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RESPONSE PREFACE
A Recertification Survey and an Abbreviated
Survey Investigating KY #21937 was conducted Lake Way acknowledges receipt of the
on 07/23/14 through 07/25/14 to determine the Statement of Deficiencies and proposes this
facility's compliance with Federal requirements. Plan of Correction to the extent that the
The facility failed to meet minimum requirements summary of findings is factually correct and
for recartitication with the highast.5/S of a. "D, in order to maintain compliance with
::ﬁﬁli?;swé;:;"SUbSta""ated with e applicable rules and provision of quality of
: care of the residents, The Plan of Correction
F 2 AR ZINGIGY 485400 0(E) RISHI T F280\is submitted as a written allegation of 08/13/2014
s5=p | PARTICIPATE PLANNING CARE-REVISE CP compliance

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the Statse, to
participate in planning care and treatment or
changes in care and treatment.

Lake Way’s response the Statement of
Deficiencies and Plan of Correction does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.

A comprehensive care plan must be developed Further, Lake Way reserves the right to

within 7 days after the completion of the submit documentation to refute any of the

comprehensive assessment; prepared by an stated deficiencies of this Statement of

intardisciplinary_taam. that incll{des the altfsnding Deficiencies through informal dispute

physiclan, acregistered nurae with Tespansibily resolution, formal appeal procedure and/or |
f;?l;c:?pe;i;Zzliesnc:;?:rﬂn?rﬁzrbirp f;]r:pr S:igjesntt"']s"rl\geds, any administrative or legal proceeding,

and, to the extent practicable, the participation of 280

the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

Address what corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice;

On 08/07/2014 ADON reviewed resident #2
and wrote order to reflect all current

allergies.

Thic REQUIREMENT ie not met as evidenced On 08/11/2014 MDS rcviewed resident #2

by: ) ) [eau plan to ensure that allergies are all

Based on Interview, record review, and review of lcun.cm on care plan.
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Any deflclency stalement ending with an asterisk (*) denotes a deficlency which the Institution may be excused from comecting providing it Is delermined that
olher safeguards provide sufficlent protection to the patients. (See Instrucllons.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of correction Is provided. For nursing homes, the abeve findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facliity. If deficlencles are ciled, an spproved plan of correction Is requisite to continued
program particlpation.
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F 280 Continued From page 1 F 280 Address how the facility will identify
the facility's policy/procedure, It was determined ther residents having the potential fo be
the facility failed to review and revise the care hflected by the same deficient practice;
plan for one (1) resident (Resident #2}, in the
salected sample of sixtesn (16) residents. On 08/01/2014 Medical Records began an
Resident #2's care plan was not reviewed or udit of all residents allergies and completed
revised to reflect histher allergies after refurning his audit 08/07/2014 to ensure that allergies
from the hospital. ere current and listed in appropriate places.
Findings Include: ddress what measures will be put into
Review of the facility's policy, "Resident Care lace or systemic changes made fo ensure
Plan," dated October 2007, revealed the hat the deficient practice witl not recur;
e ot win soven (1) days afer complotion Pn08/01/2014 Staff Facilitator Nurse began
of the Minimum Data Set (MDS). Care plans 3" t_n-s?rvwe fo.r all !1censec_i furses on
o cviewing orders and updating care plans
were updated quarterly, annually, upon significant d thi teted on 08/11/2014
change in the resident's condition, or as 4nd this was compieied on 14.
indicated.
ndicate how the facility plans to monitor
Record review revealed the facllity admitted its performance to ensure that solutions
Resident #2 on 02/22/14, and re-admitted the re sustained,
resident, on 07/14/14, after hospitalization with
diagnoses which included Pneumonia and Failure Hach admission and/or readmission chart
To Thrive. Review of hospitaf records, as well as Wiil be bronght to Administrative Nursing
the History and Profile, dated 07/14/14, revealed moining meeting and reviewed for correct
the rasident had a mecular rash which had edication orders and allergy orders as woll
developed on histher abdomen and lower as care plan updated by the DON, ADON,
extremitles, Furiher review revealed the use of I Nurse and MDS Coordinator,
three {3) intravenous {1V} antibiotics administered
during hospitalization contributed to the uality Assurance Nurse will audit 10% of
development of the rash. ajl care plan/care guides weekly x 4 weeks
Review of the Admisslon MDS assessment r compliance and will review the results of
view o as . fe : . o
daeted 07/21/14, revealad the facliity assessed Lhis audit each week dl‘lrmg Frlc'iay
! : ' depariment head morning meeting,.
Resident #2 as severely cognitively impaired and
totally dependent on the staff for assistance with
activittes of daily living (ADLs.)
Review of the comprehensive care plan, dated
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07/23/14, revealed the resident was allergic to
Vancomycin, Keflax, Levaquln, and Zosyn,
Further review of the care plan revealed the
resident had no known alfergies (NKA).

Interview with Licensed Practical Nurse (LPN) #1,
on 07/25/14 at 10:55 AM, revealed she was a
new hire at the facility and this was the first time
she completed an admisslon. She stated she was
aware of Resident #2's allergies; however, she
failed to note his/her allergies comrectly on the
physician's orders and the Medication
Administration Record {MAR), as well as, review
and update the care plan.

Interview with Registered Nurse (RN} #1, on
07/25/14 at 10:40 AM, revealed the allergies were
listed on the front of the chart and on the face
sheet in the computer. However, upon return to
the facility on 07/14/14, the resident's allergies
were not listad on the physiclan's orders or the
MARSs, and the care plan had conflicting
information. The RN stated this should have
been corrected.

Interview with the Assistant Director of Nursing
(ADON), on 07/25/14 at 10:50 AM, revealed she
was unaware of conflicting information ralated to
Resident #2; however, she revealed she
expected the care plan and the Nurse Aide Care
Plan to be updated when a new Physiclan's order
was written,

Interview with the Director of Nursing (DON), on
0724114 at 1:55 PM, revealed she expsctad the
care plan and the Nurse Aide Care FPlan to be
updated when a new Physician's order was
written.

4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ™8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 280 | Continued From page 2 F 280

The resuits of the audits witl be forwarded to
the Executive QA committee quarterly for
review, identification of trends, for follow
up action as deemed appropriate and
determine the need for an/or frequency of
continued monitoring,
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F 332 | Continued From page 3 F332F332
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332 )
§5=p | RATES OF 6% OR MORE Address what corrective action will be 08/13/2014
hecomplished for those residents found to

The facility must ensure that it Is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, racord review,
and review of the facility's pollcy/procedure, it was
determined the facility failed to ensure the
medication administration rate was less then five
(5) percenlt (%). Observation of twenty-nine {29}
medication administration opporunities revealed
two (2) medication errors resulting in a
medication administratlon error rate of six {8)
percent {%), related to an incorrect medication
dose, and medication administered without a
physiclan's order.

Findings include:

Review of the facllity's pollcy/procedure,
"Medication Administration," undated, revealed
"the Medication Administration Record (MAR)
shall be checked on a regular basls against the
physician’s orders, to assure continued and
consistent accuracy. Any deviation from the
following principles shall be considered a
medication error: to the right resldent;
administration of the right medication; In the right
dose; by the right route; by the right method; and
at the right time",

1. Observation of & medication administration
pass, on 07/23/14 at 9:42 AM, revealad Buspar,

an antlanxiety medication, was administered to

1ave been affected by the deficient
ractice;

n 07/24/2014 LPN #1 received written
onsultation related to not following
nedication administration record when
piving medications,
On 07/24/2014 the medication that was
Iiisccmtinuec! was removed from the
medication cart and sent back to pharmacy.

Address how the facility wil idéutify
hther residents having the potential to be
hffected by the same deficient practice;

Din 07/24/2014 through 07/26/2014 all
nedication carts were audited by assigned
icensed nurses for any discharged
nedications and if any found were removed
om caris,

Address what measures will be put into
place or systemic changes made to ensure
hat the deficient practice will not recur;
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Resident A by Licensed Practlical Nurse (LPN) #1.

Review of the Physiclan's orders, dated July
2014, revealed the resident was treated at the
hospital on 07/14/14 through 07/17/14, and the
madication (Buspar) was not reordered after the
resident returned to the fachlity.

Review of the MAR, dated 07/18/M4, revealed
there was no physician's order for the Buspar on
the MAR.

Interview with Cerlified Medication Aide (CMA)
#1, on 07/24/14 at 8:30 AM, revealed there was
no order for the Buspar on the MAR; however,
the medication box for Buspar was still in the
medication cart drawer and available for use. The
CMA staied the medication box should have been
removed from the drawer and sent hack to the
pharmacy when the resident returned from the
hospital and the crder was nol renewed.

Interview with the Director of Nursing (DON}, on
07124114 at 10:00 AM, revealed the LPN was
unavailable for interview, and the DON stated she
would have expected the nurse to remove the
discharged medications from the medication cart,
She revealed the LPN should have followed the
MAR instead of giving medications by the labels
on the medication boxes in the drawer.

2, Obseivation of a medication administration
pass, on 07/23/14 at 9:42 AM, revealed Zantac, a
medication given for heartburn relief, was
administered to Resident A.

Review of the physiclan's ordar and the MAR,
dated July 2014, revealed the medication was
ordered to be administered at 8:00 PM.

On 07/24/2014 — (08/11/2014 Director of
Mursing in-serviced all licensed nurses and
Kentucky medication assistants on removing
medications from medication carts after they
have been discontinued.

On 08/07/2014-08/11/2014 Staff Facilitator
Nurse educated all nurses and Kentucky
medication assistants on the seven rights of
medication administration and the
importance of following the medication
administration record when giving
medications.

Indicate how the facility plans to monitor
its performance to ensure that solutions
are sustained.

Staff Facilitator Murse will conduct random
medication pass audits with licensed
nurses/Kentucky medication assistants
weekly x 4 weeks for compliance and will
review the results of the audits at the Friday
Department morning meeting.

Quality Assurance Nurse will audit
medication carts weekly x 4 weeks for any
discontinued medications and the results of
these audits will be reviewed at Friday
Departiment moming meeting.
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LE

The faclfity must maintain clinical records on sach
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized,

The clinical record must contain suffictent
information to identify the resident; a record of the
resldent's assessments; the plan of care and
services provided; the results of any
preadmission scresning conducted by the State;
and progress notes,

This REQUIREMENT is not met as evidenced
by

Based on Interview and record review, it was
determined the facility falled to ensure the
medical record was accurately maintalned for one
{1) resident {Resldent #2), In the selected sample
of sixteen (16) residents. The facllily failed to
accurately and consistently document tho
rasident's allergles in the medical record.

4410 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRERAX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 332 | Continued From page 5 F 332The results of the audits will be forwarded to
he Executive QA committee quarterly for
interview with CMA #1 and review of the MAR, on eview, identification of trends, for follow
07124114 at 8:30 AM, revealed the order on the ijp action as deemed appropriafe and
MAR was Initialed as administared at 8:00 PM. determing the need for an/or frequency of
continued monitoring,
Interview with the DON, on 07/24/14 at 10:05 AM,
ravealed she sxpected the staff to administer the
medication as ordered.
F 514 | 483.75()(1) RES F 514 08/13/2014
85=n | RECORDS-COMPLETE/ACCURATE/ACCESSIB 514

ddress what corrective actlon wlll be
ccomplished for those residents found to
ave been affected by the deficlent
ractice;

n 08/07/2014 ADON reviewed resldent #2
nd wrote order to reflect all current
llergies,

n 08/11/2014 MDS reviewed restdent #2
are plan to ensure that allergles are all
urrent on care plan.

ddress how the facllity will identify other
‘esidents having the potential to be
ffected by the same deficlent practice;

n 08/01/2014 Medical Records began an
udlt of al} residents allergies and
ompleted this audit 08/07/2014 to ensure
hat allergles were current and Jisted in
ppropriate places,

R s T

ddress what measures will be put into
lace or systemlc changes made to ensure
that the defictent practice will not recur;

.
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Findings include:

Interview with the Administrator, on 07/25/14 at
12:25 PM, revealed there was no specific policy
for maintaining the clinical record.

Record review revealed the facility admitted
Resident #2 on 02/22/14, and re-admitted the
resident, on 07/14/14, after hospitalization with
diagnoses which included Pneumonia and Failure
To Thrive, Further review revealed several
Intravenous (IV) antiblotics were administered
during his/er hospital stay, which contributed to
a macular rash.

Reviow of Resldent #2's Face Sheet revealed
allergies to Vancomycin, Keflex, Levaquin, and
Zosyn. Further review revealed the medication
allergies were flagged on the front of the
resident's medical chart; however, review of the
physlician's order and the Medication
Administration Records {MARs) revealed "No
Known Allergies (NKA)". Additional review of the
resident's face sheet and care plans revealsd
conflicting information, as evidenced by an area
listing his/her allergies, and in another area,
listing him/er with "NKA",

Review of the Admission Minimum Data Set
(MDS) assessment, dated 07/21/14, revealed
Resident #2 was severely cognitively impaired
and totally dependant on the staff for care.

Interview with Licensed Practical Nurse (LPN) #1,
on 07/25/14 at 10:55 AM, revealed she failed to
note histher allergles comrectly on the physician's
orders and the MARs.

x4 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 | Continued From page & F 514

Interview with Registered Nurse (RN} #1, on

On08/01/2014 Staff FacHitator Nurse began
an In-service for ail licensed nurses on
reviewing orders and updating tare plans
and this was completed on 08/11/2014.

Indicate how the facility plans to monitor
its performance to ensure that solutions
are sustained.

Each admisston and/or readmission chart
will be brought to Administrative Nursing
morning meeting and reviewed for correct
medication orders and allergy orders as well
as care plan updated.

Quality Assurance Nurse wiil audit 10% of
all care plan/care guides weekly x 4 weeks
for compliance and will review the results
of this audit each week during Friday
department head morning meeting,

The results of the audits will be forwarded
to the Executive QA committee quarterly
for review, Identification of trends, for
follow up action as deemed appropriate
and determine the need for anfor
frequency of continued monitoring.
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07/25M14 at 10:40 AM, revealed the allergies were
listed on the front of the chart and on the face
sheet in the computer. However, upon retum to
the facility on 07/14/14, the resident's allergies
were not listed on the physicians orders or ihe
MARs, and the care plan had conflicting
information. The RN stated this should have
been corracted.

Intsrview with the Asslistant Director of Nursing
{ADON), on 07/25/14 at 10:50 AM, revealed she
was unaware of conflicting information related to
Resldent #2,
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K 000

K 000 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1978,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNFINF.

TYPE OF STRUCTURE: One (1) story, Type Il
(211).

SMOKE COMPARTMENTS: Three (3) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1978, and upgraded in 2005 with 26
smoke detecters and no heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1978.

GENERATOR: Type Il generator installed in
1979. Fuel source is Liquid Propane.

A standard Life Safety Code Survey was
conducted on 07/23/14, The facility was found not
to be in compliance with the requirements for
participation in Medicare and Medicaid. The
facility Is certified for ninety-six (96) beds with a
census of eighty (80) on the day of the survey.

The findings that follow demonsirate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire).

RESPONSE PREFACE

Lake Way acknowledges receipt of the
Statement of Deficiencies and proposes this
Plan of Correction to the extent that the
summary of findings is factually correct and
in order to maintain compliance with
applicable rules and provision of quality of
care of the residents. The Plan of
Correction Is submitted as a written
allegation of compliance.

Lake Way’s response the Statement of
Deflciencies and Plan of Correction does not
denote agreement with the Statement of
Deficlencies nor does it constitute an
admisslon that any deficiency Is accurate,
Further, Lake Way reserves the right to
submit documentation to refute any of the
stated deflclencies of this Statement of
Deficiencies through informal dispute
resolutlon, formal appeal procedure and/or
any administrative or legal proceeding.

LABORATORY DIRECTOR'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Any deficlency statement ending wilh an asterisk (*) denoles a deficlency which the Instilution may be excused from correcting providing It Is determined that
olher safeguards provide suffictent protection to the patlents. (See Instructions,) Except for nursing homes, {he findings staled above are disclosable 80 days
followlng the dale of survey whether or nol a plan of comection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. if deficiencles are clted, an approved plan of correction Is requisite to conlinued

pregram participation.
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Deficiencies were cited with the highest
defictency identified at “F" lval. corrective action will be :
Address what corre 08/13/2014

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=F
Smoke bariers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate al an alrdum wall. Windows are
protected by fire-rated glazing or by wired glass
panels and stesl frames. A minimum of two
separate compartments are provided on each
floor. Dampaers are not required in duct
penetrations of smoke banars in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.16.4

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain smoke
barriers that would resist the passage of smoka
beitween smoke compartments in accordance
with National Fire Protection Association {NFPA)
standards. The deficient practice has the potential
to affect three (3) of three {3) smoke
compartments, ali residents, staff and visitors.,
The facility has the capacity for ninety-six (96)
beds and at the time of the survey, the census

K 025 accomplished for thase residents found to
have been affacted by the deficient
practice;

On 07/23/2014 the penetrations located at
room H114 and #211 were sealed by
Maintenance Director.

Address how the facility will identify other
resldents having the potentlal to be
affected by the same deficient practice;

All smoke barrier walls were inspected for
penetrations by the Malntenance Director
and his assistant on 07/29/2014,

Address what measures will be put Into
place or systemic changes made to ensure
that the deficlent practice will not recur

On 08/11/2014 the Administrator in-
serviced the Maintenance Director on the
NFPA 101(2000 Edition} Life Safety code
standard on requirements that no
penetrations be through smoke barrler

was eighty (80).
ohty (60 walls and to Inspect after any updates to
the facility.
The findings include:
Observation, on 07/23/14 at 9:.00 AM with the
Maintenance Supervisor, revealed the smoke
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{b) Where the penetrating itemn uses a sleeve to
penetrate the smoke barler, the sleave shail be
solidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Be filled with & material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purposse.

{c} Where designs take transmission of vibration
into consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

8.3.6.2 Openings ocouiring at points where floors
or smoke

barriers meet the outside walis, other smoke
batriers, or fire

barriers of a building shall meet one of the
foilowing conditions:

{1) It shall be fitled with a material that is capable
of maintaining

the smoke resistance of the floor or smoke
barrier,

{2} it shalt be protected by an approved davico
that is

designed for the specific purpose.
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partition, extending above the celiing located at Indicate how the facility plans to monitor
room #114 was penetrated by a sprinkler pipe Its performance to ensure that solutions
and was not properly sealed arcund the pipe. are sustalned.
Interview, on 07/23/14 at 9:01 AM with the
Maintenance Director will audit monthly for

Maintenance Supervisor, revealed he was
unaware of the penetraifon around the pips since any penetrations through the smoke barrier

he had checked the walls within the fast month, walls and after any construction to the
facility involving the smoke barrler walls.

Gbservation, on 07/23/14 at 9:05 AM with the

Maintenance Supervisor, revealed the smoke The results of the audits wil be forwarded
pamh;i;‘l?xtending a?o:edl:a cellln:c_f ‘I:!Jcate-d al to the Execuitive QA commlttee quarterly
foom was penairalad by a sprinkier pipe for review, identification of trends, for

and was not properly seated around the pipe.
propery Pipe follow up action as deemed appropriate
Interview, on 07/23/14 at 8:06 AM with the and determine the need for an/or
Maintenance Supervisor, revealed ho was frequency of continued monitoring
unaware of the penetration around the pipe since
he had checked the walls within the last month.

The census of eighty (80) was verified by the
Administrator on 07/23/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 07/23/14.

Actual NFPA Standard:

NFPA 101 {2000 Edition). 8.3.8.1 Pipes, conduits,
bus ducts, cables, wiras, air ducts, pneumalic
tubes and ducts, and similar building service
equipment that pass through floors and smoke
barriors shall be protected as follows:

{a) The space between the penetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device deslgned
for the specific purpose.
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