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F 0000
Bldg. 00
This visit was for the Investigation of Complaint F 0000 On March 7, 2025, a Complaint
IN00454046. Survey (IN00454046) was
conducted at our facility. This Plan
Complaint IN00454046 - Federal/state deficiencies of Correction is to serve as
related to the allegations are cited at F635. Parkview Care Center’s credible
allegation of compliance. By
Survey dates: March 6, 7, 2025. submitting the enclosed material,
Parkview Care Center nor its
Facility number: 00239 management company are
Provider number: 155348 admitting the truth or accuracy of
AIM number: 100290150 any specific findings or
allegations. Parkview Care Center
Census Bed Type: reserves the right to contest the
SNF/NF: 79 findings or allegations as part of
Total: 79 any proceeding and submit these
responses pursuant to our
Census Payor Type: regulatory obligations. The facility
Medicare: 13 requests the plan of correction
Medicaid: 49 considered our allegation of
Other: 17 compliance effective April 7. 2025
Total: 79 to the state findings of the
complaint survey. Parkview Care
This deficiency reflects State Findings cited in Center respectfully requests a
accordance with 410 IAC 16.2-3.1. desk review.
Quality review completed on March 19, 2025.
F 0635 483.20(a)
SS=D Admission Physician Orders for Immediate
Bldg. 00 | Care
Based on interview and record review, the facility F 0635 1.) The corrective action taken for 04/07/2025
failed to ensure a newly admitted resident had those residents found to have
immediate orders for wound care for 2 of 3 been affected by the deficient
residents reviewed for wounds. (Resident B, practice.
Resident C) Wound treatment orders were
obtained for resident B and C from
Findings include: their physician.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Eric Will Executive Director 04/02/2025

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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1. On 3/6/25 at 9:44 a.m., Resident B's clinical 2.) The corrective action for the
record was reviewed. Diagnoses included, but other residents that have the
were not limited to, displaced intertrochanter potential to be affected by the
fracture of left femur, subsequent encounter for same deficient practice.
closed fracture with routine healing, other injury Residents that require wound
of unknown body region, subsequent encounter. treatment have the potential to be
affected by the alleged deficient
An admission Minimum Data Set (MDS) practice. An audit was completed
assessment dated 1/27/25, indicated cognition to ensure all current residents
was intact, 1 stage two pressure ulcer on admit. have physician orders for wound
Resident B admitted to the facility on 1/21/25, treatment as identified from the
discharged on 2/10/25. facility wide skin sweep that was
conducted.
Care plans included, but were not limited to:
Enhanced barrier precautions r/t (related to) 3.) The measures that have been
impaired skin integrity. put into place to ensure that the
deficient practice does not recur.
Interventions included, but were not limited to: The DON/designee will complete a
weekly skin checks, Tx (treatment) as ordered, QA tool to ensure new admissions
date initiated 1/22/25, revision on 2/28/25. and current residents have wound
treatment orders in place. Missing
At risk for break in skin integrity. Resident refuses orders will be obtained and or
use of Prevalon boot, date initiated 1/21/25, clarified as indicated by the QA
revision on 2/28/25. tool. Licensed nursing staff have
been re-educated on obtaining
Interventions included, but were not limited to: wound treatment orders when not
Prevalon boots to bilateral feet at all times, date present upon admission if
initiated 2/6/25, revision on 2/28/25. indicated by their initial skin
assessment.
Treatment as ordered, date initiated 1/21/25,
revision on 2/28/25. 4.) The corrective action to monitor
to ensure the deficient practice will
Weekly skin checks, date initiated 1/21/25, not recur.
revision on 2/28/25. A Quality Assurance tool has
been developed and implemented
Res admitted to facility with 3rd degree burn to to ensure residents have wound
right upper arm and non-healing surgical located treatment orders in place upon
to coccyx. Resident is at further risk for skin admission, as indicated by skin
breakdown related to chronic pain, fibromyalgia, assessments, and identified on
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recent surgeries, and spondylosis. Resident resident shower sheets. The

further is incontinent of bowel and bladder, DON/designee will complete the

prefers to stay in bed, and slides down in bed QA tool daily x 30 days and then

often. Resident refuses use of Prevalon boot, date 5 times weekly for 2 months, and

initiated 1/21/25, revision on 2/28/25. then weekly x 3 months. Results

will be presented to the Quality
Interventions included, but were not limited to: Assurance Committee monthly to
determine it further action is

Skin prep bil (bilateral) heels Q (every) shift for needed

prevention, date initiated 1/23/25, revision on

2/28/25 5.) Date of Compliance: 4/7/2025

Treatment as ordered, date initiated 1/21/25,

revision 2/28/25.

Weekly skin checks, date initiated 1/21/25,

revision 2/28/25.

The resident has potential/actual impairment to

skin integrity, date initiated 1/29/25, revision on

2/6/25.

Interventions included, but were not limited to:

Clean and dry skin after each incontinent episode,

date initiated 1/29/25, revision on 2/6/25.

A wound observation tool with an effective date

of 1/22/25, indicated present on admission 1/21/25.

The document included but was not limited to:

Observations:

Location: right inner ankle

Type: pressure

Stage: 2

Measurements: Length (cm) 1.0

Width (cm) 1.0

Depth (cm) 0.1

NP( Nurse Practitioner) aware

Additional comments: Res admitted to facility with

3rd degree burn to right upper arm and
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non-healing surgical located to coccyx and stage
2 pressure injury to right inner ankle...

A wound observation tool with an effective date
of 1/28/25, indicated present on admission 1/21/25.
The document included but was not limited to:
Observations:

Location: right inner ankle

Type: pressure

Stage: 2

Measurements: Length (cm) 1.0

Width (cm) 1.0

Depth (cm) 0.8

Additional comments: Res admitted to facility with
3rd degree burn to right upper arm and
non-healing surgical located to coccyx and stage

2 pressure injury to right inner ankle. Area is
showing improvement, writer suggest resident
utilize skin prep to area. Resident continues to be
followed per IDT (Interdisciplinary Team) and
wound nurse.

A wound evaluation and management summary
dated 1/30/25, indicated a non-pressure wound of
the right ankle full thickness.

Etiology: Trauma/injury

Wound size (Lx Wx D) 1x0.8x0.1 cm
Dressing treatment plan: skin prep apply once
daily for 30 days

Physician orders for January and February 2025
were reviewed and included, but were not limited
to:

Right inner ankle: apply skin prep to area, every
day shift for healing, order date 1/31/25,
discontinue date 2/10/25.

2.0n 3/7/25 at 11:06 a.m., Resident C's clinical
record was reviewed. Diagnoses included, but
were not limited to, acquired absence of right leg
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above the knee, atherosclerosis of native arteries
of extremities with intermittent claudation, bilateral
legs, encounter for orthopedic aftercare following
surgical amputation.

An admission Minimum Date Set (MDS)
assessment dated 1/30/25, indicated Resident C's
cognition was intact, surgical wound on admit.
Resident C admitted to the facility on 1/24/25,
discharged on 2/20/25.

Care plans were reviewed and included, but were
not limited to:

Has break in skin integrity, date initiated 1/24/25,
revision on 2/21/25.

Interventions included, but were not limited to:

Treatment as ordered, date initiated 1/24/25,
revision on 2/21/25.

Weekly skin checks. date initiated 1/24/25,
revision on 2/21/25.

A progress note dated 1/24/25 at 4:55 p.m.,
indicated " Resident arrived at facility via
wheelchair per hospital transport. ...Resident
recently went to ER for eval for "cool" feeling in
leg. Occluded right femoral artery found leading to
right above knee amputation 1-16-25. Resident has
been receiving betadine and kerlix on stump and
stump protector stays on at all times except for
skin care. No s/s to wound..." (sic)

January physician orders were reviewed and
included, but were not limited to:

Paine (sic) entire right above knee amputation
wound site with betadine, allow to dry completely,
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cover with 4 x 4 gauze, wrap with Kerlix, secure
with paper tape, change daily every day shift for
AKA (above knee amputation), order date 1/26/25,
start date 1/27/25.

On 3/7/25 at 10:40 a.m., a resident concern and
comment form dated 1/28/25 was reviewed for
Resident C. The form included but was not limited
to Resident C had a concern that his wound
dressing had not been changed in the last two

days after requests to do so. Follow up indicated
according to the DON, the hospital did not send
wound dressing orders, orders were received and
Resident C was receiving tx's (treatments)...

On 3/7/25 at 11:21 a.m., the Director Of Nursing
(DON) indicated that during a mandatory staff
meeting, it was reviewed it is the nurses
responsibility to get orders if the resident admits
with a wound and no wound orders. Don't wait on
the wound Nurse Practitioner to assess the
wound, if admitted on a Friday don't wait to get
orders on the next business day.

On 3/7/25 at 12:30 p.m., the DON indicated the
nurse thought she put in orders for all bony
prominences for Resident B, but only orders for
heels were put in. The wound physician indicated
the right inner ankle wound was non-pressure, it
was from trauma, the nurse put it as a pressure
wound.

On 3/7/25 at 2:20 p.m., LPN 2 indicated wound
orders most of the time come on the hospital
discharge report, sometimes the hospital nurse
gives wound care orders by phone on the resident
admission report. LPN 2 indicated if a resident is
admitted without wound orders the next step is to
contact the facility the resident came from, or call
the facility wound nurse if can't reach the
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physician to at least get wound orders in place
until the wound nurse can do the assessment.

On 3/7/25 at 2:28 p.m., the RN 3 provided the
current treatment orders policy with a revised date
of 7/9/24. The policy included, but was not limited
to...quality of care is a fundamental principal that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered care
plan, and the resident's choices...

On 3/7/25 at 2:28 p.m., the RN 3 provided the
current skin integrity & pressure ulcer/injury
prevention and management policy with a revision
date of 7/9/2024. The policy included, but was not
limited to, provide associates and licensed nurses
with procedures to manage skin integrity, prevent
pressure ulcer/injury, complete wound
assessment/documentation, and provide

treatment and care of skin and wounds utilizing
professional standards of the NPIAP (National
Pressure Injury Advisory Panel) and WOCN
(Wound, Ostomy, Continent Nurse Society)...

This citation relates to Complaint IN00454046.

3.1-30(a)
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