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F 000 | INITIAL COMMENTS Fonot 10 the best of my knowledge and belief, as an
agent of West Liberty Nursing and
A standard health survey was conducted dn Rl‘.’-hﬂbi]itﬂﬁon_ccnlcf, the fo”owing plan Qf
11/27-28/12. Defislent practice was identified cotrection constitutes a written allegation of l
with the highest scope and sevarity at "D" jevel, _ substantial compliance with Federal Medicare
An abbrevistad standard survey (KY19394) was and Medicaid requirements.
also conducted at this time. Tha complaint was ) . .
substantiated with deficlent practice Identified, Preparation and execution of this plan of
F 323 | 483.25(h) FREE OF ACCIDENT F 323|correction does not constitute an admission or
$8=D | HAZARDS/SUPERVISION/DEVICES agreement by the provider of the truth of the
The facillty must ensure that the resident facts atleged or conclusions set ‘fon'h in the
environment remains as free of acsident hazards allege deficiencias, This plan of correction is
as is possible; and each resident receives prepared and for executed solsly Because it ig
adequate suparvision and assistance devices to . .
prevent accidents. required by the provisions of Federal and Stafe
Law,
West Liberty Nursing and Rehabilitation Center| 12/10/12
sirives to ensurc the residents’ environrment
x fi o ident | I P g5
This REQUIREMENT Is not met a3 evidencad remain as free from aceident mz,c.:rc!s a.s p‘ms:b_lc
by: Upon restdents return to the facility, facitity
Based on observation, interviaw, record raview, staff’ discovered that resident #1 did not have
facllty policy review, and review of a facility his Wander Guard bracelet in place. The
invastigation report, It was determined the faclity \ .,
failed ta ensure the residents’ environment bracelet was immediately replaced by s charge
remained as free from accident hazards as nurac. Nursing and administrative staff were
possible. On 10/12/12, at approximetely 9:30 posted at all exit doors as & precaution in order
AM, staff discovered Rosident #1 exited tha that idents exited without I
facility, Interviews with staff revealed that the Lo ensure Gt no residents exited without
door alarm which had been installed on 10/11/12, supervision untit door glarm sound was
had a volume whichk had been praset by the increased and a second alarm instalied. They
meanufacturer and was not Joud enaugh to be . : . ) i el
heard at the nurges' station, The facliity notifiad remeined in p!ace. at &7l times until the exit
the alanm company on 10/14/12, who increased alarm sound was increased and a seoond alarm
the volume on the alarm on 10/12/12. The was installed by the facility contractor for the
previous door aferm used by the facllity was alse tods alert system on 10/12/12.
LABORATORY TITLE (%83 DATE
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Any deficioney statement onding with an ﬁBtBh!‘-k {"} denotes n doficlency which the inatfution mey be

other eafsguarda provide sufficient pratoction to the
fallowlng the dake of survey whether or not & pinn of correction is provided, For nurml

daye fellowing the date these documonts are made avallable {a the facltity, If deficial

program parlicipation,
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F 323 | Continued From page 1

reconnected on 10/12/12. To disable this alarm,
staff was required to manually turn off a switch at
the nurses' station at the second alarm,
However, the front door exit remained unsecured
from 10/11/12 in the iate evening until 10/12/12,
at 10:00 AM,

The findings include:

An interview conducted with the Administrator on
11/27/12, at 11:55 AM, revealed the facility did not
have a policy related to the checking of wander
door alarm checking.

A review of the medical record for Residsnt #1
revealed the resident was admitted by the facifity
on 10/11/12, at 4:30 PM, with diagnoses that
included Alzheimer's, Diabetes Mellitus,
Congestive Heart Failure, and Psychosis,

A review of the Medication Administration Record
(MAR) for Resident #1 revealed Licensed
Practical Nurse {LPN) #3 had verified Resident
#1 was wearing a Code Alert bracelet on
10/12/12, at 6:00 AM.

Observation of Resident #1 on 11/27/12, at 2:40
PM, revealed Resident #1 was observed standing
in the resident's bedroom docrway unassisted,
The resident was observed to be wearing a Code
Alent bracelet on the resident's right wrist. '

An interview conducted with State Registered
Nursing Assistant (SRNA) £8 on 11/28/12, at 9:28
AM, revealed on 10/12/12, at approximately 9:30
AM, she heard the front [ohby door alarming as
sha was coming out of a resident bedroom. The
SRNA revealed the alarm was barely audible.

F 323 [tested by the Maintenance Director and the

completed on 10/12/12, each door alarm was

Administrator to ensure that doors were
sounding appropriately.

Each resident with an order for a code alert was
assessed by the DON on 10/12/12 to ensure that
bracelets were in place, free of defects and
functioning correctly.

The MDSC completed a risk elopement
assessment for each resident on 10-12-12 to
ensure all residents at risk for elopement had
been comectly identified. No other residents
were identified to need a Wander Guard bracelef.
An additional assessment was completed by the
DON, Social Services Director or MDSC on
10-12-12 to identify any resident at high risk for
removing bracelet and a second bracelet was
temporarily placed unti] 10-15-12 when a
stronger bracelet was obtained. On 10/15/12,
nylon bracelets were obtained and each resident
with an order for a code alert bracelet had these
nylon bracelets applied by the charge nurse and
an SRNA.

All licensed nursing staff received education by
DON, RN Supervisor, Administrator, MDSC, of
Social Service Director regarding importance of
identifying residents who are at high risk for
removing code alert bracelets no later than
10715/12.
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The SRNA stated she checked the door, found it
to be slightly ajar, and then immediately called to
notify the nurse to begin a head count of all the
residents in the facility. According to the SRNA,
Resident #1 was discovered missing and a
search for the resident was immediately initiated.
The SRNA revealed Resident #1 was found and
returned to the facility by staff uninjured. The
SRNA stated she had not been told prior to
Resident #1 exiting the building on 106/12/12, that
the door alarm volume level was low and not loud
enough {o hear well.

An interview conducted with the Maintenance
Supervisor on 11/28/12, at 11:25 AM, revealed
the Maintenance Supervisor had checked the
front door alarm on 10/11/12, and was unsure of
the time but stated it was in the late evening, after
the alarm was installed by the alarm company.
The Maintenance Supervisor stated he was
aware the alarm volume was too low. The
Maintenance Supervisor stated he had failed to
secure the exit or inform administrative/nursing
staff, The Maintenance Supervisor revealed the
alarm had a volume which was preset by the
manufacturer and was not loud enpugh to be
heard at the nurses’ station. The Maintenance
Supervisor stated he had immediately notified the
alarm company on 10/11/12, to increase the
volume on the alarm and to reconnect the
previous alarm which had been used by the
facility. The Maintenance Supervisor stated any
time an outside door was openad the alarm would
sound, and would have to be manually turned off
at the nurses' station. According to the
Maintenance Supervisor, he was responsible for
checking the door alarms every week to ensure
they are functioning properly.

identifying residents at risk for elopement,
where to find the notebook containing pictures
of those residents at risk for wandering, and
emergency procedures to follow in the case of a
system malfunction regarding the alarm system,
doors or code alert bracelets. Additional
education was provided to all staff by the DON,
MDSC, SS Director or the Adniinistrator no
later than December 31, 2012, regarding the
importance of ensuring that the resident’s
environment remains as free from accidents and

hazards as possible,

The maintenance director received cne-cn-one
education by the Administrator on 10/12/12

. regarding the importance of alerting the

Administrator immediately of any system

malfunction regarding the Wander Guard

System and initiating actions to protect the

residents from potential harm during an cutage

in any part of the system,

The DON or MDSC completed a Code Alert
Device Assessment weekly for four weeks after
the 10/12/12 incident on each resident that
utilizes a code alert bracelet in order fo ensure
that any changes in behavior were captured and
additional interventions were implemented
immediately. The results of these reviews and
audits were forwarded to the Weekly Focus
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Additional education at that time included
F 323 | Continued From page 2 F 323 |education related to elopement procedures,
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Committee Meeting times four weeks for

F 323 | Continued From page 3 F 323 . .
- i further monitoring and continued compliance,

An interview with LPN #2 on 11/29/12, af 10;10
AM, revealed she had been working on 10/12/12, The Administrator or DON will also complete
and had not been informed that the front door

. li ds at least three times per week
wander alarm had not been working properly. compliance rounds at feast thr P

The LPN stated staff should have been posted at on various shifis, and weekly thereafter, to

the door to prevent a wandering resident from ensure that the resident’s environment remains

exiting the facility. as free of accidents and hazards as possible.

An interview conducted with LPN #1 on 11/28/42, Any potentia] issue identified will be addressed
at 5:30 PM, revealed she had worked the second imimediately. These compliance rounds will be

shifton 10/11/12. The LPN stated she had not forwarded to the weekly focus meeting for four

been notified by tha Maintenance Supervisecr that .
the front door wander alarm was not working weeks. They will also be forwarded to the
proparly. The LPN stated staff should have been monthly Continuous Quality Improvement
staticned at the door if she had been ndtified that Comrmittee meeting for further monitoring and
the volume was too low. . .

continued compliance,
An interview conducted with Registered Nurse
(RN)#2 on 11/27/12, at 4:30 PM, revealed she
was the Supervisor and was working on 10/11/12
and 10/12/12. The RN stated she had not been
nofified by the Maintenance Supervisor that the
front door wander alarm was not working properly -
and the alarm volume was too low. RN #2 stated
if she had known she would have placed a staff
person at the door to prevent wandering residents
from exiting the facility.

An interview conducted with the alarm company
representative on 11/28/12, at 11:40 AM, revealed
he had been notified by the facility on 10/11/42,
unsure of the time, regarding the low volume level
of the front lobby alarm. The representative
stated the alarm volume had been preset by the
manufacturer. The representative stated his
company had completed installation of the alarm
en 10/11/12, and had returned to the facility to
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F 323 | Continued From page 4 F 323

increase the volume on the new alarm on
10/12/42, after being notified by the facility, and
also reconnected the previous alarm which had
been used by the facility.

An interview conducted with the Administrator on
11/29/12, at 1155 AM, revealed she had not been
notified by the Maintenance Supervisor on
10/11/12, after he discovered the front door alarm
volume was not joud enough and stated she
should have been. The Administrator stated staff
should have been posted at the front lobby door
until the alarm volume had been Increased. The
Administrator stated no previous problems had
been identified from her review of the
Maintenance Supervisor's door alarm checks.
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F 502 | 483.75()}(1) ADMINISTRAT!ON F 502 |West Liberty Nursing and Rehabilitation Center{ 12/10/2012
58=0 . . strives to provide laboratory services to meet

The facllity must provide or obtaln laboratory b ds of i i

services to meet the needs of its residents, The the needs of Its residents.

facility is responsible for the quality and timeliness

of the services. The TSH level on resident #4 was obtained on

12-5-12 by the Prolab Tech after several

This REQUIREMENT is not met as evidenced attempts with refusal by resident and reviewed,
by: The Medical Director was notified by the LPN
Based on interview, record review, and a review of the resulis and no further orders were

of facility guidelines, the facility failed to provide .

faboratory services for one of twelve sampled received.

residents (Resident#4). Resident #4 had a

physician's order for 2 Thyroid Stimulating An audit will be completed on 12-18-12 by the
Hormone {TSH) Level to be obtained annually in RN S . £ all resid  charts ¢
October. However, a review of documentation upervisor ot all residents” charts to
conducted on 11/28/12, revealed the labaratory determine that all current labs have been
test had not been obtained in October 2012. obtained. Any lab omissions found will be
The findings include: notified to the MD by the RN Supervisor for

further orders.
Facility ID: 100340 If continuation sheet Page S of 7
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F 502 | Continued From page 5 F 502 |A review of the process used for obtaining labs
Review of the facility policy/procadure for was conducted by the DON on 12-3-12 and no
Laboratory Services (dated 08/01/12) revealed changes fo the current process were made.
the facility would provide or obtain {aboratory . . .

. . L | have received
services to meet the needs of the residents. The 10?:Tsed nursmglp ersonnel have r .
policy also noted the licensed nurse was additional education by the RN Supervisor on
responsibie to obtain a lab test when the 12-16-12 regarding proper input of Jabs in the
physician ordered the lab test to be conducted. computer.
A review of the medical record revealed the
facility admitted Resident #4 on 04/09/09, with The RN Supervisor will monitor all new admits
diagnoses of Diabetc.as Ingipidus, Congestive and readmits to ensure ail [ab orders are correct
Heart Failure, Anemia, Esophageal Reflux, and 0 th t d all lab btained as
Depression. Review of the current physician's i the complter an § are obtal
orders revealed a Thyroid Stimulating Hormone ordered times four weeks,
(TSH) level was to be obtained annualiy in
October. - . . )
The results of these audits will be forwarded to
A review of the laboratory tests reveated a TSH the Centinuous Quality Improvement (CQI)
level was obtained on 10/17/11, and the level was Committee for further monitoring and
0.29 L (normal range 0.3474.82 mIU/mL)..‘ continued compliance.
However, there was no evidence the facility
obtained a TSH leve! annually in October 2012 as
ordered by the physician.
interview conducted with Registered Nurse (RN)
#1 on 11/29/12, at 11:00 AM, revealed physician's
orders for laboratory services were entered by the
staff nurse into the computer fo indicate when the
taboratory collection was due to ba done. The
RN stated the laboratory company reviewed the
data entered into the computer and obtained the
laboratory specimens as ordered. RN #1 also
stated a list of the Jaboratory tests obtained was
provided to the nurses after the laboratory
specimens had been collscted. RN #1 stated the
routine laboratory tests were also placed on the
desk calendar for the nurses to review to ensure
the laboratory specimens were obtained as
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orderad by the physician. RN #1 reviewed the
computerized entries to ensure Resident #4's
physician's orders for the laberatory tests had
been entered and revealed the date for the TSH
tevel to be obtained for Resident #4 had been
entered as March 2012 instead of October 2012.
RN #1 stated she had entered the wrong date
when the laboratory tests wara to be cbtained into
the computer system. Thea RN acknowledged the
TSH fevel should have been done in October
2012.

fterview with the Director of Nursing (DON}) on
11/29/12, at 3:35 PM, verified staff nurses
entered the laboratory information tnto the
computer system and the lab company performed
the tests based on that information. The DON
stated the information for Resident #4 had been
entered incorrectly and the TSH fevel had not
been conducted as ordered by the physician.
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