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“The preparation and/or exscution of this
F 000 | INITIAL COMMENTS F 000 plan of correction does not constitute
admission or agreement by the provider of
he truth of the facts alleged clusio
An Abbreviated Survey invastigating Complaints : e:h rth |: th: s;m:‘:: uf::;;:n::’_"
KY#22736 and KY#22759 was conducted on The plan or comrection Is prepared and for
01/27/15 through 02/05/15. Complaints executed solely becousa it s required by
KY#22736 and KY#22759 were substantiated law the provision of Fedaral and Stata
with deficiencies cited at the highest scope and laws.*
severity of a "D",
F 225 [ 483.13(c)(1){ii)-{i), (c}{2) - (4) F 225
$8=D | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS 1. Resident #1 had a skin assessment
completed by the nurse on
The facility must nat employ individuals who have 1/21/15 with no skin abnormalitles
belen found “':;V of abusing, "99':;“”"9' - noted. Resident #2 had a skin
mistreating restdents by a court of law; or have
had a finding entered into the State nurse aide assessment completed on 1/23/15
registry concerning abuse, neglact, mistreatment by the physician and determined
of residents or misappropriation of their properly; that no rape had occurred.
and report any knowledge it has of actions by Restdent #2 went home on
court of law against an employes, which would 1/24/15 as previously planned.
Indicate unfitnass for service as a nurse aida or
other facility staff to the State nurse aida registry 2. Residents with a BIMs scare of less
e LR L than 8 had skin assessments
The facility must ensure that all alleged violations completed on them by 2/24/15 by
involving mistreatment, neglect, or abuse, nurses to determine no abuse had
including injuries of unknown source and occurred, Interviews were
Pisappmplrlallon of l:sild?nt propefrty ag c1}"el:pr.1mad conducted by the social warkers
mmediataly to the administrator of the ity and
to other officials in accordance with State law with resldents who had a BiMs
through established procedures (including to the score of 8-15 to ensure no abuse
State survey and certification agancy). had taken place by 2/25/15.
The facility must have evidence that all allsged 3. Staff were Inserviced by the SDC
violations are tharoughly investigated, and must on 2/27/15 to ensure a thorough
prevent further potantial abuse while the investigation Is completed with any
investigation s in progress. allegation of abuse to include
The resuits of all Investigations must be reparted indepth intesviews and skin
TIMLE {0) DATE

2-37-/3

Any deficlancy statement ending with an aslesfak ()l denatas a deficiency which the institulion may bo excused from comrecting providing it {s detemvined that

other safeguards provide aufficlant protaction

tha patlants. (Sea Instructions.) Excapt for nursing homas,
foliowiny the date of survey whether ar nol a plan of correction is provided. For nursing homes, the above

days following the date these documents are made available to the facility. H deficlencles are cited, an approved plan of comection Is requisite to continuad
program participation.

the findings stalad above ars disclosabla 90 days
findings and plans of comrection are disclosable 14
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to the administrator or his designated
representative and to other officials In accordance
with State law (including to the State survey and
cartification agency) within 5 working days of the
Incident, and if the alleged viclation Is verifiad
appropriate corrective action must be {aken.

This REQUIREMENT is not met as evidenced
by:

Based on Intarview, record review, and raviaw of
the facility's investigation and "Abuse, Neglect, or
Misappropriation of Resident Property” policy, it
was delarmined the facility failed to conduct a
thorough abuse Investigation to include skin
assessments of non-interviewabls residents and
interviews with Interviewable residants located In
the vicinity of the rasident's rooms for two (2) of
nine (9) sampled residents (Resident #1 and
Resident #2).

On 01/21/15, Resident #1 alleged afier staff have
gone homa and the staff puts them to bed at
night an older man with a beard comes in the
room at night and fondles them.” On 01/23/15,
Residant #2 made a allegation that he/she had
been raped. The facliity was made aware of the
allegations of rape; howsver, the facility failed to
assess residents who were unable to speak for
themselves and interview interviewabla rasidents
whose rooms were located on wings that were in
tha vicinity of the resident's rooms,

The findings include:
Reviaw of the facllity's policy and procedure titled,

“Abuse and/or Neglact Investigation”, not daled,
revealed residents had the right to live at ease in
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F 225 Continued From page 1 F 225

assessments In the vicinity of
where any allegation is made. The
facility has also added this
information to thelr orientation
with new hires. Any associate who
does not attend the Inservice will
have a copy of the inservice malled
to them and a signed
acknowledgement sent back to the
facility for verificatlon of
understanding.

5 Skin assessments will be
completed on each wing weekly
times 4 weeks then monthly times
2 months with residents of BIMS
scores of less than 8 to ensure any
allegatlons of abuse have been
reported. 2 Intervlews on each
wing will be conducted weekly
times4 weeks then monthly times
2 with residents of a BIMS of 8-15
to ensure any allegations of abuse
have been reported. Results of the
audits will be reviewed at the QA
committee meeting to determine
the need for further monitoring.

2
Date completed: 3/2/15 "/2 /] s’
Frmr
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a safe environment without the fear of retaliation
when suspected abuse and or/neglect was
reported. All reports of abuse will he promptly
and thoroughly investigated and shall remaln
confidential.

1. Record review revealed the faclity admittad
Resident #1 on 01/09/15 with diagnoses which
included Encsphalopathy, Esophageal Reflux,
Psychosis, Hypertension, and Chronic Ischemic
Heart Disease, Review of Admission Data Set
{MDS) assassmant, dated 01/16/15, revealed the
facility assessed Resldent #1's cognition as
modarately impaired with a Brief lnterview of
Mental Status (BIMS) score of thirtaen (13),
which indicated the resident was interviawable.

Review of the facility's Investigation, conducted
on 01/21/15, revealed Resident #1 voicad a
complaint that “after slaff ave gone home and the
staff puts them to bed at night an older man with
a beard comes In tha room at night and fondles
them.” Soclal Services conducted interviews with
aight (B) interviewable residents relatad to
whethar they wara aware of anyone being abused
or if thay were abused and skin audits ware
conducted on fourteen (14) non-intarviewable
residents for signs and symptoms of abuse. All
the residents resided on wing 100 where
Resident #1's room was located, The total census
far wing 100 was 22. There was no evidence
interviews and skin audits were conducted on
residents on the adjacent wings.

2. Record review revealed the facility admitled
Resident #2 on 12/20/14 with diagnasas which
included Diverticulitis, Hypertensidn, Dementia
without Behaviors, Dehydration, Headache and
Adult Fallure lo Thrive. Review of the Admission

F 225
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MDS assessment, dated 01/04/15, revealed tha
facllity assessed Resident #2's cognition as
severely impaired with a Brief Interview of Mantal
Status (BIMS) scare of 2, which indicated the
residant was not interviewable.

Review of the facility's Investigation, conducted
on 01/2315 ravealed an allegation of rape. Social
Services conductad Interviews with (9)
interviewable residents refated to whether they
were aware of any residents being abused orif
they had been abused and skin audils were
completad on fourteen {14) non-interviewabla
residents for signs and symptoms of abuse. All
the residants rasided on Wing 100 where
Resldent #2's room was located, The tolal census
for wing 100 was 23. There was no evidence
interviews and skin audits were conductsd on
residents on the adjacent wings,

Interview with Certified Nurse Alde #11 (CNA), on
01/28/15 at 8:56 AM, revealed he/she was the
only caregiver on Wing 100 throughout the 14
PM-7 AM shift, but at times throughout the night
shift he/she would have to go over to Wing 300 to
relleve CNA #4 for hissher lunch break and also to
ask the CNA for assistanca with a resident who
was care planned for no male providers.

Interview with CNA #4, on 01/28/15 at 9:24 AM,
revealed CNA #11 comes over to Wing 300
sevaral times throughout the night to ask for
assistance with a femala resident that was cara
planned to have no male providers. CNA #4
staled CNA #11 also comes over to Wing 300 to
relieve her for her thirty (30) minute lunch break
each nighl. She stated we work together to cover
for each other on both wings.
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Interview with Licansed Practical Nurse #1 (LPN),
on 01/27/15 at 2:08 PM, revealed skin audils
ware anly completed on the non-intarviewable
residents an Wing 100, where the allegations
were made and no skin audits were completed
any whera else in the building. She further
revealed there was no set number of skin audits
to be completed during a investigation.

Interview with Licensed Social Warker (LSW), on *
01/27/15 at 2:31 PM, ravealed she interviewed

the residants in the allegation and all

interviewable residents on Wing 100. She stated
she was not aware she needed o interview any
other residents in the facility,

Interview with the Diractor of Nuraing (DON), on
01728115 at 1:34 PM, ravealed she falt lika the
facility had conducted a thorough Investigation
and protected the residents. The DON statad
there was no set number of how many skin audits
or interviews were to be completad during an
investigation, The DON revealed skin audits
were conducted weekly on all residents and if
there had been something it would have been
brought to out attentlon at the moming meating.
The DON stated there were skin audits
completed that very day on residents throughout
the facility with no concemns identifled, although
they were not a part of our official investigation.

Interview with the Administrator, on 01/29/15 at
11:20 AM, revealed there were no skin
assessmants or interviews regarding abuse and
neglect conducted on any other residents except
for where the allegation was alleged to hava
oceurrad.

F 226 | 483.13(c) DEVELOPAMPLMENT F 226

FORM CMS-2567(02-99) Previous Versions Obsolele Event 1D: 583511 Facility ID: 100310 It continuation shest Page 5 of 13



PRINTED: 02/18/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPUERICLIA (£2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AT COMPLETED
c
185171 B.WING 02/05/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
URSING LITATION " 544 LONE OAK RD.
PARKVIEW NURSING & REHABILITATION CENTE PADUCAH, KY 42003
gD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
A5 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 5 F 226
§$=D | ABUSE/NEGLECT, ETC POLICIES 1. Resident #1 had a skin
S : dimol assessment completed by
@ facility must develop and implement written nurse on 1/21/15 with
policies and procedures that prohibit i kin ab Uallies
mistreatment, neglect, and abuse of residants na skin abnorm ’
and misapproprniation of resident proparty. Resident #2 had a skin
assessment completed on
1/23/15 by the physiclan
This REQUIREMENT Is not met as evidencad Gt S LS
by: had occurred. Resident
Based on Interview, record review, and review of #2 went home on 1/24/15
Ihe facility's investigation and "Abusa, Neglect, or as previously planned.
Misappropriation of Resident Property” policy, it
was detannined the facility failed to follow their 2. Resldents with a BIMS
facllity policy to conduct a thorough abuse score of less than 8 had
investigation to include skin assessmeants of skin asses:
non-intarviewable rasidents and interviews with let ;mer::‘s b
interviewable residents located on the wings bl DL L
adjacent to where the residents rooms were 2/24/15 to determine no
located for two (2} of nine {9} sampled residents abuse had occurred.
(Resident #1 and Resldant #2). Interviews were
0
On 01121115, Resident #1 reported to a therapist °°"i"“°di t:' thfds clal
"After staff put them lo bed and tha staff had ALl LU
gona home, an older man with a beard comes in who had a BIMS score of
the room at night and fondles them®. In addition, 8-15 to ensure no abuse
on 01/23/15, Resident #2 made a allegation that had occurred by 2/25/15.
hae/she had besn raped. The Administrator was
made awara of the allegations on the same days 3. Staff were inserviced by the
the allegations wara made, however, the facility SDC on 2/27/15 to ensure a
failed to conduct a thorough invastigation of each thorou h,In\festI atlon Is
allegation per the facility's policy. The facllity roug . 8 )
failed to assess residents who were unable to completed with any allegation
speak for themselves and interview interviewable of abuse to include indepth
residents on the wings located adjacent to the Interviews and skin
residents reoms. assessments in the vicinlty of
The findings include: where any allegatlion is
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made. The facility has also
.I'Review of the facllity's policy and precedure titled, added this information to their
'‘Abuse andu‘f:r Neglect Invegtlgatlon , not dated, orientation with new hires.
revealed residents had the right to live at sase in , ho d t
a safe environment without the fear of retaliation Any assoclate who does no
when suspected abuse and or/neglect was attend with inservice will have
reported. All reports of abuse will be promptly a copy of the Inservice mailed
and thoroughty Investigated and shall remain to them and a signed
Ll acknowledgement sent back
1. Record review revealed the fadility admitted to the facllity for verification
Resident #1 on 01/09/15 with dlagnoses which of understanding.
included Encephalopathy, Esophageal Reflux,
Psychosis, Hypertension, and Chronic Ischemic 4. 5 skin assessments will be
Heart Disease, Review of Admission Data Sat completed on each wing
(MDS} assessment, dated 01/18/15, revealed the weekly times 4 weeks then
facliity assessed Residant #1's cognition as
moderately impaired with a Brief Interview of mo':h"’ ﬂr;' es -‘::;th s
Mental Status (BIMS) scare of thirteen (13), residents of a BIMS score of 8-
which indicated the resident was Interviewable. 15 to ensure there are no
signs of abuse. 2 interviews
Review of the facility's investigation, conductad on each wing will be
on 01/21/15, rsvealed Resident #1 voiced a conducted weekly times 4
complaint that “after we are gone home and the hiv ti
staff puts them to bed at night an older man with weeks then monthly times 2
a beard comes in the room at night and fondles with residents of BIMS score
them.” Social Services conductsd interviews with of lass than 8 to ensure any
°'r9‘“:h(3)t';1“5"’iewab‘9 resldfents rE'albadl to bused allegation of abuse have been
whether they were aware of anyone being abuse
or if they were abused and skin audits were e e L AL
conducted on fourteen {14) non-interviewable will be reviewed at th? QA
residents for signs and symploms of abuse. All committee to determine the
the residents resided on wing 100, The total need for further monitoring.
census for wing 100 was 22, .There was no 3
evidence the facility interviewed interviewable 5. Completed by: 3/2/15 /3//5
residents and conducted skin assessments on Ly
non-interviewabls residents on adjacent wings as
part of their investigation.
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2. Record review revealed the facility admitied
Resident #2 on 12/20M14 with diagnoses which
included Diverticulitis, Hypertension, Dementia
without Behaviors, Dehydralion, Headache and
Adult Failure to Thrive. Review of the Admission
MDS assessment, dated 01/04/15, revealad the
facility assessed Resldent #2's cognition as
saversly impaired with a Brief Interview of Mental
Status (BIMS) score of 2, which Indicated the
rasidant was not intarviewabis.

Review of the facility's Investigation, conducted
on 01/23/15 revealed an allegation of rape. Social
Services conducted intarviews with (8)
interviewable residents related to if they were
aware of any residents abused or if they had
been abused and skin audits were completed on
fourteen (14) non-interviewable residents for
signs and symptoms of abuse. All the residents
rasided on Wing 100. The total census for wing
100 was 23. There was no evidence the factlity
interviewed interviewabla residents and
conducted skin assessments on
non-interviewable residents on adjacent wings as
part of thair investigation

interview with Certified Nurse Aide #11 (CNA), on
01/28/15 at 8:56 AM, revealad he/she was the
only care giver on Wing 100 throughout the 11
PM-7 AM shift, but at imes throughout the night
shift he/she would have to go over to Wing 300 to
relieve CNA #4 for hiafher lunch break and also to
ask tha CNA for her help to assist one female
resident with care.

interview with CNA #4, on 01/28/15 at 9:24 AM,
ravealed CNA #11 comes over to Wing 300
several times throughout the night to ask for
assistancs wilh a female resident that is care
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planned to have no male praviders. GNA #4
stated CNA #11 also comes over to Wing 300 to
relleva her for her thirty (30) minute lunch break
each night. CNA #4 stated "we work together to
cover for each other on both wings",

Interview with Licensed Practical Nurse #1 (LPN),
on 01/27/185 at 2:09 PM, revealad skin audits
were only completed on the non-interviewable
residents on wing (1) one, where the allegation
was made and no skin audits wera complated
any where else in the building. She further
revealad thare was no set number of skin audits
1o ba completed during a investigation.

Interview with Licensed Social Worker {LSW), on
01/27/15 at 2:31 PM, ravealad she interviewad
the residents in the allegation and afl
interviewabla residents on wing (1) one. She
stated she was not aware she needed to
interview any other residents in the facility.

Interview with the Diractor of Nursing {DON), on
01/29/15 at 1:34 PM, revealed she falt like the
facility had followed the facility's policy and
conducted a thorough investigation and protected
the residents. The DON stated there was no set
number of how many skin audits or interviews
wera o be completed during an investigation,
The DON revealed skin audits were conducted
weekly on all residents and If there had been
something it would have been brought to out
attention at the morning meeting. The DON
stated there were skin audits complated that very
day on residents throughout the facility with no
concerns identified, although they were not a part
of our official invastigation.

483.20(k){3)(l) SERVICES PROVIDED MEET

F 228

F 281
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$8=D | PROFESSIONAL STANDARDS
The services provided or arranged by the facility
must meet professional standards of quality.
1. Resident #4 was held
NPO after midnight of
Ihls REQUIREMENT is not met as evidenced 1/2/15 and sent for surgery
¥ ,
Based on Interview, record raview, and review of that day per physician’s
the Kantucky Advisory Opinion Statement #14, it orders.
was determinad the facllity failed to ensure the
services provided or arranged by the facility must 2. A 30 day look back audit
maat professional standards of quallty related to was completed by Licensed
the facllity's failure to clarify whether a resident nurses for all residents who
needed to be nothing by mouth (NPQ) prior to were scheduled for surgery
surgery, for one (1) of 2 {nine) sampled residents from 1/24/15 to 2/24/15 to
(Residant #4),
ensure the resident was
Tha findings Include: held NPO If required for
surgery per physiclan’s
Review of the Kentucky Advisory Opinion orders.
Statement (AOS) #14, revised 10/2010, revealad
KRSt;;imgﬁ) deri‘jnes "reglst?rec?s nursl?r? 3. Education was provided
practice” as the performance of acts requiring
substantial specialized knowledge, judgement, to licensed nurses by the
and nursing skill based upon the principles of SDC to ensure services
psychological, biological, physical, and social provided to residents meet
sclances in the application of the nursing process professional standards
gﬁ‘gﬁgé’)’:‘: "95’?'?“'— RE;"'BW;I’ KiRS including identifying
5 efines "licensed practical nurse” as
the performance of acts requiring knowledge and residents scheduled for ,
skill such as are taught or acquired In approved surgery following physician’s
schools for practical nursing in the observing and orders if NPQ is required
caring for the resldent. and clarifying any orders if
SR led the faclity admitied needed on 2/27/15. This
ecord review revea o facllity admitte
Resident #4 on 11/01/14 with diagnoses which information was also added
included Chronlc Kidney Dissase, Gout, to our general orientation
Dementta, Hyperiension, Dementia, Diabetes
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Meliitus, Lipoprotein deficiencies, Vitamin D
deficiency, and Anemia.

Review of a facsimile, dated 12/16/14, revealed
the resident was scheduled for surgery on
12/22114 and the surgeon was requesting &
surgical clearance by the resident’s attending
physician,

Raview of a physician's order, dated 12/118/14
and written by the resident's attending physictan,
revealéd the resident was cleared for surgery and
it was okay to glve medicatlons prior to going to
the hospital the morning of the surgery.

Interview with Licensed Practical Nurse {LPN) #4,
on 02/03/15 at 8:25 PM, revealed she worked the
evening of 12/21/14 and did not recail a
physician's order for the resident lo ba NPO. She
statad Resident #4's daughter had brought
paperwork to the facility (unsure of date) showing
where ha/she was evaluated for surgery, and the
paperwork was placed in the resident's charl.
LPN #4 revealed the paperwork included a list,
which included a check-off for pre-surgery prep;
however, further record reviaw revealed there
was no pre-surgery prep chack off fistin the
record,

Review of Physician's Orders, dated
12H18/14-12/22114, revealed there was no
avidence of a physician's ordar written for NPOQ
status for the day of surgery and no evidence
licensed staff clarified with tha physician whether
the resident needed to ba NPO for the surgery.

Intarview with LPN #5, on 02/03/15 at 4:15 PM,
revealed the resident's breakfast tray was sent
out the morning of the scheduled surgery. LPN

nurse not in attendance will
have a copy of the inservice
mailed to them with a
signed acknowledgement to
be returned ta the facility
for verification of
understanding.

4, Weekly audits wlll be
completed by the Unit
Managers for 4 weeks to
ensure anyone jdentifted for
surgery is kept NPO the
night before per physician’s
orders or Is clarifled if no
order is written and then
monthly times 2 months.
Results of the audits will be
presented to the QA
committee to determine the
need for further monitoring,

5. Completed by : 3/2/15
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#5 stated the Certified Nurse Alde (CNA) passed
the tray and the resident was supposed to ba
NPO for a shunt revision. She revealedifa
residant was to ba NPOQ for any procedure, it was
tha final responsibility of the Charge Nurse on the
floor, not the CNA, to ensure the resident did not
recelve a tray.

Interview with CNA #12, on 02/04/15 at 3:05 PM,
revealed the facllity's procadure when a residant
was NPO at that time was for the nurse to put a
sign on the resident's bedside table showing the
staff that the resident was to receive “no fluids
after midnight", as well as communicate this
information through shift report. She stated she
did not recall any procedure being discussed for
12/22114 and there was no sign posted so the
resident's breakfast tray was served.

Further intarview with LPN #4, on 02/03/15 at
6:25 PM, revealed when she came In to work at
2:30 PM on 12/22/14 for the 3:00 PM - 11:00 PM
shift, she was told the CNA from day shift was not
aware the resident was supposed to be NPQ and
had given the resident a meal tray at 8:00 AM that
marning, 8o the procedure had to be

rascheduled.

Reviaw of the Physician's Order, dated 12/22/14,
revealed an order for surgery on 01/02/15 al 8:30
AM at the local hospital: Shunt revision. NPO on
01/01/15 at midnight. No water, mints or gum.
May have Atenolol the morning of 01/02/15 with
small sips of water. No make-up, perfumaes, or
body lotion. Bring list of routine meds and a copy
of Advanced Directive, Living Will, or Power of
Aftornay.

Interview with the Directar of Nursing (DON), on
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021/04/15 at 4:30 PM, revesled there should have
baen a phona order for the resident to be NPO,
and the information communicated with dietary,
family, staff, and supervisor, so the resident
would have been NPQ the day of the surgery.
The DON stated the physician did not write the
order for the resident to ba NPO and the licensed
staff were not aware of what kind of procedure
the resident was having to alert them to call the
physician to clarfy if the resident needed to be
NPO or not.
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