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F 000 | INITIAL COMMENTS F 000 _
Parkview Nursing and
-Amended- Rehabilitation Center
An abbreviated standard survey (KY24123, Acknowledges receipt of the
KY24133) was inltiated an 12/08/15 and Statement of Deflclencies and
concluded on 12/14/15. KY24123 was Proposes this plan of correction,
unsubstantialed with no deficient practice to the extent that the summary of
identified. KY24133 was unsubstantiated; vdings- ) A S
1T | Rowever, relaied deficient praclice was dentified B _ﬂ.ndlng-s s factually corregt—and
at'D' lavel. in order to maintain compliance
F 157 | 483.10(b){11) NOTIFY OF CHANGES F1s7|  with applicable rules and
§§=0 | (INJURY/DECLINE/ROOM, ETC) provision of quality of care and

A faclity must immediately inform the resident:
consult with the resident's physictan; and if
known, notify the resident's legal reprasentative
or an interested family member when thare Is an
accident involving the resident which results in
injury and has the polential for requiring physician
intervention; a significant change in the residant's
physleal, mental, or psychosocial status (ie., a
deterioration in health, mental, or psychosocial
status in oither life threatening conditions or
clinical complicatfons); a need to alter treatment
significantly {i.e,, & need {o discontinue an
existing form of treatment due o adverse
consequences, or to commence a new form of
treatment); or a declsion to transfer or discharge
tha resident from the facility as specified in
§483.12(a).

The facility must alse promptly notify the resident
and, if known, the resident’s legal represantative

1 or Inferested family member when thera is a

change In room or roommate assignment as
specified in §483.15(a){2); or a changs in
resident rights undser Federsal or Stata law or
regulations as specifiad In paragraph (b){1) of

safety of the residents. The plan
of correction Is submitted as a
written allegation of compliance,
Parkview Nursing and
Rehabilitation Center's response
ta this Statement of Deficiencles
and Plan of Correction does not
denote agreement with the
statement of deficiencles, 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
deficlencies on this statement
of deficiencies through informal
dispute resolution, formal appeal,
and/ar any other administrative
ar legal proceedings.

LABOHm OWEWSUPHIER REPRESENTATIVE'S SIGNATURE

-

Any deficienty stetement nding with an astarisk (") denoles @ daficie
* sefeguards provide sufficlent protaction to the palisnte . (Sea in:
#ing the date of survey whether or nata plan of correction I3 pro

days following he date thase documents are made avallable to the facility. If deficiencies are

program participation.

sliuctions.) Excapl fer nursing homes,
vided. For nuraing homes,

[X8) DATE

A3 J /6

ney which the inatltution may ba excused from corracting providing it is determined thal
the findinga atated above are disclosable 90 daya
tha above findings and plans of correction are disclosable 14
chad, an approved plan of comection la requisiie to continuad
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F 157 : ~  {12/23/15
F 167 | Continued From page 1 F 157
this sectian, . .
1. On 8/5/15, Resident #14 was
The facllity must record and periodically update noted by the nurse to have
the address and phone number of the resident's draina
legal representative or interestad family member. nage from t.:o]ostomy, &
tube, and emesis of the same
consistency as the drainage.
, . . The facility Nurse Practiioner
|——— —';';ljs REQUIREMENT-I5"not'miat as evidencad was notified and ey aluated
Based on intarview, record review, and a raview Resident #14, Orders were
of he facility policy it was datermined the facility received to send Resident #14
failed to consult with the resident's physician to the lo .
when a change in the resident's condition evfll it cal l}osp ital t:or
occurred for one (1) of fourteen (14) sampled udion o the drainage,
residents (Resident #14). Interviews conducted Resident #14 was subsequently
with facility staff on 12/10/15, revesled Resident admitted to the hospital with
#14's skin surrounding histhar colostomy (a —ha . \ C
surgically produced extarior opening, with a bag g;agnoses of neutropenia, '!
attached to collect fecal waste from the body) arthea, and colon cancer, |
was observed to be red and excoriated on Resident #14 never retumed to'
08/02/15, Further Interview revealad 3s a result the facility .
of the resident’s red/excoriated skin, the 9 e .
colostomy bag was unable to be properly 2. All residents have the potential
attached around the resident's colostomy site, to be affected by the deficient
and as a msult the resident's colostemy bag practice, Current residents
leaked fecal matter onto the residents :
red/excoriated skin. interviews and record received 2 head to toe .
reviews revealed staff failed fo notify Resident assessment by the Nurse Unit |
#14's physician of ths change In the resident's Manager by 12/16/15. Nothing:
condition until 08/05/15 (three days after the the primary physician ;
change was Identified). Resident #14 was alre{:dy aw);li wa st
transferrad to the hospital on 08/06/15 as a resuit . . as
of "skin breakdown" around histher colostomy Idennﬁcd_. By 12121115, the
shte. Nurse Unit Managers had
reviewed the last 30 days of
lude; s \
The findings Include current residents’ me dical
Review of the facility policy titled "Ghange in Iecords looking for a change in
FORM CMS-2567(02-89) Pravious Versions Obsolate Event |D:9T7111 Feclily ID: 100539 If continuation sheet Faga 2 of 6
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status that included
F 167 :on:lnuidc Frc::; paged 2tad — o F1s7 accident/incidents, & need to
esidsnt Condition," da: , leveala L
clinical nursing staff was required to recognize, alter tre.atmcnt,. a mg,mﬁcant
appropriatsty intervene, and notify the residents chang? 1 a resident’s .
physiclan when a change In a resident's condition condition, or a resident transfer,
occurred, 1o ensure the primary physician

Review of the medical record for Residant #14
revealed the facllity admitted the residant on
11110M 4‘With'dli§n03€£’®hlﬁﬂ‘ﬁ‘i‘clﬂdﬁ'Hiﬂ?:ir')'r‘of
Colon Cancer with attzntion to Colostomy and
Anemiza, Review of the resident's quarerly
Minimum Data Set Assessment (MDS) dated
05/17/15 revealad the resident required extensive
assistance of two staff members for bed maobility
and toilsting. Staff assessed the fesident to be
interviewable with a Brief Interview for Menta)
Status (BIMS) score of 15,

The resident was no longer at the facility and was
unable to be observed or interviewed.

Interview with State Registered Nurse Alde
(SRNA) #8 on 12/10115 at 2:15 PM rovesled she
had provided care to Resident #14 on 08/02/18
and had chserved that the resident's colostomy
bag was “leaking" and the resident's skin
sunounding the residant’s cologtomy site was red
and excoriated, The SRNA stated she reporied
the change in the resident's condition to a nurse
as required but was unable to racall to whom sha
reported.

Interview with Licensed Practical Nurse (LPN) #8
on 12/10/15 at 3:05 PM revealed she had
obssrved Resident #14's skin surrounding hlis/her
colostomy site to bs red and "scalding” in
appearance on 08/02/15. The LPN statad sha
had not abserved and was not aware that the
resident's colostomy bag was feaking on

Was aware of any changes jn ;
residents’ condition. Nothing _
" the primary physician was not
already aware of wag :
identified 5
3. A By 12/22/15, the Assistant |
Director of Clinjcal Services
had reeducated Licensed
Nurses and Nursing Assistants
on regulation F 157, the
Tacility’s policy and procedure
for notification of the primary
Physician on a resident’s
change in condition, and their
responsibility to document gny
change in condition on the 24
hour report,
B. Daily, the Nurse Unit !
Manager will QA monitor the !
24 hour report for resident
changes then review the
medical record 1o ensure the
primary physician hag been
notified, Any discrepancy wi]
be comrected immediately and
reported to the Direcior of
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F 157 { Continued From page 3 F 157 Clinical Services for follow up.
08/02/15. ‘The LPN stated had not contacted the C. The Nurse Unit Managers
resident's physician when & change In the xill . :
resident's skin condition suirounding hisfher will QA monitor the Sk“_'n
colostomy was identified but stated she should assessment documentation for
havs. all residents for two weeks then
for 10 residents per week for
Interview with Advanced Practice Reglstared : .
Nurse (APRN) #1 on 12/10/15 at 4:10 PM _ | three months. They will e |
TSI T revealtsd shéwas nbiifigd of Résidgnit #TAE —- - - == = ~—eompare this'doctitheritation
change in condition when she was in the fagillty with each resident's record to
where the resident resided on 08/05/15. The ensure the pri iei
APRN stated an SRNA had notified her on has been mo :ifnzry p?'sm‘an
08/06/15 that the resident's skin was “red and Tt notied and a
imtated" and requested that the APRN agsess the corresponding treatment has
resident's skin that surrounded hisfher colostomy, been attained if needed.
APRN #1 stated she observed the resident's skin Re S
around his/her colostomy to be red and initated 4 ff]: Its : Tthe QA rnon!tonng
with a “substance leaking" from the resident's olf'the 2 I}OU: report will be
colostomy site. The APRN stated the resident's discussed in the monthly QA
skin was go irritated "nothing would stick” to meeting for three months for
his/er gkin, in refersnce o applying a waste .
collection bag to cover the resident's colostomy dCVEIOPmcnt of an action plan
and protect the resident's skin. APRN #1 stated as needed, ‘
she covsred Residant #14's colostomy opening
with towels and padding, and transferred the
resident to a iocal hospital for furthar care and
treatmant. The APRN stated staff should have
notified her "quicker for sura" related {o the
changs in the resident's skin condltion that
surrounded his/her colostomy site.
Interview with the Directar of Nursing (DON) on
12110115 at 5:20 PM revealed staff should have
contacled the resident's physician when his/her
skin surrounding the colostomy site was obsarved
to ba red and irritated, and the resident's.
colostorny bag was observed to he Isaking, The
DON slated she had not been notifiad that
Resident #14's skin was red and imitated or that
FORM CM8-2567(02.95) Previous Viersions Obgoleia Event JD:9T7119 Feciity ID: 100599 if continuation sheat Page 4 of
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ACTOrdands with 1he comprahensive asseesmant’
and plan of care,

This REQUIREMENT is not met as evidenced
by;

Based on Interview, record review, and a review
of the facility policy it was detormined the facllity
failed fo provide necessary care and services to
maintain ihe highest practicable physical, mantai,
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F 167 | Continued From page 4 ) ) FI57) 1. On 8/5/15, Resident #14 was
the resident's colostomy bag had baen "leaking. noted by the miFee to s
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309 : fr I Vi
8$=D | HIGHEST WELL BEING drainage from colostomy, g-
tube, and emesis of the same
Each resident must receive and the facility must consistency as the drainage.
provide the necessary care and services to attain The facility Nurse Pract; tioner
or maintain the highest practicable physical, . ’ :
mental, and psychosocial well-being, in emifesem | o YBS noftified and examined

Resident #14. Orders were
received to send Resident #14
1o the local hospital for
evaluation of the drainage,
Resident #14 was subsequently
admitted to the hospital with
diagnoses of neutropenia,
diarrhea, and calon cancer. .
Resident #14 never retumed to:
the facility, '

and psychosocial wellbeing for one (1) of fourteen 2. All residents have the potentjal’

(14) slampled :esidsr:iss (R;sfi:«alﬁtmg& o to be affected by the deficient

Interviews on 12/10/15 with fac ty staff reveale . .

Resident #14's skin that surrounded his/her prac'uce. Current residents

colostomy {a surgically produced extsrior received a head 1o toe

aopening, with a bag attached to coliect facal assessment by the Nurse Unjt

waste from the body) was observed to be red and Manager by 12/16/15. The

axcoriated on 08/02/15. Continued interviews . o

revesled the resident's colostomy bag was unabls prnimary physician had aly eady

to be properly altached around the residant's been informed of al] concemns.

colostomy site, and as a resuit the resident's By 12/21/15, the Nurse Unit

colostomy bag leaked fecal matter onto the Manggers had reviewe

resident's red/excoriated skin, Resident #14 wag 30 da.g of R ew,:‘i the,]aSt

ransfarred to the hospital on 08/08/15 as a result 2y of current residents

of "skip breakdown* around histher colostomy medieal records to ensure the

site. Primary physician was aware
of changes in a resident's statug

FORM CM$-2587(02-99) Previous Versions Obsalala Event 10:8T7111 Facilty ID: 00399 If continuation sheet Page 5of§
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F 309 | Continued From page 5 F 308
The findings include: and thesé changes hed already
Review of the facility poficy titied "Ostomy/Stoma been added to the care plan
Care,” dated 11/30/14, revealed staff wag with interventions so that the
raqulred to provide nursing care to facility nece care services t
residents that maintainsd good hygiena and to ) ssary o aﬂdﬂ] rh\? °s o
prevent skin problems around the residen's attain or main 2 the highest
Stoma' P S g e SR I _ —p!‘gcétl-c-—ab‘[whymal! me‘r‘lm]?" DO R
- e e N and psychosocial well-being
Review of Resident #14's medical record are bcing provided. By
revealed the facility admitted the resident on 12/21 Mini
11710714 with diagnoses whih inciuded Anermia 2/21/15, the Minimum Data
and History of Colon Cancer with attention to Set Coordinators (MDSC)
Colostomy. Reeldent #14's quartery Minimum reviewed each cwrrent
Data Set Assessment (MDS) dated 05/17/1% : N :
revealed the rosident required extensive resident’s Jast comprehensive
assistance of two staff members for loileting and assessment and care plan to
bed mobility. The resident had been assessed o énsure each resident is
be Interviewabie with a Brief interview for Mental receiving the necessary ¢ e
Status (BIMS) score of 15, g : ary car
and services to attain or :
Resident #14 was no longer at the facillty and maintain the highest practicable-
Was unable o be observed or interviewed, physical, mental, and '
Interview with State Registered Nurse Aidg psychosocial ?W'H'bcmg u
(SRNA) #8 on 12/1015 a1 2:15 PM revealed she accordance with the
provided care to Resident #14 on 08/02/15 ang comprehensive assessment and |
had observed that the resident's colostomy bag 1 iscre jeg!
was “leaking.” The SRNA stated the resident's plan ot('jt;are. j:]g dt!h hg]g%cé ;
skin surrounding the residents colostomy sife were addresse ¥ tne .
was red and excoriated. SRNA#8 reported the 85 a care plan revision,
change in the resident's condition to a nurse as
required but she was unable to recall who shg
reported the change In the resident’s condition to.
Intervisw wkh Licangad Practical Nurse (LPN) #8
on 1210/15 at 3:05 PM revealed she had
observed Resident #14's skin surrounding his/her
colostomy sis to be red and “scalding” in
FORM CMS-2507(02-08) Pravious Versions Obsalets Evenl ID; 977114 Facily ID; 100550 I cantinuation shes Page 8ofe
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3. A.By 12722/15; the Assistant
F 308 | Continued From page 6 F 309 Director of Clinical Services
appearance on 0B/02/15, LPN #8 stated she had had reeducated the licensed
not observed and had not been notified that :
Reeident #14's colostomy bag was Ieaking on rtLur’ses of reg‘ul:at'xon F 309 and
08/02/15. The LPN stated had not contacted the eir responsibility fo contact
reskdent's physician or Implemented any new caro the primary physician for any
and treatment to Resident #14's skin, when a change in resident condition, !
change in the resident's skin condition . . ;
surrounding his/her calostomy was identified on }nclw_:lmg any _n".fw skin E
= = LOBIUZAE, T et - w Gt e, e e =-impeirment;and to evaluate -
] and revise the care plan for
Interview with Advanced Practice Registsred each new o
Nurse (APRN) #1 on 12110115 at 4:10 PM e ew . rder and/or
revealed she was notified of Resklent #14's AgROSIS to ensure each
change In condition when she was in the facillty resident will recejve the
where the resident resided on 08/05/15, APRN necessary care and services to
#1 stated she chserved the resident's skin around : S .
his/her coloatorny to be red and Irated with a attau} or malntaxp the h]gheSt
"substance leaking" from the resident's colostomy practicable physical, mental,
5ite. The APRN stated the resident's skin was so and psychosocial well-being in
imitated “nothing would stick"” to hisfher skin, in accordance with the
reference to applying a waste collection bag to .
cover the resident's colostomy and protect the cOmp rehensive assessment and
resident's skin. APRN #1 stated sha covered plan of care,
Resident #14's colostomy opening with lowels B. The Nurse Unit Managers
and padding, and transfeired the resident to a will . :
local hospital for further care and treatment. The QA monitor skin :
APRN statad staff should have notified her assessment documentation
“quicker for sure” related to the change in the WCCldY on all residents for two
resident’s skin condition that surrounded his/har weeks, then 10 residents per
colostomy sita, week for three months. They
Interview wilh the Director of Nursing (DON) on will compare this
12/10/15 at 5:20 PM revealed staff shouid have documentation with each
provided the necessary cara and services to resident’s record to ensure
Resident #14 when his/her skin sumrounding the tim hysician h bur the
colostomy site was abserved fo be red and Primary physician has ot
irritated, and the residant's colostomy bag was notified and a corresponding
observed to be Iseking. The DON stated shs had treatment has been attained if
not been notified that Resident #14's colostomy needed.
FORM CMS-2567(02-29) Pravicus Vorsions Obsolela Evenl 1D:9T7111 Facility ID: 100599 f conlinuation sheet Page 7'of 8



[ oz:18:38p.m.02-22-2018 | 9 | P. 009

FAX No,
FEB/22/2016/MON 02:42 PM
PRINTED: 02112/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM Appago\ég?
CENTERS FOR MEDICAR_E_ & MEDICAID SERVICES ah:,?,::&?:m'o
F OEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X
ﬂlﬁ'ﬁtm.? CORRECTION IDENTIFICATION NUMBER e COMPLETED
: c
186268 i) 12114/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
200 NURSING HOME LANE
PARKVIEW NURSING AND REHABILITATION CENTER PIKEVILLE, KY 41501
T OF DEFICIENCIES 1o} PROVIDER'S PLAN OF GORRECTION | 8}
gz‘gpl:: Miug’Elg?gYE:g¢T:3:;‘BE PRECEOED BY FULL PREFIX {EACH CORRECTIV& '?g?l:gg:;::?algfﬂ?:ﬁ WMDTTEHN
TAG RECGULATORY DR LEC IDENTIFYING INFORMATION) TAG GROSHEFERE:gEmNcY)
F 308 | Continued From page 7 F 309 C. By 1212271 5, the Assistant
bag was "leaking" or that the resident's skin was Director of Clinical Services
red and irritated, had reeducated the licensed
Turses on using the 24 hour
report to documen_t changes in
aresident's condifion that
include accident/incidents, a | .
N, ot i o e | e S, ~T Significant change in a

resident’s condition, a need to
alter treatment or a decision to
iransfer the resident.
D. Daily, the Nurse Unit
Manager will QA monitor the
24 hour report for 1esident
changes then review the
medical record 1o ensure the
physician has been notified and
the care plan has been revised, |
Any discrepancy wil] be
corrected immediately and
reported to the Direstor of
Clinical Services for follow up
4. Results of the QA monitoring
of the 24 hour report and skin .
assessments will be discugged
in the monthly QA meeting for
three months for development
of en action plan as needed.
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