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SS=0r; ABUSE/NEGLECT, ETC POLICIES

- The facility must develop and impiement written
- policies and procedures that prohibit

" mistreatimert, neglect, and shuse of residents

s and misappropriation of resident property.

. This REQUIREMENT is not met as evidencad
by
. Basad oninterview, record review, roview of the
' faciity's investigation repert and nolicy, ibwgs
. determined the faciity falled to report an &
. altegation of abuse and the investigatio;
as per the policy for one (1} of three (3) Sampk
restdents (#1). Resident #1 was allegedly ;
restrained by two (2) aides io the bed with abath
-blanket on 12/21/13. ’ :

The findings include;

. Areview of the facilify's policy titled,

: “Abuse/NeglectMisappropriation of Property”,

: revised September 2011, revealed it was the
policy of the facility to prevent abuse including
mistreatment, neglect, or the misappropriation of ,
: resident property, and to report incidents to the |
- Administrator and to other officials in accordancs
- with State law through established procedures.

: Cantinued review reveated the resyits of ail

" investigations were fo be reported to the
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_ : HIGHLANDSPRING OF FORT THOMAS
F 000 INITIAL COMMENTS F 000.
. ' SURVEY ENDED February 28, 2014
; An Abbreviated Surygg investigating PLAN OF CORRECTION
CKY#00021361, was initiated on 62/26/14 and
i conciuded Oﬂ 02/2851 4. ‘K'Y#OOOZ’{?}B‘% was i Without admitting or danying the validity or existence of the
;unsy bstantiated with deficient practice cited. N alleged deficiencies, Highlandspring of Fart Thomas provides the
F 226" 483.13{c) DEVELOB/MPLMENT F 2284

foliawing plan of correction. The faw reguires us to prepare 3
plan of correction for the citation regardiess of whether we agree
with it. This plan of correction is not meant to establish any
standard of care, contract, obligation, or position and
Highlandspring of Fort Thomas reserves alf rights to raise alf
possible contentions and defenses in any Civil or criminal claim,
action of proceeding.

THIS PLAN OF CORRECTION SERVES AS HIGHLANDSPRINGS OF
FORT THOMAS CREDIBLE ALLEGATION OF SUBSTANTIAL
COMPLIANCE A5 OF March 30" 2014,

; The éccurate and speedy identification of any event, which would
: “place our residents at risk, s a primary concarn of Highlandspring
of Fort Thomas. An abbrevisted survey was initiated on 2/26/14
and concluded on: 2/28/14.  Ky200021361 was unsubstantiated
with a deficient practice cite of F726. Although the facility was
not found to have a substantiated Abuse aliegation, it was found
the faciity aflegedty did not regort the incident in aceordance o
state law.

Highlands has developed and implermentad written poficies and
procedures that prehibit mistreatiment, neglect and abuse of
residents and the misappropriation of resident propetiy. '
Accurate and timedy reporting of incidents both alieged and :
subsstantiated wilt be sent immediately to the state IELACY per g
facility policy.
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- Administrator or designated representative and to
" other officials in accordance with State law to :

i iInclude the State Agencies within five {5) working
“days of the incident. Review of the palicy :
- revealed it indicated the Admirisirator or

- designee had the responsibility to thoroughiy
Linvestigate the alleged incident. and complete the

investigation within five {8) working days of the |

incident. Further review revealed a copy of the _
| report was to be sent to the State Survey Agency. |

+ Review of Resident #1's medical record revealed

- the facility admitted the residant on 12/10/13, with
' diagnoses which included Left Hip Fracture, :
! Ostecarthritis and Parkinson's Disease, A review |
“of the Admission Minimurm Data Set i
{ (MDS)assessment dated 12/26/13, revealed the
facility assessed Resident #1 to have a Brief

- interview for Mental Status (BHS) score of nine

. (9} which Indicated the residant was moderately
“impaired in cognition.

Review of the facility's investigation

documentation dated 12/21/13, revealed Certified

. Nursing Assistant (CNA) #1 had eniered Resident |
'#1's room on 12/21/13, and observed a bath

, blanket around the resident which had been
“tucked under the matiress on the right side of the ;
i bed. GNA#T reported this to Licensed Practical
‘Nurse (LPNY#1. Confinued review of the
Linvestigation revealed LPN # 1, asked LPN #2 to
“assess the rasident with her, According o the

investigation documentation, LEN #1 and LPN #2

. bbserved a bath blanket around the resident's
“waist and hips and tucked under the right side of
: the mattress. Further review of the invastigation
. documentation revealed LPN #1 reported the
tincident to the House Supervisor, Assistant

. Director of Nursing {ADCN) and the Director of

Resident # 1 currently resides at the facility without furthar
incident/restraint concerns.

Resident complaints and investigations since lanuary 1%, 2014 will
be reviewed by March 21% 2014 by the Director of Nursing and
Administrator to assure that each are reported to the state
agency per facility policy if indicatad. All were i1 compliance,

The Administrator and DON provided additional education for the
Highlandspring Department Heads on March 20% 2014 on tha
Abuse, Neglact and Misappropriation Poiley with a focus on the
importance of immediate netification o appropriate agencies of
any affegation of resident abuse. The Director of Nersing
provided additional education for the nursing staff og March 28"
2014 on the Abuse, Negiect and NMisappropriation policy with a
focus on the importance of immediate notification to appropriate
egencies of any allegation of residens abuse.

A Plworksheet to review reporting of compiaints /aliegations will
e completed by the DON or designee weekiy for the next {4
weeks, twice monthly for a morth, then monthiy 1o assure
comgliance. If isspes arp noted, the DON or designes takes
appropriate action at the time the concern is noted. The P
waorksheet results will be raported to the Performance
improvement Commities for additional comments/interventions
and for @ determination of the need for continued formal ongoing
monitoring. A copy of such worksheet is attached as Exhibit A,

The Director of Nursing will manigor complianse in the above
mentioned summary for FTAG 226,
CompHance Date March 30™, 2014
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" Nursing (DON;) immediately. Additionally, review

L of the investigation documeantafion reveaied the

: facility had initisted an investigation of the
Cincident on 12/24/13; and the facility's
“Investigation concluded the bath blanket hac nei |
- been a restraint as it had not restricted Resident ;
#1's movement of arms and legs. Further review
revealed no dosumented evidence the incident

! had been reported to State Agencies.

Interview with Resident #1 on 02/28/14 at 11.35
CAM, revealad the resident did not remember the
Lincidert,

Interview with LPN #2 on 02/28/44 at 2:00 PM,

i revealed she had been the 11:00 BPM io 700 AM

. nutrse, beginning her shift at $1:00 PM on

" 12/20/13 and ending her shift the moming of

: G2/21/13. She stated she had been assignad to

. Resident #1's care during her shift. LPN #2 ,

stated the resident had been "very restiess and i

t agitated” afl night; and she had calied the
Physician to get "something” for him/her. She

indicated she had received an order for Ativan {a

f medication used to treat anxiety) which she

- administered. She further stated she had given _

“Resident #1 a Heparin (a medication usad fo treat

‘ bicod clots) injection subcutaneously (sub-q) in

. his/her abdomen at about 6:45 AM on 12/21/1 3;

“and had not seen "anything af that time".

Interview with LPN #1 on 02/28/14 a2 2:50 PM, |

revealed CNA #1 had reported the incidant to her

For 12/21/13 at approximately 7:30 AM: and had
asked who the 11:00 PM to 7:00 AM nurse had

" been. She stated she had asked LN #2 the

[ 11:00 PM to 7:00 AM riurse, to go with her to

- Resident #1's room, According to LPN #1 they

“found Resident #1 with a bianket wrapped around
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. his/her waist and hips and the blanket iucked
" under the matiress on the right side of the bed.

. incident immediatety to the night shift supervisor,
" Unit Manager and ADON. She stated she had

DON.

. Interview with CNA #2 on 02/28/14 at 1:50 Fid,
' revealed she had cared for Resident #1 on

. two (2} bandages. Accarding to ONA #2 she anc :

- CNA #3 had put a bath hlarket around the

- resident's hips to keep nim/her from pulling the

“staples out. CNA #2 stated the nurse had given

i Residerit #1 a shot of Ativan which had not

"phased” him/her; and she had been "okay” with

| the bath blanket, She further stated the bath

. blanket had not restrained the resident "at ai”,
CNA #2 staied she would "never tie a resident

i down®.

| Interview with CNA #£3 on D2/28/14 at 1:56 PM,

, revealed she had cared for Resident #1 on
C12/2113. She stated the resident had staples
» down histher left nip. CNA #3 stated Resident #1 |
" had been “very wild" that night; and had been

: "picking” at the staples. She stated sha put the

. blanket under the resident's left hip, up over the

‘ resident and arcund to the right side of the bed.

: According to CNA #3, the blaniet had not been
“tucked in. She stated the blanket had not

| restrained Residant #2 in "any way™ she had

. placed it to protect the residant.

HIGHLANDISPRING OF FT THOMAS
FORT THOMAS, KY 41675
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i LPN #1 stated this was net faciiity procedure: ar‘d ;,
“indicated LPN #2 had rot known why the bianket ‘
was on that way. LPN #1 stated she reported the |

| completed the Incident Report and given it to the
i 12/21/13. She stated Resident #1 had been very

"oonfused” during the night, had pulled off hisfher
¢ brief; fried to pull cuf his/her staples; and "took off |
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F 2261 Continued From page 4
. Interview with the ADON on 02/28/14 at 3:05 PM,
revealed the investigation had been initiated
timmediately when the nurse reported the
- Incident. She indicated every staff person who
“had entered Residant #1's room that night had
| been interviewed about the incident. The ADON
; stated with the results of the investigation the
*facility had not felt the bianket had been a
resiraint. She stated she had done phone
, interviews with staff, however had not been
. involved in the decision making of whether to i
L report or not report the incident o State Agenc‘ges, :

~interview with the Chief Operating Officer (COG}
(on 02/28/13 at 3:40 PM, revealed he had been in ;
. the facility the morning of 12/21/13; and had been |
“involved in investigating the incident. He stated

i video was observed and staff interviewed: and
_the facility had determined the bath blanket had
“not been a restraint; therefora there had been

¢ "nothing te report” to State Agencies.

F 2251
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EXHIBIT A

Resident Rights
Pl Werksheet
AREA OF REVIEW Abuse Reporting DATE:
DEPARTMENT Nurging
EVALUATOR:
OTHER: F 226

NAME OR IDENTIFYING
INFORMATION

] 2 3 4 5 6 7 8 9 10 | % comp

Staff inferviewed kitows how to report
suspected incidenis/abusestheft

INCIDENT REPORTED

Reported {imaly to
SUpPBrvIsor

Reported timely to GIG

Comments:




