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An abbreviated standard survey (KY18588) was’
conducted on June 27, 2012, The complaint was
unsubstaniiated with deficient practice identified
a'D level.

F 225 | 483.13(c)(1)(ii)-(jii), (e)2) - (4)

8s=D | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guitty of abusing, neglecting, or
mistreating residents by a ‘court of law; or have
had a finding entered into the State nurse aide _
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge t has of actions by a
Court of law against an employee, which would
indicate unfitness for service as a. nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities, ;

The facility must ensure that afl dlleged violations

involving mistreatment, neglect, or abuse,
Including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through estabiished procedures (including to the

State survey and certification agency). )

The faciiity must have evidence that ali alleged

-1 violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in prograss.

The results of alf investigations must be reported
to the administrator or his designated

representative and to other officials in accordance

Parkview Nursing and Rehabilitation
Center acknowladges receipt of the
Statement of Deficienicies and

F 225, proposes this plag of correction, to the
extent that the summary of findings is
factually correct and in order to
maintfain compliance with applicable
rules and provision of quelity of care
and safety of the residents. The plan o
correction is submitted as a written |
allegation of compliance. Parkview |
Nursing and Rehabjlitation Center's
response to the Staternent of -
Deficiencies and Plan of Corrsction
does not denote agreement with the
statement of deficiencies, nor daes it |
comstitute an admission that any 1
deficiency is accurate. Further, o
Parkview Nursing and Rehabilitation : !
Center reserves the right to submit o
documentation to refiite any of the
stated deficiencies through informal
dispute resolution, formal appeal,
and/or any other administrative or
legal proceedings.
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Any deﬁcianér;tatement ending with an astarisk {*} denates a deficiency which the institution may be excused from comecting providing it & determined that

nther safeguards provide sufficient protection {o the patisnts. (See instructions,

) Excapt far nursing hormas, the findings stated above are disclasgble 90 deys

tllawing the date of survey whethar ar not s plan of comectlon is provided, For nursing homes, the above findings and plans of carrection are disclosable 14
fays following the date these decyments are madea availabie to the faclllty, if deficiencies are citad, an approved plan of cormection ks requisite to confinued

yagram paricipation.
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F 225 Continued From page 1 E 225 '07/23/12 |
with State law (including to the State survey and F 225 o
certification agency) within 5 working days of the
incident, and if the alieged violation {s verified ; . .-
appropriate corrective action must be taken. 1. Atthe time the facility was

made aware of the abuse
allegation, nurse #1 was
. . , uspende i igat]
This REQUIREMENT Is not met as evidenced suspended and an investiganion
by: - ) was comp]eted,

Sased on interview, record review, review of the 2. Residents that nurse #1 had
faciity policy, and a review of the faci;fty"s o cared for prior to the allegation
investigations, it was determined the aciiity failed a tentia
to ensure an allegation of abuse was immediataly ild the 'SO e.r.ltl Lto bﬁ: affected.
reported to the state survey and ertification siert and oriented residents
agency and failed o have evidence that an hVI_ng on nurse #1's floor were
allegation of abuse had been thoroughly - Interviewed and skin sweeps
investigated for one of three sampled residents
(Resident #1). On 06/18/12, the faclliy's we_r; Perfo;med on. the other
Administrator was made aware of an aflegation of residents of that floor. No
abuse, date unknown, that involved Resident #1. concemns were identified,
However, the facility did not report the allegation 3. a. Staffand management were
immediately to the appropriate state agaencies or .
thoroughly investigate the allegation. reeducated on the abuse p ohcy

: on 7/3/12, 7/9/12, or 7/11/12
The findings include: by the Assistant Director of
A review of the facilly's Resident Ab iy Nursing. This reeducation
2View o e Taciity s Residen use polic r - - .

(effective date: March 2012 ) revealed the Abuse included 1}':1mcd1ately teporting
Coordinator would investigate all reports of all allegations to the
suspected abuse and would refer any or all appropriate state agencies and
incidents and reports of resident abuse to the completing a thorough
appropriate state qgencres. ‘ investi gation.

Areview of the facility investigation revealed the
facility Administrator and Abuge Coordinator were i
made aware on 06/18/12, of an aliegation of

physical abuse that involved facility staff and
Resident #1. The fadility's investigation ravealed

. i
' |
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I he/she reported the head nurse had brought the
| phane to the resident's room, had "“tossed” the

{

Director of Nursing.
]

the Administrator was notified by the Admissions
Director by telephone on 06/18/12, that when ths
Admissions Director was visiting Resident #1 in
the hospital on 08/18/12, Resident #1 reported to
her hat Registered Nurse (RN) #1 had "tossed”
the phone to Resident #1 and "hit* him/her in the
stormach. Based on review of the facility's
investigation the facility failed to ensure a ,
thorough investigation of the insident was
conducted.

A review of Resident #1's medical record

revealed the facility assessed the resident on
03/15112, to be alert and oiiented. An Interview
with Resident #1 on 06/27/12, at 3:45 PM,
revealed Resident #1 told "a lady" from the facility
that came to visit him/her in the hospital ebout an
incident that occurred with facility staff and "a
phone” and later that day the facility's
Administrator and another lady came to talk fo
him/her about the incident. In addition, continued
interview with the resident revealed RN #1 had an
argument with Resident #1's daughter on the
phone and then tossed the phone to Resident #1,
hitting Resident #1 in the stomach. Resident #1
denied that RN #1 hit hinvher intentionally or had
hurtabused him/her, '

An interview with the Admission Director on
06/2712, at 2:08 PM, revealed she visited
Resident #1 in the hospital on 06/18/12, and

telephone to him/her and, as a result, the
telephane had hit him/her in the stomach. The
interview further ravealsd the Admission Director
immediately reported the information to the

b. Staff and management will be

queried by department
managers or Regional Nurse
Consultant about the abuse
policy randomly for a month.
Reeducation will be provided
immediately by the department
manager or Regional Nurse
Consultant if needed.

The Regional Nurse Consultant
will review documentation
obtained during the
investigations of abuse
allegations monthly for three
months. Reeducation wil] be
provided by the Regional
Nurse Consultant immediately
if needed on abuse allegation

b

reporting and thoroughly
investigating any allegation.
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An interview with RN #1 on 06/27/12, at 2:28 PM,
révealed RN #1 took Resident #1 the telephone
many times but denied ever tossing the felephone
1o the resident causing the telephone to hit
himser in the stomach.

Areview of the personnel record for RN #1
revealed the facility had sonducted the required
efiminal background checks prior to her

- employment at the facility and there were no
findings reported. Areview of RN #1's personnel-
record also revealed the facility had provided the
employee with training related to the facility's
policies/procedure of abuse/neglect/expiaitation
of residents. ‘ .

An interview with the Administrator on 08/27/12,
At 12:17 PM, econfirmed she had been notified of _ ‘ ;
the incident involving Resident #1 by phone on - } : i
the moming of 06/18/12. The Administrator : _ '
stated RN #1 was removed from resident care ' _ X
and interviewed about the incident but denied ' '
tossing the phone to Resident #1. According to ]
the Administrator, she and the Abuse Coordinator . :
went {o the hospital to interview Resident #1, at '
which time Resident #1 described the ingident but |
denied that hefshe was harmed or abused. The

Administrator stated the facility documented the

incident on s resident concern form and '
acknowledged the incident had not been reported
to the state agencies because the facility did not

feel the incident was abuse. The interview went

on lo reveal that RN #1 was retumed fo resident

care after the interview with Resident #1. Based

on the interview, even though the facility .
interviewed Resident #1 about the incident, there ' ' ‘ i
were no other interviews/abservations conducted : :
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with other staff and/or other residents related to

the jncident andfor resident care and servicas,

An interview with the facility's Regional Director of . ;
Clinical Services on 06/27/12, at 1236 PM, _ - !
revealed that even though she did not feel there ;
was willful intent to harm the resident, facility staff
should have thoroughly investigated and reported
the incident to the state agencies,
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