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{F 000} | INITIAL COMMENTS {F 000} RESPONSE PREFACE
. Lake Way acknowledges receipt of the D
a?)gr;‘\?i‘i’;gézs H;Lgl;g(u%ﬁgggd a}(‘?‘#ﬁgé@gn&nd Statement of Deficiencies and proposes this : |
#IGIUY, ] f C tion to the extent that the| :
KY #18984) and recertification survey conducted g;a:mg ry oc;rfr_:;cd;ﬁgs 52 fa;uZ;:yegomit ans
on 08/20/12 through 09/07/12, was conducted to in order to maintain compliance with
determine the facility's compliance with Federal licable rules and provision of quality of
requirements, The facility failed to meet minimum app fthe resident pTh Plan of (:(‘l o
requirements for recertification with the highest care Ob e rZSE ents. ?tte i orrectt I;,
S/S being "D." Deficiencies were recited at F502 s submitted as a written allegation o
and F520. compliance,
F 502); 483.75(j)(1) ADMINISTRATIO F 502
{ SS=I§ e TION { J Lake Way’s response the Statement of]
Deficiencies and Plan of Correction does not}

The facitity must provide or obtain laboratory
services to meet the needs of its residents. The
facility is responsibie for the qualily and timeliness
of the services.

denote agreement with the Statement of]
Deficiencies nor does it constitute an
admission that any deficiency is accurate,
Further, Lake Way reserves the right to
submit documentation to refute any of the

This REQUIREMENT is not met as evidencad stated deficiencies of this Statement of]
by Deficiencies through informal dispute
Based on interview, record review, and review of resolution, formal appeal procedure and/or
the facillty's procedure, it was determined the any administrative or legal proceeding.
facility failed to ensure one resident (#32}, in the
selected sample of eleven residents, received F502
laboratory (lab} services in a timely manner. Resident #32°s physician ordered on 01-10-2013
o 12/11/12 for a PT/INR to be drawn on
Findings include; 12/14/12.The Administrative Assistant
inform
Araview of the Procedure for Monitoring Labs, f:;iig?ﬂ?i;ﬁgﬁ;ﬁg;z;\ir:oo?tms
undqled. revealed floor supervisors check the date. On 12/15/12 Nurse Supervisor was
medeaton s o soh of ek e Conueing s o MARs ¢ vel s vy
medication and also will follow through on labs ordered related to medications and
checking any tabs that were to be drawn in noted that we had not received the PT/INR
refation to the medication. results. Nurse Supervisor called Gamma
Lab for the results of the PT/INR. The

PT/INR was drawn by the lab on 12/15/12,

Record review revealed Resident #32 was .
i pled R p Upon receipt of the specimen on 12/15/12, i

admilied to the facility on 12/21/00 with diagnéses
N {X6) DATE

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
M NAA A ptrusyator [-11-3013

Any deficlency stalement ending with an aslerisk ("} denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the palients. {See inslructions.) Except for nursing homes, the findings stated above ate disclosable 90 days
following the date of survey whether or not a plan of cortection is provided. For nursing homas, the above findings and plans of correclion are disclosable 14
days foltowlng the date these documents are made avatlable to the facility. If deficlencies are ciled, an approved ptan ‘of correction is raquisite to continued

program pardicipation.
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to include Transient Cerebral Ischemia,
Hypertension, Peripheral Vascular Disease, and a
Cardiac Pacemaker.

Review of the Physician's Order, dated 12/11/12,
reveaied an order to hold the resident's

Coumadin {blood thinner) and perform a
Prothrombin Time/International Normalized Raho
(PT/INR) on 12/14/12. A review of the facllity's
calendar at the nurse's desk, dated 12/14/12,
revealed the PT/INR was due for Resldent #32. A
review of the Medication Administration Record
(MAR), dated December 2012, revealed the
resident's Coumadin order was scheduled for
5:00 PM daily. The Coumadin was marked "on
hold" 12/11/112, 12/12/12, 12/13/12, and 12/14/12,
however, the MAR did not indicate any
information refated to the PT/INR due on
12/14/12, The facility could not provide
documentation of the PT/INR resuits on 12/14/12.
A review of the Nurse’s Notes, dated 12/15/12 at
10:20 PM, revealed in reviewing the resident's
MAR, it was discovered the PT/INR was not
completed, as ordered.

An Interview with the Assistant Director of Nursing
(ADON), on 12/20/12 at 4:30 PM, revealed she
was the nurse for Resldent #32 on 12/14/12 from
2:00 £M to 10:00 PM. She passed medications to
the resident and noticed the Coumadin was “on
hold." She indicated there was no information
given to her in report related to the resident's
PT/INR due on 12/14/12. She revealed the lab
was written on the calendar at the nurse's desk;
however, she did not check the calendar.

An interview with Licensed Practical Nurse (LPN)
#2, on 12/20/12 at 4:45 PM, revealed he was the

{F 502)| Was determined that it was not a sufficient

amount for running the lab, The resident’s
Physician was notified by the Nursing
Supervisor on 12/15/12 with a new order to
obtain the PT/INR on12/16/12. The PT/INR
was drawn on12/16/12 by the lab. The
physician was made aware of the results by
the Nursing Supervisor on 12/16/12 with an
order to restart the resident’s coumadin, All
other labs were reviewed back to 11/20/12
for this resident by the Director of Nursing,
Ali other lab orders were found to have been
drawn according to physician orders with
physician notification of the results in a
timely manner,

A 100% lab audit for all lab orders during
the time of 11/20/12 to 12/27/12 has been
conducted by Director of Nursing and
Facility Consultants to ensure that
appropriate labs had been drawn per MD
order, results received and timely MD
notification of lab results, Any concerns
were addressed through the QI Committee.

All licensed nurses were in-serviced
12/24/12 through 12/31/12 by Director of
Nursing that on Friday, Saturday and
Holidays that they are responsible to check
accordian folders to assure that {ab company
has drawn labs due for that day. Once
verified the nurse must call lab to obtain the
results for timely notification of the
physician.

All licensed nurses were in-serviced
i 12127712 through 01/10/13 by Assistant

FORM CIMS-2567(02-99) Previous Versions Obsolele Event {D; SS0L13

Facility 1D: 100514 {f conlinuation sheet Page 2 of 8




PRINTED: 01/05/2013 ~

DEPARTMENT OF HEALTH AND HUMAN SERVICES e RM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPHER’CLU\ X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANO PLAN OF CORRECTION JDENTIFICATION NUMBER: COMPLETED
A. BUILDING
R-C
185258 B. WING 1212012012

NAME OF PROVIDER OR SUPPLICR

LAKE WAY NURSING AND REHABILITATION CENTER

STRECT ADDRESS, CITY, STATE, Zlp CODE
2607 MAIN STREET HWY 641 SOUTH

BENTON, KY 42025

nurse for Resident #32 from 2:00 PM{o 10:00
PM, on 12/15/12. He noticed the resident's
Goumadin had been “"on hotd" and requested the
Weekend Supervisor to check on the resident's
PT/INR results. it was determined thal the fab
had not been drawn, per the order.

An interview with the Registered Nurse (RN}
Weekend Manager, on 12/20/12 at 2:05 Pt and
5:50 PM, revealed she worked from 2:00 PM to
40:00 PM on 12/15/12, She was reviewing the
resident's MAR at the end of the shift and verifled
the PT/INR had not been drawn on 121142, per
the physician's order. She verified the nurses and
supervisors were supposed to check for lab
resulls on the weekend; however, there was no
process in place to ensure ordered labs were

obtained.

An inlerview with the Administrative Assistant, on
12/20/12 at 4:00 PM, revealed there was a lab
folder at the nurse's desk where lab requisition
forms were kept. When the lab work was
completed, the lab took the white copy of the
form, leaving the yellow copy in the folder. She
revealed every morning (Monday through Friday),
she checked the lab folder and pulled the yellow
coples to ensure lab results were received for
each requisition form. The requisition form for
Resident #32 was in the lab folder; however, the
lab did not "usually" come to draw a PT/NR until
"ate." She left the facility at 3:30 PMon 1211412

Interview with the Director of Nursing (DON}, on
12/20/12 at 6:00 PM, revealed she was nolified
by the Weekend Manager on 12/15/12 of the
missed PT/ANR for Resident #32. The lab does

not make routine visits to the facility on Friday or

County Hospital for testing.

#32 has been placed in the lab

shift to shift,

Maintenance Supervisor and

Communication book to aid the licensed
jurses in knowing who has a lab to be
drawn that day. Licensed nurses were atso
in-serviced on these dates to call Gamma
Lab if they have not reccived their results by
7pm. If the lab was omitted from being
drawn, licensed nurses are {0 call the DON
or ADON. The DON or ADON will come in
and draw lab, and take them to Marshall

A Lab Menitoring Sheet to include Resident

communication book on each unit so that
each licensed nurse has the ability to audit
every shift when a lab is to be drawn, that
lab was drawn timely and physician notified
timely. This sheet is to aid the licensed
nurses in the report communication from

The Lab Cominunication Book wili be
brought to the Monday Department Head
morning meeting where QI team members
are present, for review of the lab monitoring
sheet. This QI Committee members include
the Administrator, DON, ADON, QI
Coordinator, MDS, Activities, Social
Service Director, Dictary Director,

Housekeeping/Laundry Supervisor. Upon
identification of any potential or actual lab
concern the Q1 Committee will follow up

(X4 1D SUMMARY SYATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION o5
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{F 502} | Continued From page 2 {F 502} Director of Nursing on the new Laboratory
Monitoring Sheet kept in the Lab

FORM CMS-2567(02-99) Previous Versions Obsolele

Evenl iD: 550013

Faciity 0; 100514

if conlinuation sheet Page 3 of B




PRINTED: 01/09/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: GOMPLETED
A. BUILDING
R-C
B, WING
185258 12120/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2607 MAIN STREET HWY 641 SOUTH
LAKE-WAY NURS D
AY NURSING AND REHABILITATION CENTER BENTON, KY 42025
(*X4) 10 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 502} | Continued From page 3 and take action as deemed necessary to
{ } ’e_ pag {F 502) ensure that labs are drawn as ordered, results
Saturday; therefore, a call was placed to the tab re obtamed with timely physician
on 12/11/12 to make them aware of the order for a4 e ar \f;h 1’; Py
the PT/INR for 12/14/12. The lab did not show up notification of the TESUTS.
on 12/14/12 to draw the PT/INR. It was the . .
responsibility of the charge nurse to ensure the The results of these weekly reviews will be
fab was drawn on 12/14/12, per the physician's forwarded by the Administrator or QI Nurse
order. The nurss should have checked the fab to the Executive QI Committce monthly x 3
folder and the calendar to ensure the PT/INR was months then quarterly for review, follow up
drawn, as necessary, evaluation of the effectiveness
of the plan, and to detérmine the need for
A review of the Lab Audit Q! tool, dated and frequency of continued QI monitoring.
12110-16/12, revealed a tab was ordered for
12/14/12; however, the lab was not completed.
The physiclan was notified with a new order to
obtain the lab 12/15/12. It was completed;
however, there was not enough blood for the
sample. it was redrawn on 12/16/12 and the
physician was made aware of the resulis and an i
order was received fo restart the resident's ;
Coumadin. 3
o é%jrghﬁﬁ(lg)‘ggEQQéMBERSIMEET (F 5200) Fs20 01-20-2013
§5=D . Tdentification of the concern of Resident’s
QUARTERLY/PLANS 432 PT/INR not being drawn as ordered

A facility must maintain a qualily assessment and
assurance commiltee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the

facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which qualily assessment
and assurance activities are necessary, and
develops and implements appropriate plans of
aclion to correct Identified quality deficlencies.

was identified by the Nurse Supervisor on
12/15/12 and reported to her Director of
Nursing on 12/15/12, Upon completion of
the analysis of the identified lab issue, the
results were reviewed with the Medical
Director on 12/19/12 during a QI Committee
meeting, An Action plan to ensure Tabs are
drawn as ordered and results are obtained
with timely physician notification was
developed at the time of the meeting on
12/19/12.

" All department leaders and administrative
nurses were in-serviced on 12/26/12 through
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A State or the Secretary may not require
disclosure of the records of such commitlee
except insofar as such disclosure is related fo the
compllance of such commiltee with the
requirements of this section.

Good falth atlempts by the committee to ldentify
and correct quality deficiencies will not be used as
a basls for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, review of the
facility's policy/procedure and Plan of Correction
(PoC), it was determined the facility's Quality
Assessment and Assurance Program falled to
follow their PoC related to the implementation of
an appropriate aclion plan related to the
timeliness of laboratory (lab) services for one
resident (#32}, in the selected sample of eleven
residents. Resident #32 recelved an order for a
Prothrombin Time/international Normalized Ratio
(PT/INR) on 12/14/12; however, it was not’
completed until 12/15/12. The Director of Nursing
(DON) completed the Lab Audit Quality
Improvement (Qt) Tool for the week of 12/10/12
through 12/16/12, where it was identified the lab
was not drawn as scheduled; however, a
corrective action was not implemented at that
time. The missed lab was discussed in the QI
Committee meeting, on 12/19/12; however there
was no plan of action implemented.

Refer to (F502)

Findings include:

‘! to the morning department head meeting
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{F 520} | Conlinued From page 4 {F 520} 12/27/12 by the Administrator on their role

in recognizing concems, developing a plan
of action, training staff members, evaluating
the plan, measuring outcomes and
recommending changes.

On 01/03/13 Administrator in-serviced the
QI Coordinator on bringing all action plans

every Friday moming to review with each
department the current action plans and
progress with each,

Upon this review weekly, the QI Committee
will evaluate the effectiveness of the action
plans with revision as appropriate to ensure
continued compliance. This QI Committee
members include the Administrator, DON,
ADON, QI Coordinator, MDS, Social
Service Director, Activities, Dietary
Director, Maintenance Superviser and
Housekeeping/Laundry Supervisor.

‘The results of these weekly reviews will be |
forwarded by the Administrator or QI
Coordinator to the Executive QI Committee
monthly x 3 then quartetly for review,
follow up as necessary, cvaluation of the
effectiveness of the plan, and to determine
the need for and frequency of continued QI
monitoring.
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A review of the Qualily Improvement
policy/procedure, dated 01/11, revealed through
the Quality Emprovement Program the facilliy
would recognize concerns in resident care and
develop a plan of action for the resolution of
those concerns. Train staff members on the plan,
put the plan into effect and evaluate the plan to
ensure that the concerns were resolved and do

not reoccur.

A review of the facility's PoC, dated 11/20/12,
revealed the Administrative Assistant would
complete a Dally Lab Audit form (5 times weekly)
with tracking of labs drawn, resuits received and
appropriate follow up to include physician
notification. Any lab results received after hours
or on the weekends would be addressed by the
nurse assigned to the specific resident. The Lab
Audit QI too! would be used to review the Daily
Lab Audit form weekly. The Lab Audit Qi tool
reviewed the number of [abs ordered, the number
of labs recelved, limeliness of physician
notification, if the physician replied, if there was a
new order, and corrective action needed, Results
of the Lab Audit QI too! would Identify corrective
action needed which the DON would be
responsible for validating completion of the
corrective action. The results of the Daily Lab
Audit forms and Lab Audit Qi tool would be
reviewed weekly in a Qi commitlee meeting with
the Administrator and the DON. The compiled
resulls of these audits would be assessed for any
trends by the QI commiftee and actions taken
based on these assessments.

Review of Resident #32's Physician orders
revealed an order on 12/11/12 to hold the

if continuation sheel Page 6 of 8
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resideni's Coumadin and perform a PT/INR on
12714112, Interview with the Weekend Manager
and record review revealed she discovered the
lab was not obtained when reviewing Resident
#32's Medication Administration Record at the
end of her shift, on 12/15/12 at 10:00 PM.

A review of the Lab Audit Qi tool, dated
12/10-16/12, revealed a lab was ordered for
12/44/12: however, the lab was not completed.
The physiclan was notifled with a new order to
obtlain the lab 12/15/12. it was completed,
however, there was not enough blood for the
sample. it was redrawn on 12/16/12 and when
the physician was made aware of the resuits, an
order was received {o reslart the resident's
Coumadin, There was no cofrective action
identified on the Lab Audit Gl tool.

An interview with the DON, on 12/20/12 at 6:00
PM, revealed she thought their lab system
worked, the problem was the contract lab
company “did not show up” to draw the PT/INR.
She revealed a Q} commiltee meeling occurred
on 12/19/12 where the staff talked about the
missed PTANR; however, no new action plan was

implemented.

An interview with the Facility Consultant, on
12/20/12 at 6:30 PM, revealed the weekend
managers would be compleling the Lab Audit
form on the weekends: however, she could not
provide documentation that verified the '
implementation of the action plan prior to
12120/12.

An interview with the Administrator, on 12/20/12 ]
al 6:50 PM, revealed the missed lab was |
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discussed in the Q] commiltee meeting on
12/19/12; however, an action pfan had not been
implemented.

An inlerview with the Vice President of
Operations, on 12/20/12 at 7:45 PM, revealed he
was aware of the concern related lo the missed
lab; however, he felt it was an Issue with the
coniract lab as they did not show up to draw the
PT/INR. He verified theré was ho corrective
action in place.
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