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The facility must not employ individuals who have
been found gullty 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 reporl any knowledge it hes of actions by a
court of [aw against an employee, which would
indicata unfitness for service as a nurse aide or
other facility staff to the State hurse aide registry
or licensing authorities.

The facility must ensure that all alleged viclations
invalving 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 officlals in accordance with State law
through established procedures (Including to the

| Stats survey and certification agency).

The facility must have evidence thet all alleged
violatlions are theroughly investigated, and must
prevent further potential abuse while the
investigation s In progress.

provision of quality of care and
safety of the residents. The plan
of correction is submitted as a
written allegation of compliance.
Parkview Nursing and
Rehabilitation Center’s response
to this Statement of Deficlencies
and Plan of Correctlon does not
denote agreerment with the
statement of deficiencies, nor
does It constitute an admission
that any deficiency Is accurate,
Further, Parkview Nursing and
Rehabilitation Center reserves

the right to submit documentation

to refute any of the stated
deficiencies on this statement

of deficiencies through informal
dispute resolution, formal appeal,
and/or any other administrative
or legal proceedings.
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Parkview Nursing and
An abbreviated standard survay {(KY23777) was Rehabilitation Center
conducted in conjunction with a standard survey Acknowled iot of the
on 09/01-03/15. Afier supervisory review, the S: t ° t gisDre; e. P i d
investigation was reopened on 10/07/46 and USSR R e e
concluded on 10/08/15. The complaint was Proposes this plan of correction,
substantiated with deficient practice identifled at to the extent that the summary of
- ;2;":;?'-} B K2 -] e findings Is factually correctand  °
.13(c -{ii), (c)(2) - .
cs<p | INVESTIGATE/REPORT in order to maintain compliance
ALLEGATIONS/INDIVIDUALS with applicable rules and

ABORATHRY DIRECTOR'$OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

L )
Any ét\w statement ending with an astariak (*) denctes a deficiency which the Instliuton mey be excusad from cormrecting providing It Is daterminad that

other safeguards provide sufficiont protection to the patiania . (See instructions,) Except for nuraing homes, the findings stalod above are disclosabie 80 daya

following the date of aurvey whether or not a plan of correction ia provided. For nursing homes, the abave findings and plans of correslion aro disclosabie 14

TITLE

daya following the date these documanis are made available (o the fecility. Hf deficiencies are cited, an approved plan of comecton ia requisite to continued
program participation,
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The resulis of afl investigations must be reported
to the administrator or his designated
representative and 1o other officials in accordance
with State law (including to the State survey and
certification agency) within & working days of the
incident, and if the alleged viclation is verifled
appropriate corrective action must ba taken,

This REQUIREMENT s not met as evidenced
by: .

Based on Interview and record review it was
determined the facility failed to have evidence
that all alleged violations of abuse ware
thoroughly investigated for one (1) of twenty-four
(24) sampled residents {Resident #22), An
employee alleged another amployee verbally
abused Resident #22 on 07/27/14 and recorded
the alleged abuse audio on a cell phone. Thers
was no evidence the facility conducted a thoreugh
Investigation and there was no evidence of the
audio recording or interviews with the withess or
the alleged perpetrator.

The findings inciude;

A review of the facility polloy titled "Resident
Abuse," with a revision date of 01/01/12, revealed
during an investigation statements from the
victim, the suspeci(s), and all possible witnesses,
inciuding all other employees in the vicinity of the
alleged abusa, were to be taken, Further review
of the policy revealed all physical avidance was to
be secured and a detailed report prepared.

An Interview conducted with Licensed Practical
Nurse (LPN) #4 on 10/07115 at 1:30 PM, and a
review of LPN #4's written statement ravealed

4. For the next 3 months the
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1. Resident #22 was discharged
from the facility several
months prior to the notification
by surveyors of the deficient
practice.

2. All residents have the potential.
to be affected by the deficient
practice. On10/27/15, the
facility Administrator reviewed
facility investigation files dated
5/4/15 to 10/15/15 to ensure
they were thoroughly
investigated. All were
complete.

3. On 10/27/15, the Director of
Nursing and the Assistant
Director of Nursing were
reeducated by the
Administrator on the facility
policy and procedure for abuse
that included thorough abuse
investigations and on F225,

Administrator will review each
facility investigation prior to
notification to OIG of the
results to ensure the
investigation was thorough,
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that on 07/29/14 at 2:20 PM, she was
approached by State Registered Nursa Aide
(SRNA) #1 and was Informed that SRNA #1 had
{alked to unnamed nurses about how SRNA #2
falked to Resident #22. According fo.LPN #4,
SRNA#1 had a recording on her cell phone that
sounded like SRINA #2 saying, "I'm tired of this
s—", “This is a freaking mess," " You're anly
getting a sheet and pad; that's it,” "I've already
been In here today and I'm not coming back."
According to LPN #4, the word "freaking” was
heard repeated several times on the audio
recording. Further interview with LPN #4
revealad she immediately repoited the allsgation
to the Diractor of Nursing and the Administrator.

A closed record raview for Resident #22 including
, | the facliity investigation of the incident dated
07/29/14, revealed no evidence of a recording or
any witness statement Including the resident,
SRNA #1 wha witnessed the incident, and SRNA
#2 who was the afleged perpetrator.

A An interview conducted with the Director of
Nursing (DON) on 10/07H5 at 1:40 PM, revesled
she was notified of the allegation on 07/28/14 and
removed SRNA #2 from care and started an
investigation. According to the DON, SRNA #1
had a racording on her cell phone of the alleged
incident, The DON stated that she and the
Administrator listened to the recording, but was
unable to “make anything out." According to the
DON, she interviewed SRNA #1 and SRNA #2 but
was not aware of where the witness siatements
or interview notes were. Further interview
rovealed Resident #22 was Interviewed by the
facility social worker and had no knowledge of the
incident. According to the DON, the allegation
was determined to be a personal conflict between

F 225

Any discrepancy will be
addressed immediately. Any
trend will be reported monthly
to the QA committee for
development of an action plan
if needed.
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SRNAs #1 and #2 and abuse of Resident #22
could not be substantiated,

An interview conducted on 10/0815 at 10:30 AM,
with the formar Social Services Worker (SSW)
who conductad the interview with Rasident #22
revealed tha SSW had interviswsad Resident #22
regarding the incident and had documented notes
regarding the Investigation. According lo the
SSW, she did not recall Resldent #22 having any
cancerns with SRNA #2 or the incident.

An intsrview conducted with SRNA #2 on
10/07/15 at 3:45 PM, revealed she was
suspended because she was accused of talking
hatefu! to Resident #22. Further interview
conducted with SRNA #2 revealed she denied
verbally abusing Resident #22 and was allowed {0
retum to work when the investigation was
completed,

An interview conducted with the Administrater on
10/07/156 at 2:00 PM. revealed the sllegation
regarding Resident #22 was reported to her on
0729/14 and an investigation was initiated,
According to the Administrator, she listanad to the
recording provided by SRNA #1, but could not
"make aut" any clear abuse ar identify any
resident or employee. Accarding fo the
Adminiatrator, she did not pblain a copy of the
recarding or attempt fo preserve the recording.
According to the Administrator, statements were
abtalned from SRNA #1, SRNA#2, and Residant
#22 as a part of the investigation, However, the
Administrator was not awsre of where the
statements were.
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