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F 000 | INITIAL COMMENTS F 000 RESPONSE PREFACE
An abbreviated survey (KY #18013) was Lake Way Nursing and
go?duc{ed on 03;27/12 thougz 03;‘28/12 to t Rehabilitation Center acknowledges:
etermine compliance with Federal requirements. ot
KY #18013 was substantiated with deficiencles wesipt of Mhe Swmiemeni of
cited at the highest scope and severity of a "D." Deficiencies and proposes this Plan
F 279 | 483,20(d), 483.20(k)(1) DEVELOP Fo79! of Correction {o the extent that the
ss=D | COMPREHENSIVE CARE PLANS summary of findings is factually

correct and in order fo maintain
compliance with applicable rules and
provision of quality of care of the
residents. The Plan of Correction is

The facility must develop a comprehensive care . N g ;
plan for each resident that includes measurable submitted as a written allegatlon of

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

objectives and timetables to meet a resident's compliance.
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive Lake Way Nursing and
assessment. A

Rehabilitation Center’s response the
The care plan must describe the services that are Statement of Deficiencies and Plan
to be furnished to attain or maintain the resident's of Con-ec{ion does not denole
highest praclicable physical, mental, and agreement with the Statement of
psychosocial well-being as required under Defici . d it titut i
§483.25; and any services that would otherwise ¢ 1_018_“0105 0¥ dues It ealslihicah
be required under §483.25 but are not provided admission that any deficiency Is
due to the resident's exercise of rights under accurate. Further, Lake Way
§483.10, including the right to refuse treatment Nursing and Rehabilitation Center

under §483.10(b)(4). : ;
5 reserves the right (o refute any of the
stated deficiencies of this Statement

. . , of Deficiencies through Informal
This REQUIREMENT is not met as evidenced : ;
Dispute Resolution, formal appeal

by: . 0 d
Based on interview, record review, and review of ' procedure and/or any administrative |
the facility's policy/procedure, it was determined or legal proceeding.
the facility failed to develop a comprehensive
care plan for each resident which included |
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE N, .
[ M ) Witensatily 20/12~

Any deficiency slatement ending witl] an asterisk () denctes a daficlency which the inslilution may be excused from correcting providing it Is determined thal

other safeguards provide sufficlenl pjolection to the palienls. (See instructions.) Excepl for nursing homes, the findings stated above are disciosable 90 days
following ihe date of survey whether of not a plan of correction is provided. For nursing homes, the’above findings and plans of correclion are disclosable 14

days following the date these documants are made available to lhe facilily. If deficlencles aro ciled, an approved glan of correction is requisils to conlinued

program parlicipation.
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measurable objeclives and timetables to meet a
resident’s needs refated 1o the management of
aggressive behaviors toward other residents for
two residents {(#3 and #4), in the selected samptle
of five resldents,

Findings Include:

A raview of the facility's policy/procedure,
"Resident Care Plan,” revised 09/19/11, revealed
"any new problem or need of the resident which
was identified belween hisfher scheduled care
plan review will be addressed on the care'plan by
the concerned disciplines."

1. A record review revealed the facility admitted
Resident #4 on 06/17/08 with a diagnosis to
include Vascular Dementia. A review of the
quarterly Minimum Data Set (MDS), dated
01/471142, revealed the facility identified Resident
#4 as moderately cognifively impaired.

A revlew of the facility's Investigative Report,
dated 03/06/12, revealed Resident #4 "stapped”
another resident in the face, on 03/08/12 al
approximately 1:50 PM. There was no evidence
of a care pan to address the management of
Resldent #4's physically aggressive behaviors.

2. A record review revealed the facility admitted
Resident #3 on 11/23/04 with diagnoses (o
include Schizophrenia, Senile Dementia, and
Psychosis. A review of the quarterly MDS, daled
01/25/12, revealed the facility identified Resident
#1 as severely cognitively impaired.

A review of the facliity's Investipative Report,
dated 03/12/12, revealed Resident #3 hit another

Resident #3 on 4/10/12 and Resident :
#4 on 3/30/12 by - the MDS
Coordinator to include
individualized  interventions  to!
manage history of physically:
aggressive behaviors,

Nursing progress notes completed in
the last 3 months for current
residents were audited by !
Administrative  staff  including
Administrator, DON, ADON, QI
Nurse, MDS Nurses and Admission
Coordinator and completed on
04/20/2012 to identify any other
residents who had been identified
with physically aggressive behaviors
to ensure that a care plan has been
developed and  revised  with
individualized  interventions  to
prevention reoccurrences.

Nursing progress notes will be read
by the Administrative Nursing Staff
including Administrator, DON,
ADON, QI Nurse, MDS Nurses,
Social Worker, and Admission
Coordinator daily Monday thru
Friday to identify changes in
condition and/or behaviors that may
need to be added to the care plan.
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F 280G | 483.20(d}(3), 483.10(k){(2) RIGHT TO
ss=0 | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
Incompatent or otherwise found o be
Incapacitated under the laws of the Stale, to
parlicipate in planning care and treatment or
changes In care and treatment.

A comprehansive care plan must be developed
within 7 days after the complation of the
comprehensive assessment; prepared by an
interdisciplinary team, thal includes the allending

any tesidents reported with resident
to resident incidents, including
physically aggressive behaviors, to
ensure that care plans have been
updated & revised to address the
management of these behaviors, !
The results of these audits will be
reviewed with the DON and
Administrator with any further
actions taken as indicated.

STAYERMENT OF DEFICIENCIES {X1} PROVIDER/SUPPHERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AN PLAN OF GORRECTION IDENTHICATION NUMBER! COMPLETED
A BURLDING
B.WING c
185268 ' 03/28/2012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CHY, STATE, ZIP CODE )
LAKE WAY NURSING AND REHABILITATION CENTER 2607 MAIN STREET KWY 841 SOUTH
BENTON, KY 42025
(4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR ESC IDENTIFYING INFORMATION} TAG GROSS-REFERENCED YO THE ARPROPRIATE DATE
DEFICIENCY)

F 279 [ Continued From page 2 Fo7e|Administrative  Nursing  Staff
resident on the lefl forearm, on 03/12/12 at including the Administrator, DON,
appreximately 1:15 PM. There was no evidence QI Nurse, Social Worker, Admission
of a care plan to address the management of A . .
Resident #3's physically aggressive behaviors. Coordinator and MDS Nurse were

' re-educated on 04/18/2012 by Nurse
An interview with the Social Services Designes, Consultant on developing and
on 03/28/12 at 3:50 PM, revealed she does not 1‘evising the care plan, inciuding
always know the details of resident to resident ddressi the anagement  of
alfercations that cccur in the facilily. She revealed a ress§ng 1e 'mdnag,em w0
1he MDS nurse was responsible for the initiation aggressive behaviors, related to
and revision of the behavior care plans, resident fo resident altercations,
Resident to resident altercations will
An interview with the MPS Coordinator, on ©s d wb d[ alte od i !
03/28/12 at 2:45 PM, revealed she should have continue to be discussed m the
initiated a care plan for Resident #3 and Resident morning meeting by the
#4, after they were phhyflca“)’ aggressive towards Interdisciplinary team including the
another resident in the facility. She revealed their L . ;
behaviors had the polential to occur again. Adl‘fnmsn ator, DON, Q} Nurse,
Social Worker and MDS Nurse.
An interview wilh the Director of Nursing (DON), Care plans will be reviewed and
on 03/28/12 at 4:10 PM, revealed all resident to revised as indicated,
resident altercations were discussed in the
morning meeting and alf disciplines were made ) ]
awere. She expected the MDS nurse to initiate a QI audits will be conducted weekly
care plan as needed. X4 then monthly by the QI Nurse of
280

05/01712
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F 280 | Continued From page 3

physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
and, to the extent praciicable, the participation of
the rasident, the resident's family or the residen{’s
tegal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT s not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy/procedure, it was detemmined
the facility failed {0 ensure each resldent’s care
pfan was revised for two residents (#1 and #2), in
the selected sample of fiva residents.

Findings include:

A review of the facllity’s policy/procedure,
"Resident Care Plan,” revised 08/19/11, revealed
"medification of the care plan would be done at
least quarterly and as needed for residents under
the direction of the RN Coordinalor/designee.”

1. A record review reveaaled the facility admitled
Resident #1 on 05/05/08 with diagnoses to
include Alzheimer's Dementia, Psychosls,
Dementia with Behavioral Disturbances, and
Psychotic Disorder with Hallucinations. A review
of the quarterly Minimum Data Set (MDS), daled
0313712, revealed the facility identified Resident
#1 as severely cognitively impaired.

A review of three Invesligative Reports, daled

]

FQgQEThG care plan for Resident #1 was

vevised on 3/27/2012 by the MDS
Nurse to include 1:1 observation,
The care plan for Resident #2 was
revised on 04/12/2012 by the MDS
Nurse to include re-divection of
others when they get too close to the
residents personal space.

A QI audit was conducted by
04/20/2012 by Administrative Staff
including  Administrator, DON,
ADON, QI Nurse, MDS Nuises,
Social Worker, and Admission
Coordinator, reading progress notes
of current to identify that each
resident’s care plan has been revised
as indicated based on changes in
condition documented in the nurse’s
progress noles and MD orders,
Changes have been made as
indicated. Residents will continue to
have a care plan developed & revised
as indicated by the MDS Nuise
based on individual needs identified
through the  RAI process,
documented changes in condition &
MD orders.

Nursing progress noles will be read
by the Administrative Nursing Staff
including  Administrator, DON,
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F 280 | Continued From page 4 Foaoi ADON, QI Nurse, MDS Nurses,
03/08/12 and 03/12/12, revealed Resident #1 was Social Worker, and Admission
;33'?52?‘2*" ‘?1‘“590%?; bRY a{‘dmhf; ;GS‘de;{-l on N Coordinator daily, Monday thru!

att . Resident #1 was hil on the " : ‘ .
forearm by another resident, on 03/12/2 at 1:16 | Friday, = to ‘df";)tlgy , leanfes n
PM. Additionally, Resident #1 was hit in the i condition and/or behaviors that may
stomach, on 03/12/12 at 5:30 PM. An interview need to be added to the care plan.
with the Director of Nursing (DON), on 03/28/12
at 4:10 PM, revealed Resident #1 was currently sor " . .
on "one to one" supervision with a staff member, Admgnistmtlve Nursing including the
except while sleeping. Adinllllstratf)l‘, DON, ADON, ' Ql
. Nurse, Social Worker, Admissions
A re'w;ew of the resldenl.s care plan rev.ealed no Coordinator and MDS Nurse were
revisions were made o include the resident being re-cducated on .04/18/2012 by the
on increased supervision. - -
Nurse Consultant on reviewing the
An "”fef;'iewzw“héif MDS ??fﬁi"a?f - F;"h nursing progress notes and MD
03/28/12 at 2:45 PM, revealed she should have 1 . ' "
revised the care plan for Resident #1 to Include fndel,s daliy, Mond.ay thru Fl,iday’ to
“one o one" supervision. identify changes in condition and
behaviors and developing and
g- Akrjecc:rgzrevéez)\:fgzmgleqtgmz‘faciiity adimi“e" revising the care plan as indicated
osident #2 on with diagnoses fo . g s . e
Inciude Senile Dementia, Panic Disorder, and based on individual needs identified.
Anxiety, A review of the quarierly MDS, dated
02/28/12, revealed the f:_mility‘ iden‘tiﬁed Resident A QI audit will be conducted weekly
#2 as moderately cognitively impaired. X4, then monthly by the QI Nurse to
A review of the Comprehensive Care Plan, daled ldemlfy that revisions have been
06/28/11, revealed Resident #2 was aggressive made to the care plan based on
or combative al times. documented changes in the nursing
A review of the Investigative Report, dated ;.ngless notes and MD, Oldel_s‘ The
03/12/12, revealed Resident #2 hit Resident #1 In results of theses audits will be
{he stomach, on 03/12/12 at approximately 5:30 reviewed with the DON and
PIIEVI; hot\fvevezfr‘, after the fesiq;zm to refsident Administrator with further actions
altercation, tnere was no eviience ot any new . . . Y
interventions put into place on the taken as indicated.
Comprehansive Care Plan, on 03/12/12. 05/01/12
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An interview with the MDS Coaordinalor, on
03728112 af 2:45 PM, revealed a new intervention
should have been complefed on the resident's
care plan, aspecially ater an altercation with
another resident.

An Interview with the DON, on 03/28/12 at 4:10
PM, revealed she expected the staff {o review the
care plan after a resldent to resident aftercation
and add a new intervention,
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