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F 000 | INITIAL COMMENTS F 000| "The preparation and/or execution of
this plan of correction does not
s AMENDED SOD constitute admission or agreement by
| the provider of the truth of the facts
An abbreviated survey (KY #19562) was alleged or conclusion set forth in the
conducted on 12/28/12 and ;'?operéed after statement of deficiencies. The plan or
supervisory review on 01/07/13 to determine the correction Is prepared and/or executed

facllity's compliance with Federal requirements.
KY #19562 was substantiated with related
deficlencies.
F 225 | 483.13(c)(1)()-(iii), (c)(2) - (4) F 225
88=D | INVESTIGATE/REPORT F225
’ ALLEGATIONS/INDIVIDUALS

solely because it is required by the
provision of Federal and State Laws."

1. Resident #1 was interviewed at the
hospital by the clinical liaison and a
nurse at the hospital and the resident

The facllity must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have

had a finding entered Into the State nurse alde denied any abuse on 12/24/12.

registry concerning abuse, neglect, mistreatment 2. The social workers interviewed each

of residents or misappropriation of thelr property; resident by 1/14/13 that had a BIMS

and rapon any k'no_wledga it has of actions by a score of 0-7 to determine if residents

court of law against an employee, which would .

indicate unfitness for service as a nurse alde or may have been abused. No

other facllity staff to the State nurse aide registry complaints were made,

or licensing authoritles. Interviewable resident’s on the
hallway of Resident #1 were also

The facliity must ensure that all alleged violations interviewed by the Executive Director

involving mistreatment, neglect, or abuse, to determine If anyone voiced

including injuries of unknown source and

misapproptiation of resident property are reported concerns and no concerns were

immediately to the administrator of the facility and voiced on 12/26/12, Non-

to other officlals in accordance with State law interviewable residents had skin
through established procedures (including to the assessment performed by licensed
State survey and certification agency). nurses from 12/29/12 to 1/5/13 to

The facllity must have evidence that all alleged dEterm'“e_thﬁ“ no abuse had taken
violations are thoroughly Investigated, and must place. No indications of abuse were
prevent further potential abuse while the noted.

investigation is in progress.

LABORATORY DIRECTQR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
H
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Any daficlency statement ending with an asl&w\( (*) denoles a deficlency which the Instilulion may be excused from correcting providing it is determined that
other safeguards provide sulficlent protection to the patlents. (See Insteuctions.) Except for nursing homaes, the findings stated above are disclosable 90 days
{ollowing the date of survey whather or not a plan of correction Is provided, For nureing homes, the above findings and plans of corraction are disclosable 14
days following the date thase documents are made available to the facllily. If deficlencles are clted, an spproved plan of correction ls requisite lo continued

program partlcipation.
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F 2256 Continued From page 1 F 225)3. Nursing administration staff and
The results o} all Investigations must be reported Assistant Executive Director were
to the administrator or his designated Inserviced an th.e abus.e po".cv t?
representative and to other officlals in accordance ensure that during an investigation
with State law (Including to the State survey and non-interviewable residents were to
certification agency) within 5 working days of the be included so the investigation
incident, and if the alleged violation is verified would be complete{ ex: interviews,
appropriate corrective action must be taken, assessments or other interventions
deemed appropriate) and prevent any
potential further abuse on 1/10/13 by
the Executive Director.
This REQUIREMENT is not met as evidenced 4. 10 interviews per hallway will be
by: conducted each week times 4 weeks
ine faclys poloiprosedint, T wae detovmimed, t0 ensure no abuse has occurred then
the. facllity falled to thoroughly Investigate an 10 total monthly times 2. 10 skin
alleged violation and prevent further potential assessments of non-Interviewable
abuse during the Investigation for one resident residents per hallway will be
(#1), In the selected sample of five resldents. On conducted each week times 4 weeks
12/24112, Ith? f;cﬂity was notiﬂfed, bg zﬂ ?GUtB to ensure ho abuse has occurred then
care hospltal, that sperm was found, during a
urinalysls (UA), in Resident #1's urine, The facilly 10 d’2°“‘.*|‘;‘;“':.°5 2 Resuls ;’; t'gA
started an Investigation and interviewsd the auais will be discussed with the
Interviewable residents but failed to implement committee to determine the need for
actions to try to identify If any non-Interviewable further monitoring,
residents had been abused, 5, Completed by : 1/15/13
Findings inciude:
A review of the facility's pollcy “Abuse and
Neglect®, no date, revealed the Administrator,
Director of Nursing or designated representative
would complets an Investigation of the Incident
Including a wrilten summary of the findings no
later than five working days after the reported
cccurrence. The policy also stated Interviews with
other residents who received care or services
Facllity ID: 100310 If continvation sheet Page 2 of 4
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from the allegad perpetrator would be conducted.

p Arecord review revealed Resident #1 was
admitted to the facllity on 06/02/07 with diagnoses
to Include Depression and Mental Disturbance,

An interview with the Director of Nursing (DON,)
on 01/07/13 at 4,18 PM, revealed she was made
aware on 12/24/12 that sperm had been identified
in the urine of Resident #1 during an UA. She
stated her and the Administrator started an
investigation Immediately. She revaaled they had
interviewed staff and residents on the hall where
Resident #1 resides, .o

An Interview with the Administrator, on 01/07/13
at 4:15 PM, revealed the facility did not look at the
incident as abuse but a mix up in the laboratory
tests, The Adminisirator stated Resldent #1 was
Interviewed and she laughed and stated that she
thinks she would know If something fike that had
happened.

F 226 | 483.13(c) DEVELOPAMPLMENT

- 85=p | ABUSE/NEGLECT, ETC POLICIES

The facllity must develop and implement written
policles and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT s not met as evidenced
by:

Based on record review, interview and review of
the facility's policy/procadure, It was determined
the facilily falied to report an allegation lo the

F 226
F226

notified.

investigations,

1. The facility participated in the survey
that the state was notified of on
1/7/13. We did not send another
notice as they had already been

2. All residents benefit from the facility
notifying state agencies of

3. Nursing Administration staff and
Assistant Executive Director were
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F 226 | Gonlinued From page 3 F228)  inserviced on notifying the state
proper authorities. On 12/24/12, the facllity was agencies promptly when an
notifled, by an acute care hospital, that sperm investigation to include: ab
was found, during a urinalysls, In Resident #1's investigation to include: abuse,
urine. The facility did not report the allegation to neglect or misappropriation of funds
the appropriate stale agencies. has been initlated on 1/10/13 by the
Executive Director. Qur policy states
Findings include: that the Administrator, DON, or
According to the facility's “Abuse Policy”, no date, his/he'r desf]gne:e W'IE.nOt;fy state
the Administrator, Director of Nursing, or his/her agencies of an investigation.
des!gnee will prompt'y noﬂfy officlals In 4, The Executive Director and/ or Asst.
accordance with State laws and corporate ED will monitor weekly times 4 and
praclices. then monthly times 2 to ensure that
Arecord review ravealed Resident #1 was when an investigation of abuse,
admitted to the faclity on 06/02/07 with diagnoses neglect or misappropriation of funds
to Include Depression and Mental Disturbance. has been initiated, it is also reported
' to the state agencies. Results of the
An Interview with the Director of Nursing (DON,} audits will be brought to the QA
on 01/07/13 al 4:18 PM, revealed sge wag maged committee to determine the need for
aware on 12/24/12 that sperm had been identifie ; )
in the urine of Residenl #1 during an UA. She 5 fg;tr:eTeT;ng Oflng 1/15/13
stated her and the Administrator started an ' P v
investigation Immediately. She revealed they had
interviewed staff and resldents on the hall where
Resldent #1 resides.
A reviaw of the facliily's investigation, no date,
revealed there was no svidence {he facility had
notified the appropriate state agencles.
Interview with the Administrator, on 01/07/13 at
4:16 PM,, revealed they did not see the incident
as abuse and therefore, they did not report the
incldent to the proper officlals. The Administralor
slated the Acute Care Hospital had reported to
the facliity that they had notified the State agency.
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N 000,

N 105

INITIAL COMMENTS
4t AMENDED SOD

A complaint survey (KY #19562) was conducted
on 12/28/12 and reopened after supervisory
review on 01/07/13 to determine the facllity's
compliance with State requirements, KY#19562
was subslantiated with related deficlencies.

902 KAR 20:300-5(3) Section 5. Resldent
Behavior & Fac. Practice

{3) Staff treatment of residents, The facility shall
develop and Implement writlen policies and
procedures that prohibit mistreatment, neglect or
abuse of residents.

This requirement is not met as evidenced by:
Based on record review, interview and review of
the facility's policy/procedure, it was determined
the facllity falled to report an allegation to the
proper authoritles. On 12/24/12, the facility was
notifled, by an acule care hospital, that sperm
was found, during a urlnalysls, in Resldent #1's
urine, The facllity did not report the allegation to
the appropriate state agencies.

F'Indlngs include;

According to the facility's "Abuse Policy”, no date,
the Administrator, Director of Nursing, or histher
designee will promptly notify officials in
accordance with State laws and corporate
praclices,

Arecord review revealed Resident #1 was
admitted to the facllity on 06/02/07 with diagnoses
to Include Depression and Mental Disturbance.

An Interview with the Director of Nursing (DON,)

N 000

N 105

"The preparation and/or execution of
this plan of correction does not
constitute admission or agreement by
the provider of the truth of the facts
alleged or conclusion set forth in'the
statement of deficiencies. The planor
correction is prepared and/or executed
solely because it is required by the
provision of Federal and State Laws."

N 105

1. Resident #1 was interviewed at the
hospital by the clinical liaison and a
nurse at the hospital and the resident
denied any abuse on 12/24/12.

2. The social workers interviewed each
resident by 1/14/13 that had a BIMS
score of 0-7 to determine if residents
may have been abused. No
complaints were made,
Interviewable resident’s on the
hallway of Resident #1 were also
interviewed by the Executive Director
to determine if anyone voiced
concerns and no concerns were
voiced on 12/26/12. Non-
interviewable residents had skin
assessment performed by licensed
nurses from 12/29/12 to 1/5/13 to

. determine that no abuse had taken
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N 105 | Continued From page 1 N 105
on 01/07/13 al 4:18 PM, revealed she was mads place. No indications of abuse were
aware on 12/24/12 that sperm had been identified noted.
In the urine of Resident #1 during an UA, She 3. Nursing administration staff and
Staledi heli' and the Administrator starled an Assistant Executive Director were
; y to
interviewed staff and residents on the hall where
Resident #1 resides. ensu.re tha.t during an investigation
non-interviewable residents were to
Areview of the facility's Invastigation, no date, be included so the Investigation
- revealed there was no evidence the facility had would be complete( ex: interviews,
v notified the appropriate state agencles. assessments or other interventions
i deemed appropriate) and prevent any
Interview with the Administrator, on 01/07/13 at
4:16 PM,, revealed they did not see the incident potential further abuse on 1/10/13 by
as abuse and therefore, they did not report the the Executive Director.
Incldent to the proper officials, The Administrator 4. 10interviews per hallway will be
staled the Acute Care Hospital had reported to " conducted each week times 4 weeks
the facility that they had nofified the State agency, to ensure no abuse has occurred then
10 total monthly times 2. 10 skin
N 108, 902 KAR 20:300-5(3)(b} Section 5. Resident N 108 assessments of non-interviewable
Behavior & Fac. Practice residents per hallway will be
(3) Staff lreatment of residents. conducted each week times 4 weeks
(b} The facillty shall have evidence that all alteged to ensure no abuse has occurred then
violations are thoroughly Investigated, and shall 10 monthly times 2. Results of the
prevent further potential abuse while the audits will be discussed with the QA
investigation is In progress. committee to determine the need for
: further monitoring,
‘ 5. Completed by : 1/15/13
N 108
This requirament Is not metl as evidenced by,
Based on record review, Interview and review of 1. The facility particinated in th
the facllity's policy/procedure, It was determined e :ﬁ: st:t';aw:'f‘zt?ﬂ;g odon Y
the facllity failed to thoroughly investigate an s
allaged viotation and prevent furiher potential 1/7/13. We did not send another
abuse during the investigation for one resident
{#1), in the selected sample of five residents. On
12/24112, the facillty was notified, by an acule
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N 108

care hospital, that sperm was found, during a
urinalysis (UA), In Resident #1's urine. The facility
started an Investigation and interviewed the
interviewable residents but failed to implement
actions to try to Identify if any non-Interviewable
residents had been abused.

Findings Include:

A review of the facility's policy “Abuse and
Neglect”, no date, revealsd the Administrator,
Director of Nursing or designated representative
would complete an investigation of the' incident
Including a written summary of the findings no
later than tive working days after the reported
occurrence. The policy also stated interviews with
other residents who received care or services
from the alleged perpetrator would be conducted.

Arecord review revealed Rasident #1 was
admitted to the facility on 06/02/07 with diagnoses
to Include Depression and Mental Disturbance.

An interview with the Director of Nursing (DON,)
on 01/07/13 at 4:18 PM, revealed she was made
aware on 12/24/12 that sperm had been identified
in the urine of Resident #1 during an UA. She
stated her and the Administrator started an
investigation immediately. She revealed they had
interviewed staff and residents on the hall where
Resident #1 resides.

An interview with the Administrator, on 01/07/13
at 4:15 PM, revealed the facility did not look at the
incident as abuse but a mix up In the laboratory
tests. The Adminisirator stated Resident #1 was
interviewed and she taughed and stated that she
thinks she would know If something like that had
happened.

notice as they had already been
notified.

2. All residents benefit from the facility
notifying state agencies of
Investigations.

3. Nursing Administration staff and
Assistant Executive Director were
inserviced on notifying the state
agencies promptly when an
investigation to include: abuse,
neglect or misappropriation of funds
has been initiated on 1/10/13 by the
Executive Director. Our policy states
that the Administrator, DON, or
his/her designee will notify state
agencies of an investigation.

4. The Executive Director and/ or Asst.
ED will monitor weekly times 4 and
then monthly times 2 to ensure that
when an investigation of abuse,
neglect or misappropriation of funds
has been initiated, it is also reported
to the state agencies. Resuits of the
audits will be brought to the QA
committee to determine the need for
further monitoring.

5. Completed by ;

o N FORM APPROVED
Ofilce of Inspector General
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERIGLIA %2} MULTIPLE (X3) DATE SURVEY
AND PLAN OF CORREGTION ! [DENTIFICATION NUMBER: 123 MULTIPLE CONSTRUCTION COMPLETED
A BUILBING .
B. WiNG
100310 01/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
O .
PARKVIEW NURSING & REHABILITATION GEN | A% LONE OAKRD. |
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES [+] PROVIDER'S PLAN OF CORREGTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Continued From page 2 N 108

1/15/13

STATE FORM -

Hn

sQyornt

Ifeontinuation sheat 3 of 3




