusied comecting providing i Is determined that
cther safaguarda Ide protacion fo the patients, (Ses Instruclions,) Except for nursing homes, tha findings atated above are disclosablo 90 days
following the date of survey whether or not & plen of corraction s provided, For niursing homes, the above findings end plans of cormection are discloaabia 14
days follewing the dato those docuimonts are made availabie to the faclllty. If deficlencles are clted, an approved plan of correction Ia raquisits to continued
program participation.

I1-is~
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PRINTED: 08/03/2015

FORM APPROVED
CENTERS FOR MEBICAR MB NO. 0938.0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: N LT T COMPLETED
186274 B.WING 08/20/2015
NAME OF PROVIDER OR BUPPLIR STREET ADDRESS, GITY, STATE, ZIF CODE
WEST LIBERTY NURSING & REHABILITATION CENTER 774 LIBKRTY ROAD
WEST LIBERTY, KY 41472
o4 1D SUMMORY STATEMENT OF DEFICIENCIES 0 PROVIDE'S PLAN OF CORRECTION o5
PREFIX (EACH DEHICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRIGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE oATe
DEFIGIENGY)

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=F
A fira alarm syslem required for life safety is
installed, testec, and maintained in accordance
with NFFA 70 Mational Electrical Code and NFPA
72. The system has an approved rnaintenance
and testing program complylng with applicable
requirements o' NFPA70 and 72, 9.6.1.4

This STANDARD s not met as evidenced by:
Based on recod review and interviews, it was
determined the facility failed o snnure the fire
alarm system was maintained according to
National Fire Protection Association (NFPA)
Standards. The deficlency had the potential to
affect four (4) of four (4) amoke campartments,
48 rasidants, staff, and visitora.

The findings include:

Record review of the quarterty fire alarm
inspaction recods an 08/20/15 at 2:48 PM, with
the Regional Maintenanee Direclor, revealed
Inapection repors dated 03/11/15 and 06/18/15
Identlfied the firs alarm batteries had failed the
load test. Further record review revealed the
batteries were not replaced until 08/06/18.
Interview with the Maintenance Director revealed

Wast Liberty Nursing & Rehabilitation Canter
strives toc observe all life safety standards,
Wast Libarly Nursing & Rahabilitation
contracied with the company Simplex account
from September 2014 to July 2015, West
Liberty replaced the contract with Santry

Fire in August 2015,

During inspection reports dated 3/11/15 and
6/18/15 ldentified the fira alarm batteries had
falled the load test however did notdo a
follow up to replace the batieries. This
company would not complete their dutles In
a timely manner.

West Liberty contractad with Sentry Fire in
August and the batteries were replaced on
BI6/15.

The Maintenan«:e Director recelved
additional education by the Acting
Administrator on 8/25/15 the importance

of ensuring the fire alarm system required for
life safety is installed, teated, and maintained
in accordance with NFPA 70 National
Electrical Code and NFPA 72.

Maintepance Director will monitor monthly
for three months and quasterly thereafRter.

K052

Resulte wil be forwarded te the Safety
Committee monthly o determine further 911115
continued compliance.

FORM CMB-2557(02-99) Pravious Very.ony Obsolete Event ID:DI4F21
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STATEMENT OF DEFIGIENCIES X1) PROVIDER/SUPPLIER/CUA
AND PLAN OF CORRECTION IDENTIRICATION NUMBER;

185274

{%2) MULTIPLE CONSTRUCTION
A, BUILDING 01 - BUILDING

X3) DATE SURVEY
COMPLETED

B, WING

08/20/2015

NAME OF PROVIDER OR SUPPLIR

WEST LIBERTY NURBING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
774 LIBERTY ROAD
WEST LIBERTY, KY 41472

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREC:EDED BY FULL
REGULATORY OR L8C IDENTIFVING INFORMATION)

{%4) 1D
PREFLX
TAG

D PROVIDEH'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERTINCED TO THE APPROPRIATE
DEFICIENGY)

[(XG)
COMPLETION
aaTR

K 052 | Continued From page 2

the facillty had problems with the company
contracted to replace the batteries showing up,
and this was thu reason for the delay,

The findings were revealed to the administrator
during the exit conference.

Referance: NFPA 72 (1999 Edition).

7-1.1 Scope. Chapter 7 shall cover the minimum
requirements for the inspection, testing, and
malntenance of the fire alarm systems described
in Chapter 1, 3, and 5 and for their initiation and
notification companants described In Chapter 2
and 4. The tesling and maintenance
requirements for one and fwo-family dwelling
units shalt be lozated In Chapter 8,

Single station distectors used for other than one-
and two-family iwelling units shall be teated and
maintained in ascordance with Chapter 7. More
stringent inspeclion, testing, or mantenance
procedures thal are required by other parties
shall be psrmitid,

7-2,2* Fire alamm systems and other systems and
equipment that are associated with fira alarm
systems and accessory equipment shall ba tastad
aceording to Table 7-2.2.

NFPA 101 (2000 Edition),

4.5.7 Maintenance, Whenever or wherever any
device, equipmunt, system, condition,
arangement, lavel of protaction, or any other
faatura Is requirad for compliance with the
provislons of this Code, such devica, aquipment,
system, condition, arrangement, level of
protection, or other feature shall thareafier be

K 052

FORM CM3-2567{02-99) Pravicun Versiony Obsolete Event 10:Di4F21
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1 ; 08/03/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR ?gsﬂ APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES OX1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - BUILDING
185274 RN - DB/20/2015
NAME OF PROVIRER OR SUPPLIR STREET ADDRESS, CITY, $TATE, ZIP CODE
774 LIBERTY ROAD
WEST LIBERTY NURSING 8 REHABILITATION CENTER WEST LIBERTY, KY 41472
Xa) b SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRUCTIVE AGTION SHOULD BE COMPLETION
TAG REGULATOITY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROFRIATE OATE
DEFIGIENCY)
K 052 | Continued From page 3 K 0582
maintained unless the Code exempts such
maintenance.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 086| West Liberty Nursing and Rehabilitation Center

88=D
If there Is &n automatic sprinkler system, itis strive to observe all life safety standards.
installed In accerdance with NFPA 13, Standard On 8/25/13, the Minntenance Director moved the
for the Installation of Sprinklar Systems, to light fixture 12 inches from the sprinkler head to
provide compleie coverage for all portions of the
building. The swstem is properly maintained in onsure that the area was fully sprinkler protecied
accordance with NFPA 25, Standard for the according to Nationa) Fire
Inspaction, Testing, and Maintanance of ,
Wiater-Based Fi-e Protection Systems. Itis fully Protection Associulion (NFPA)
supaervised, Thire [s a rellable, adequate water The acting adminis(rator and Maintenonce Directlor

supply for the svstem. Required sprinkier

aystams are equl with ¢ flow and tamper toured the building to ensure all sprinklers have

swilches, which are elactrically connacted to the complete eoverage for all portions of the building.
building fire alarm system, 19.3.5 No ncgative outcomes from all other sprinkler
heads were noted.
On 8/25/15; The acling administrator provided
This STANDARI? Is not met as evidenced by: gducation to Malatcnanos Directorion the
Based on obse-vation and intarview, it was importance of compliance rounds. Any issucs

detennined the “acility failed (o ensure all areas

were fully sprinkler protected according to LR R L

Natlonal Fira Pratection Association (NFPA) Administrator.
standarde. The deficiency had the potential to Results will be forwarded to the Safety
affect ana (1) of four {(4) smoke compartments,
sixtean (16) residents, staff, and visitors. Committee monthly to determine further
continued complianae, 9/1115

The findings Inciude:

Observation on 08/20/15 at 1:15 PM, revealed an
automatic sprintler head was located lass than
one foot from a ‘ight fixture, which extended
below the automiatic sprinkler head defiector.
Interview with the Regicnal Maintenance Director
revealed the aulomatic sprinkler head had been

FORM CMB-2587(02-09) Previous Varsh ria Qbsolate Event 10; DMF21 Fadllity 10; 100340 1§ continuation sheet Page 4 of 8
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P“'.‘:‘J,Eﬂ‘;,’,%’%?\?s‘g
OMB NO, 0838-0301_
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION %3) DATE SBURVEY
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overlooked by the facliity,

The findings were acknowledged by the
Administrator during the exit conference.

Referenca: NFI°A 101 (2000 Edition).

19.1.8:2 Health care ocoupancies shall be limited
to the types of building construction shown in
Table 19.1.6.2. (Sea8.2.1)

Excaption* Any bullding of Type 1(443), Type
1{332), Type 11(222), or Type I1{111) construction
shalf be pemmitt:d to Include rocfing syatems
involving combustible supports, decking, or
roofing, provided that the following criteria are
et

(8) The roof covering meets Class C
requirements In accordance with NFPA, 2586,
Standard Methads of Fire Tests of Rool
Coverings.

(b) The roaof is saparated from all occupled
portions of the tuilding by a noncombustible floor
assembly that includes not less than 21/2 in. (6.4
cm) of concrete or gypaum fill.

(c) The attlc or uther space is either unocoupied
or protectad thmiughout by an approved
automatic sprintiar system,

Table 19.1.6.2 Conatruction Type Limitations

Construction Stories
Type

1 2 3 4
1(443) X X X X
1(332) X X X X
11{222) X X X X

l(111) X X X* NP
11{000) X" X* NP NP
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (%2) MULTIPLE GONSTRUCTION
185274 e - 08/20/2015
NAME OF PROVIDER OR SUPPLILIR STREET ADDRESS, CITY, $TATE, ZIF GODE
WEST LIBERTY NURSING & REHABILITATION CENTER T74 LIBERTY ROAD
WEST LIBERTY, KY 41472
o) SUMMARY STATEMENT OF DEFCIENCIES D PROVIDEI'S PLAN OF CORRECTION X8
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ng24) X" X* NP NP
(200} X NP NP NP
IV{2HH} X* X* NP NP
V(111) X" X* NP NP
V(000) X' NP NP NP
X: Permitted type of construction,
NP: Not permitied.
*Building requires automatic sprinklar protaction.
(Sea 18.3.5.1.)
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Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes. per rasponse, Includlng time for revlewing instructions, searching existing data sources, gathering and
maintalning data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.Q. Box 26684, Baltimora, MD 21207; and to the Qffice of Management and Budget, Paperwork
Reduction Project (0938-0390}, Washington, D.C. 20503,

{¥1) Provider/Supplier/CLIA/ {Y2) Multiple Construction {Y3) Date of Revisit
Identification Number A. Building i
185274 | B. Wing 01- ?FL_IILDING 9/11/2015
Name of Facility Street Address, City, State, Zip Code
WEST LIBERTY NURSING & REHABILITATION CENTER 774 LIBERTY ROAD

- WEST LIBERTY, KY 41472

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show these deficiencies previously
reported on the CMS-2567, Statement of Deficiencles and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC proviskan number and the identification prefix code previously shown on the CMS-2567 {preflx codes shown to the left of each
requirement on the survey report form}.

{Y4) Item (Y5) Date {Y4) ftem {(Y5) Date (Yd) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 09/11/2015 ID Prefix 09/11/2015 ID Prefix
Reg. # NFPA 101 | Reg. # NFPA 101 Reg. #
LSC Ko0052 LSC K0056 LSC
I
Correction Correction | Correction
Completed Completed | Completed
1D Prefix ID Prefix ID Prafix
Reg. # Reg. # Reg. #
LSC LSC LsC
Correction Comrection Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Req. # Reg. #
LSC LSC LSC
Correction ' Correction | Correction
Completed Completed | Completed
ID Prefix 1D Prafix ‘ 1D Prefix
Reg. # Reg. # | Reg. #
LsC LSC | LSC
Reviewed By -~ | Reviewed By Date: Signature of Surveyor: Date:
State Agency NS [ R |0-20-15 % 2 Bmu-a—ﬂ\ / A 10 -20-S
= e
Reviewed By - | Reviewed By Date: Sighature uf‘surveyor | Date:
CMS RO
mra I
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
8/20/2015 Uncorrected Deficlencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92) Page 1of 1 Event ID:  DI4F22



