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F 000 | INITIAL COMMENTS F 000 RESPONSE PREFACE
) ake Way acknowledges receipt of the
An abbreviated survey (KY #21391 and KY tatement of Deficiencies and proposes this
#21429) was conducted on 03/11/14 through | f Correction to the extent that the
03/13/14 to determine the facility's compliance an < £ findings is factually correct and
with Federal requirements. KY #21391 and KY “mmgry gl 1 ig st compliaics  With
#21429 were unsubstantiated with no deficiencies n order to main P

pplicable rules and provision of qualily. of
\are of the residents. The Plan of Correction

After supervisory review, KY #21420 was s submitted as a written allegation of
reopened on 04/28/14 to obtained additional compliance.

information, and concluded on 05/01/14. KY
#21429 was substantiated with deficiencies cited
at a scope and severity of a"D".

clted.

Lake Way's response the Statement of
Deficiencies and Plan of Correction does not

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 enote agreement with the Statement of
ss=D | ABUSE/NEGLECT, ETC POLICIES Deficiencies nor does it constitute an
hdmission that any deficiency is accurate.

The facility must develop and Implement written urther, Lake Way reserves the right to
policies and procedures that prohibit ubmit documentation to refute any of the
mistreatment, neglect, and abuse of residents tated deficiencies of this Statement of

and misappropriation of reslident property. Deficiencies through informal dispute

esolution, formal appeal procedure and/or

any administrative or legal proceeding,
This REQUIREMENT Is not met as evidenced F226 05/23/2014
b ; ot Address what corrective action will be
lea‘se;i o In;ervlel\;v andée:f IBW.Of;h;fa: "It.:’;ls accomplished for those residents found to
policylprocedure, It was determined the facility deficlent
falled to have an effective system to ensura the havetpee.n affected by the defi
facility's written policy and procedures were practice;
followad related to Investigation of alleged - d
violations of abuse for three residents (#1, #2, tc})ll; gldi’:a 3;)33“1 :;:Lifg;?;?;;té??{;‘:ﬁ:z :
and #3), In a selected sample of four (4 ; : P i
residen)ts. P “@ state agencies and an investigation began. ,
The findings include: On 04/30/2014 SR'NA.#IO was suspended
pending the investigation,
Review of the facility's policy and procedurs, titled
"Abuse, Neglect, or Misappropriation of Resldent
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE _TITLE VK DATE: ” /
wolou e F’ Oe K Ll maoliodzy (SIS

Any deficlency statement ending with an asterlsk (*) denotes a deficlency which the Institulion may be excused from correcling providing il Is datermined that

other safeguards provide sufficient protaction to the patients. (See Instuctions.) Except for nursing homas, the findings staled above are disclosable 80 days

following the date of survay whather or not a plan of corraclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14 \
days followlng the date thase documants are made avallable to the facllity. If deficlancies are cited, an approved plan of correclion is requisite to conlinued

program participation,
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F 226 Continued From page 1

Properly Policy", revised 05/01/13 revealed,
"Residents have a right to be free from abuss,
naglact, Involuntary seclusion, or
misappropriation of property. Any employee who
witnesses or suspects that abuse, naglecl, or
misappropriatlon of property has cccurred will
immediately report the alleged Incident to thelr
supsrvisor, who Immediately rapori the incident to
the administrator, Faliure lo report any concern
related to abuse, neglect, or misappropriation of
properdy will result in discipiinary action and
possible termination of employment. Employess
accused of belng directly Involved in allegations
of abuse, neglect of misappropriation of property
wilt be suspanded Immediately from duty pending
the outcome of the investigation. The
Administrator Is respansible to ensure that
Incldents, as indlcated, are reported to the
appropriate focal/state/federal agencies, including
tha state Nurse Alde Registry. The Administrator
is rasponsible to ensure that indicated corrective
measures are in place. The Administrator Is
responsible to direct the investigative process
and to ensurg the appropiiate agencles are
notified. The Administrator will ensure that the
results of the investigation are reported that the
Diviston of Licensure and Regulation within five
(6) working days.

On 03/11/14, the State Surveyor entered the
facllity to investigate an allegation of abuse
related to Residents #1, #2, and #3. During the
course of the complalnt Investigation, on
03/13/14, It was noted the alleged perpelrator,
State Registared Nurse Alde (SRNA) #10, was on
duty.

Interview with SRNA #10, on 4/29/14 at 10:49
AM, revaaled she denled cursing at any resident,

F 226Address how the facility will identify

other residents having the potential to be
affected by the same deficient practice;

On 04/30/2014 Social Service Director and
Restdent Service Liaison interviewed all
slert and oriented residents to include
Resident #2 and #3 and asked if anyone had
heen mean to them in any way whether it be
Uerbally, physically, mentally etc. All
residents interviewed stated no ons had been
nean to them in any way.

On 04/30/2014 through 05/02/2014
nterviews with staff from all departments
were conducted and staff were questioned as
f they had ever scen SRNA #10 be abusive
rn any way to any resident. Interviews
Levealed that no staff member had ever scen
SRNA #10 to be abusive in any way.

On 05/19/2014 all non-verbal residents skin
roviews during the period of 04/30/2014
through 05/19/2014 were reviewed by the
Director of Nursing and Assistant Director
of Nursing for any suspicious markings and
none were found.

On 05/20/2014 the Social Service Director
reviewed all residents with a BIMS score of
8 or less for any increase in behaviors or
soclal withdrawal and none were found.

Address what measure will be put into
place or systemic changes made to ensure
that the deficient practice will not recur;

On 04/30/2014 Clinical Nurse Consultant
educated Administrator, Director of
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F 226 | Continusd From page 2

and revealed she had not told Residant #1, “you
have & brief on, psa init." She also denled saying
to Resident #2, *your ---Ing lazy,” as well as
Resident #3, "tell someone who cares.” She
revealed she was not suspended related to an
invasligation of the allegation and has had no
abuse/neglect tralning since the State Surveyor
was in the facllity on 03/13/14. Areview of SRNA
#10's time sheet, dated 03/01/14 through
04/29/14, revealed she worked in the facility
throughout the entire time frama.

Interview with the Social Service Diractor {SSD),
on 04/30/14 at 9:05 AM, revealed the process
was, once an allegation of abuse was made, the
Administrator or the Director of Nursing (DON)
were to immediately Initiate an Investigation, The
88D interviewad ali Interviewables residents and
all staff pertinant to the allegation. It was the
responsibility of the Administrator or DON to
suspend the alleged perpetrator panding the
outcome of the investigation,

Interview with the DON, on 04/29/14 at 11:55 AM,
revealed "we did not suspend SRNA #10. An
Investigatlon was conducted in conjunction with
both State Agencles [Dapartmant of Communily
Based Services (DCBS) and Office of Inspector
General (OIG}], not prior to the State Agencles'
entry to the facliity, and we unsubstantiated the
allegation.”

Interview with the Administrator, on 04/30/14 at
8:15 AM, revealed she was "unable to provide
avidence of an investigation related {o the
allegation, because It was not typical practice to
investigate once the State Agencies entered the
facllity to investigate an allegation. Once the State
Agencles arrived, | felt we were a part of the

F 206Mirsing, Assistant Director of Nursing and

Staff Facilitator on the abuse policy and
giso on completing an investigation even
when state agencies bring the allegations to
aciity.

eginning on 04/29/2014 and concluding on
5/02/2014 sl staff were re-educated on
buse reporting and a focus on verbal abuse
efinition.

ndicate how the facility ptans to monitor
{s performance to ensure that solutions
e sustained.

acinl Service Director and Resident
Service Liaison will interview alert and
riented monthly x 3 months for any
oncerns with care and feelings of
nistreatment. Results of these questions

il be reviewed at the next day department
iead meeting where members of the QAPI
cam wil] be present and at the quarterly
Executive QAPI meeting.

Social Services will monitor with quarterly
hssessments residents with a BIMS score of
8 or fess for any increase in behaviors such
is fearfulness and withdrawal and report
Lhanges to Director of Nursing and
Adminisirator,

Staff Facilitator will quiz staff on abuse and
buse reporting monthly x 3 months. Results
fthese questions will be reviewed at the

1ext day department head meeting where

nembers of the QAPI team will be present
nd at the quarterly Executive QAPI

.
nenhng

FORM CMS-2507{02-99) Previous Verslons Obsclate Event [D; HIOH11

Faciily [: 100514 i continuation sheet Page Jol @




PRINTED: 05/15/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; A BUILDING COMPLETED
c
1852568 B.WING 06/01/2014
NAME OF PROVIDER OR SUPPLIER STREET ADCRESS, CITY, STATE, ZIP CODE
LAKE WAY NURSING AND REKABILITATION CENTER 2607 MAIN STREET HINY 641 S00TH
BENTON, KY 42026
(K4 D SUMMARY STATEMENT OF DEFICIENCIES (4} PROVIDER'S PLAN OF CORRECTION )
PREFIX {FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTICN SHOULD BE COMPLETION
1AG REGULATORY OR LSC [DENTIFYING INFORMATEON) A CROSS-REFERENCED TO THE APPROPRIATE baze
DEFICIENCY)
F 228

F 2267 Cantinued From page 3

investigation. We made coples of the information
provided to the State Agencies, reviewsd It, and
we interviewed the same residents the State
Agencles interviewed.” Further interview with the
Administrator, on 05/01/14 at 8:13 AM, revealed
"we spoke with Resldents #1, #2, and #3, and
each resident denled the allegation. SRNA#10
was allowed to work because there was no
faeling of threat to Residents #1, #2, or #3." She
further stated, "I have not basn used to initiating a
formal investigation when the State Agencles
ware in the facility; howsver, we did not folfow our
Abuse/Neglect pollicy/procadure, and we have no
evidence of an investigation.”

F 400 | 483.75 EFFECTIVE

55=D | ADMINISTRATION/RESIDENT WELL-BEING

A facliity must be administered in & manner that
enables It to use its resources effeclively and
efficiantly to attain or maintain the highest
practicable physlcal, mental, and psychosocial
weil-being of each resident.

This REQUIREMENT s not met as evidenced
by:

Based on Interview and review of the facllity’s
policy/procadure, it was determined the facility
failed to ensure the facility was administered in e
manner that enables It to use its resources
elfectively and efficlently fo attain the highest
practicable physical, mental and psychosocial
well-being of each resident. The facilily failed to
ensure a safe environment by atlowing Stale
Reglstered Nurse Alde (SRNA) #10 to continue to
work with residents after an allegation of abuss
was reported.

The Executive QAPI Commiltee with the
Medical Director will review quarterly
RAP! information and will validate the
facilities progress in correction of deficient
practices or identify concerns.

490

Address what corrective action will be
pecomplished for those residents found to
1ave been affected by the deficient
yractice;

F 4906n 04/30/2014 the Administrator reported
the allegations from 03/11/2014 to outside
tate agencies and an investigation bagan,

n 04/30/2014 SRNA #10 was suspended
pending the investigation,

ddress how the facility will identify
ther residents having the potential to be
ffected by the same deficient practice;

n 04/30/2014 Social Service Director and

esident Service Liaison interviewed all
alert and oriented residents to include

esident #2 and #3 and asked if anyone had

een mean to them in any way whether it be

erbally, physicaily, mentally ete. All
iesidents interviewed stated no one had been
iiean to them in any way,

n 04/30/2014 through 05/02/2014
interviews with staff from all departments

05/23/2104

were conducied.a
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F 490 1 Continued From page 4

The findings include:

Review of the facility’s policy and procedure, titled
"Abuse, Neglect, or Misappropriation of Resident
Property Policy”, revised 05/01/13 revealed, *"The
Administrator is responsible to ensure that
incidents, as indicated, ars reported fo the
appropriate localfstate/federal agancies, including
the stale Nurse Alde Registry. The Administrator
Is responsible to ensure that indicated corrective
measures are In place, The Administrator Is
responsible to direct the investigative process
and o ensure the appropriate agencles are
notified. The Administrator will ensure that the
results of the investigation are reported that the
Divislon of Licensure and Regulation within five
{5) working days.

On 03/11714, the State Surveyor entered the
facllity to Investigate an allegation of abuse
related to Residents #1, #2, and #3. During the
course of the complaint investigation, on
03/13/14, it was noted the alleged perpetrator,
SRNA#10, was on duly.

Interview with SRNA#10, on 4/25/14 at 10:49
AM, revealed she denied cursing ai any resident,
and revealed she had not told Resident #1, "you
have a brief on, pee in it." She also denied saying
to Resldent #2, "your f--Ing lazy," as well as
Reslident #3, “tell someona who cares.” She
revaaled she was notl suspended related to an
Investigation of the allegation and has had no
abuss/neglect tralning since the State Surveyor
was in the facllity on 03/13/14, A review of SRNA
#10's time sheet, dated 03/01/14 through
04/29/14, revealed she worked in the facility
throughout the entire tima frame.

F 490 |fthey had ever seen SRNA #10 be abusive

n any way to any resident, Interviews
revealed that no staff member had ever seen
SRNA #10 fo be abusive in any way,

On 05/19/2014 al) non-verbal residents skin
eviews during the period of 04/30/2014
hrough 05/19/2014 were reviewed by the
Director of Nursing and Assistant Director
of Nursing for any suspicious markings and
hone were found.

On 05/20/2014 the Social Service Director
reviewed all residents with a BIMS scere of
8 or less for any increase in behaviors or
ocial withdrawal and none were found,

Address what measure will be put into
ilace or systemic changes made to ensure
hat the deficlent practice will not recur;

On 04/30/2014 Clinical Nurse Consultant
¢ducated Administrator, Director of
Nursing, Assistant Director of Nussing and
Staff Facilitator on the abuse policy and
also on completing an investigation gven
when state agencies bring the allegations to
acility.

Beginning on 04/29/2014 and concluding on
35/02/2014 all staff were re-educated on
buse reporting and a focus on verbal abuse
ofinition, '

ndicate how the facility plans to monitor
ts performance to ensure that solutions
re sustained.
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F 490 Continued From page 5 F 490 Bocial Service Director and Resident

Service Linison will interview alert and
briented monthly x 3 months for any
toncerns with care and feelings of
hnistreatment, Resulis of these questions

Interview with the Adminlstrator, on §4/30/14 at
8:15 AM, revealed she was "unable to provide
evidence of an Investigation related to the

allegation, because it was not typical practice o vill be reviewed at the next day department

Investigate once the State Agencies (DCBS and head meeting where members of the QAPI

0IG) entered the facility to investigate an cam will be present and at the quarterly

allegation. Oncs the State Agencles arrived, | felt Executive QAPI meeting.

we were a part of the Investigation. We made

copies of the information provided fo the State Social Services will monitor with quarterly

Agencies, reviewed It, and we interviswed the hssessments residents with a BIMS score of

same residents the State Agencles interviewed." B or less for any increase in behaviors such

Further interview with the Administrator, on s fearfulness and withdrawal and report

05/01/14 at 8:13 AM, revealed "we spoke with ghanges to Director of Nursing and

Residents #1, #2, and #3, and each resident W dministrator.

denled the allsgation. SRNA#10 was allowed to

::;ng?::ﬁ? ;I;e:r:rv;ginsohzefe:ﬁg;:fst; rtZ?jt, g..? Btaff Facilitqtor will quiz staff on abuse and

have not been used to Initlating a formal pbuse repomn'g mon-thly X3 r_nonths. Results
of these questions will be reviewed at the

invastigation when the State Agencias were in the
facility; however, we did not follow our
Abuse/Neglect policy/procedurs, and we have no
evidence of an investigation.”

hext day department head meeting where
nembers of the QAPI team will be present
nd at the quarterly Executive QAPI
neefing.

The Executive QAPI Committee with the
Medical Director will review quarterly
NAPI information and will validate the
facilities progress in correction of deficient
bractices or identify concerns.
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