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. R this Plan of Correction,
and concluded on 05/09/13 to investigate Kensington Center does
KY20107 and KY20143. The Division of Health not admit that the deficiency
Care found the allegation for KY20107 to be listed on this form exist, nor
substantiated with deficiencies cited. KY20143 does the Center admit to any
was found to be unsubstantiated with no statements, findings, facts, or
regulatory violations. conclusions that form the basis
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226| forthe alleged degc'e."?t'-t'fhe
ss=D | ABUSE/NEGLECT, ETC POLICIES Center reserves the right to
challenge in legal and/or_
The facility must develop and implement written regulatory or administrative
. i proceedings the deficiency,
pthtes and procedures that prohibit statements, facts, and conclusions
mistreatment, neglect, and abuse of residents that form the basis for the
and misappropriation of resident property. deficiency.”
F 226
Resident #1 no longer resides at
the center as of 5/6/2013. The center
i i ; has offered reimbursement to
;}r}l:us REQUIREMENT is not met as evidenced ) Resident #1 for the expenses related
i issi th
Based on interview, record review, and review of K’dﬁﬁi?s?rg?otrhgn"gﬁf}?%p.hi?;ggede
the facility's abuse policy, it was determined the Practical Nurse #1
facility failed to implement the policy for was re-educated on abuse
prevention of misappropriation of resident policy-reporting immediately to
property for one (1) of three (3) sampled Administrator/Director of Nursing/
residents. Anurse failed to inform the Assistant Director Of Nursing Services or
Administrator and initiate an investigation when Nurse Supervisor on 9 May 2013 by the
Resident #1 informed the nurse his/her I-phone Director of Nursing.
was missing. The investigation was not initiated inistrat 4 Social
until six (6) hours later when the resident again wggjr':‘;'\"/'izai o e il
reporéed the phone was missing to another staff minutes and grievances for the
member. past three months to determine
. . . that there had been no additional
The findings include: congcemns related to not reporting
timely. There were no such
Review of the facility's abuse policy, revised additional concerns identified.
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January 2008, revealed the facility utilized the F 226 Continued .
federal requirements uqder 42 CR.F 4831310 Center staff, nursing and non-nursing
ensure all alleged violations involving were re-educated on center's abuse
mistreatment, neglect, or abuse, including injuries policy by the Administrator, Director of
of unknown source, and misappropriation of Nursing, Assistant Director of Nursing, and
resident property is reported immediately to the Supervisors regarding reporting immediately
administrator of the center and to other officials, to the Administrator, Director of Nursing,
in accordance with state law. The policy specific Assistant Director of Nursing or Nurse
to misappropriation of resident property included Supervisor as of 5/23/2013.

taking items from a resident. In addition, the
policy instructed all employees of the center to
report any known or suspected abuse, neglect, or

The Administrator and the
Director of Nursing Services will
document random interviews with

misappropriation of resident property, staff reqarding the abuse polic
immediately. Acg:ordung to the policy, this was a relatedgto ﬁmg,y repmﬁngi”egyaﬁons
mandatory requirement for all employees of the of abuse, including misappropriation,
center. to the Administrator, Director of Nursing,
Assistant Director of Nursing Services
Review of the facility's summary of investigation, immediatsly to validate compliance,
provided to the State Survey Agency on 04/29/13, of at least five employees weekly for
revealed the facility's investigation was initiated 12 weeks. Any concemns will be
on 4/25/13 and concluded on 04/29/13. The addressed when identified. A summary

of this will be submitted by the
Administrator and discussed by the
Performance Improvement Committee

facility's investigation stated the resident reported
the cell phone missing at approximately 9:30 PM

on 04/24/13 and interviews with staff revealed the ;
h f
resident's cell phone was last seen on 04/23/13. gggt?;gﬁ;g:}iiﬁfw
The police had been called and the resident's
room, laundry, and trash had been searched 5. Date of compliance: 5/24/2013

without success.
Performance Improvement Committee

Review of the facility staff's written statements Members: Administrator, Director of
revealed LPN (License Practical Nurse) #1 had Nursing Services, Assistant Director of
written, on 04/25/13 at 10:30 AM, she had been in Nursing, Admissions Director, Social

; ) : Services Director, Business Office
Resident #1's room multiple times on 04/24/13. Manager, Activity Director, Maintenance

She wrote at approximately 3:30 PM, the resident A . h
activated the call fight and she answered the call g;lfzgg?Q?ﬁ%gig}n&%g:? Isar.
light. The resident asked the nurse if she saw MDS Coordinator and Medical Records.
his/her cell phone laying around anywhere. The
nurse indicated she had searched the resident's
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F 226 ! Continued From page 2 F226
bed, under the bed, and recliner and did not find
the cell phone. The nurse's statement identified
the nurse called the resident's cell phone number,
but it went to voice mail.

Interview with LPN#1, on 05/09/13 at 11:35 AM,
revealed on 04/24/13, the resident had activated
the call light and when she went in the room to
answer the light, the resident requested to be
assisted to the bathroom. At that time, the
resident asked the nurse if she saw the cell
phone in the room. The resident was sitting in a
recliner, the nurse assisted the resident from the
chair and searched the recliner for the cell phone
without success. The nurse assisted the resident
to the bathroom. While the resident was in the
bathroom, with the resident's permission, LPN #1
stated she searched the recliner, bed, floor, night .
stand, bed side table, closet, and trash. The cell
phone was not found.

She attempted to call the resident's cell phone
number, but it went straight to voice mail. The
nurse stated the resident told her maybe his/her
sister took the cell phone home with her last
night. LPN #1 stated she did not call the sister to
confirm if she had the phone as the sister always
visits in the evenings. The nurse stated she did
not tell the Director of Nursing {DON) nor the
Administrator about the missing cell phone. The
nurse stated she did not report because she
thought maybe the resident's sister had taken the
cell phone home with her to recharge the phone,
as she routinely did. However, she again
confirmed she did not call the sister to ask if she
had the cell phone. When the nurse came back
to work the next day and heard in report that the
cell phone was still missing, she knew she should
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have reported.

Interview with Resident#1, on 05/08/13 at 5:00
PM via telephone, revealed the cell phone was an
I-phone #5 and it had never been found. The
resident revealed a new cell phone had to be
purchased. The resident stated on 04/24/13,
he/she had gotten up to go to the bathroom, with
the assistance of a nurse and a certified nursing
assistant (CNA). The staff left and gave the
resident privacy. While the resident was in the
bathroom, he/she heard someone come into the
room. The resident did not see the person, only
heard them. When the resident had finished
using the bathroom, staff assisted him/her back
to the bed. She stated the cell phone was on the
bedside table by his/her bed earlier that day.

When he/she came out of the bathroom, the
phone was gone. She told the nurse it was
missing and she searched the room including the
bed, chair, bed side table, and closets. The cell
phone was not found. The nurse then, called the
resident's cell phone number, but it went to voice
mail. The resident stated it was as if the phone
was turned off. The resident also made the
statement that maybe his/her sister had taken the
cell phone home to be recharged. The resident
stated he/she did not think anymore about the
missing cell phone because at that time, he/she
thought maybe the sister had the phone. Later
that evening, the resident reported to a nurse that
the cell phone was still missing. The nurse called
the sister and the sister denied having the phone.
The room was searched again, but the cell phone
was not found. The resident stated the last time
he/she recalled seeing the celi phone was that
morning.
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: answered Resident #1's call light during the

.and called the Police. They were told the resident

Record review revealed the facility admitted
Resident #1, on 04/19/13, for aftercare of a hip
fracture. The facility assessed the resident to
have no cognition deficit with a Brief Interview for
Mental Status (BIMS} score of 13 out of 15.

Review of CNA#1's written statement, dated
04/25/13 at 8:55 AM, revealed the CNA assisted
Resident #1 with a coffee spill during breakfast on
04/24/13. The CNA wrote she did see the I-phone
on the bedside table. The resident had visitors, a
man and a women. She later assisted LPN #1
with taking the resident to the bathroom. She
wrote she did not remember seeing the cell
phone anymore,

Interview with CNA#1, on 05/09/13 at 11:20 AM,
revealed she was working on 04/24/13. She

breakfast meal and found the resident had spilled
his/her coffee. While she was cleaning the coffee
spill, she saw the I-phone sitting on top of the
bedside table. At approximately 10:30-11:00 AM,
the resident request to be assisted to the
bathroom. She did not notice if the cell phone
was still on the bedside table,

Interview with the Administrator and DON, on
05/08/13 at 5:30 PM and 05/09/13 at 9:30 AM,
revealed they were informed of the incident on
04/25/13. The Administrator stated they
interviewed staff working on the date of 04/24/13

did not mention the cell phone missing until the
evening of 04/24/13 (9:30 PM) and the resident
told the staff the sister probably had the cell
phone. The nurse (LPN#1) did not report the
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incident because she didn't think it was an issue
because the resident didn't appear to be upset
and they thought the sister had the cell phone.

The evening nurse (LPN #2) spoke with the
resident and called the sister who said she did
not have the resident's cell phone. The
Administrator revealed the sister routinely took
the resident's cell phone home to recharge. The
administrator reviewed the inventory form that
was completed upon admission of Resident #1
and found a cell phone was not listed. She stated
the family must have brought the cell phone in
later.

The DON revealed the facility had not been
concerned the phone was missing when LPN #1
talked to the resident because the resident told
the nurse the sister probably had the cell phone.
However, the facility did not call the sister and ask
her if she had the phone until Resident #1
reported the cell phone missing the second time,
six (6) hours after the resident first reported the
phone missing. The Administrator stated the
nurse should have reported the resident's celi
phone was missing after a search of the
resident's room did not recover the phone. She
stated it was facility policy to report all allegations
of misappropriation of resident property with
prompt investigating and reporting to state
agencies.

The DON revealed LPN #1 had only worked at
the facility since March 2013 and did receive
training on the abuse policy and procedures on
March 20, 2013. The Administrator provided
evidence facility staff received training on abuse
to include misappropriation of resident property
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January through March 2013.
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