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. | An Abbreviated Survey was conducted 10/21/11
through 10/28/11 Investigating ARO
#KY00017310 and ARO #KY00017257.
Deficiencies were clted with the highest Scope
and Severity of 2 "D". ARO #KY00017310 was
unsubstanflatad with defisiencles cited, ARO
#KYO00017257 was substantiated with no
deficiencies cited.
483.13(c)(1)(li)- (1), (e)(2) - (4)
INVESTIGATE/REPORT .
ALLEGATIONSANDIVIDUALS

F 225
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The facllity must not employ individuals who have
baan found gulity of abusing, neglacting, or
mistreating residents by a count of law; or have
had a finding entered into the State nurse alds
reglsity concerning abuse, neglect, mistreatment
of resldents or misappropriation of thair property;
and report any knowledge It has of actiohs by a
court of law against an employee, which would
indicate unfitheas for service as a nurse aida or.
other facllity stafl to the State nurse aide reglstryg
of licensing autharities. : ! ¥

The factity must ensure that all alleged violations®
Involving mistreatment, neglect, or abuse,
including Injurles of unknown eoutee and
misappropriation of resident property are reported | .
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survay and certification agency).

The facility must have evidence that all allegad
violations are thoroughly investigsted, and must
prevent further potential abuse while the
investigation i in progress.

)
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PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CRO$S-REFERENCED TO 1HE APPROPRIATE

DEFICIENGY) o

“This Plan of Cotrection is prepared
and submitted as required by law. By
submitting this Plan of Correction,
BridgePoint Care & Rehabilitation -
Center does not admit that the
deficiency listed on'this form exist,
nor does the Center admif to any
statements, findings, facts, or
conclusions that form the bagis for the
alleged deficiency. The Center
reserves the right to challenge in Jegal !
and/or regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”

(x8)
COMPLETION
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1. On 10-06-11, the Administrator

conducted an investigation into an

@ H0n of mistreatment regarding

miid i #8. Resident #8 denies that
o' wag Hit by CNA #1 or any other

staff i¥€mber. The allegation was

mvéstigated and unsubstantiated by
the Office of Inspector Generzal on 10~
28-11. CNA #] no longer works at
the facility as of 10/17/11

2. Current residents were interviewed
by the Administrator on 11-18-11 to
ensure there were no outstanding
allegations of mistreatment/abuse. No
other concerns were identified,

)

LABORATORY DIRECTORS R PROYIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(%6} DATE
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Any deficlancy 9

fent a‘ﬂﬁng with an gaterisk {*) denotes a defictenoy which the Institution may be excuset fram correcting providing it Ie determinad that

other safeguards’provide sufficiant protection to the palients. {Sea Instructions.) Except for nursing homas, Ihe findinga siated above ate disclosable BD-days
ollowing ihe data of survey whaether or not a plan of carraction Is provided. For nursinp homes, tha above findings and plans of gorrection are disalosable 14
days following the data thess doouments are madb avallable ip the facllily. If deficlencies ara cltad, an approved plan of corracllon Is requlsite 1o continued

program paniclpation.
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# é25 3. The Administrator and Director of

F 225 | Continued From page 1 . .
Nursing were re-educated on reporting

The results of all Investigations must be reported abuse, neglect and misappropriation to
to the administrator or his designated - required state agencies on 11-16-11 by
reprasentative and to other officlals in acodrdance the Regional Director of Clinical

with State law (Including to tha State survey and : e b £ ] .
certification agency) within 5 working days of the Operations. Center staff have been re-
Incident, and If the alleged violation I verified educated by the Administrator,
approptiate corrective action must be taken, Director of Nursing, Assistant
Director of Nursing and Unit

Managers as of 11-18-11 regarding

This REQUIREMENT Is not met as evidenced abuse, ncgle.ct_. and misappropriation.
by: I an allegation occurs, the

Based on interview, olinical record review, review Administrator or desi gnee will

of the facillty’s "Abuse Prohibition Policy", and complete a thorough investigation of

review of the facility invesfigation, It was

determined the facility falled to have an effective the incident, notify the required state

system to ensure all alleged viclations Involving agencies and implement steps to
abuse, or injuries of uninown sourcs were protect the resident during the
reported to state agenfles in c?ocordan%e I\:I*.'Ith investigation. The Social Services
state law. In addition, It was determined the . o L .

tecliity fajled to have an effective system to Director will maintain rfltrackmg log
snsure all allegations.of abuse, of Injuries of to ensure the investigations are
unknown source were tharoughly investigated to . conducted and state agencies are
ensure protection of residents from potential notified.

abuse while the. investigation was In progreas for
one (1} of eight (8) samplad '

residents (Resident #8), 4. The Administrator and or Director

of Nursing will review the tracking
An allsgation of abuse was reported by Resldent log weekly and any allegation of
#8 Involving Certified Nursing Assistant (CNA)#1. abuse/neglect or misappropriation to

There was no dogumented evidence the faollity Lo :
protected the resldents by thorotighly determine that allegations have been

investigating the allegatior and no documented investigated and reported to the
evidence the allegation was reported to state required state agencies. A sunmmary
agencies. ' of findings will be presented monthly

times 3 months to the Performance

I
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The findings Include:

Review of the facllity's “Abuse Prohibition Policy",

dated 12/26/11, revealed a full investigation, would !

always eccur, and.employees would b
suspendad pending investigation if the allegation
was for abuse/naglect. Further review revealed ali
reports wolid be called and faxed into
Community Based Services and Office of
Inspactor General, Division of Long Term Care,
immediately and called to the local police
depariment if warranted, Interview with the .
Administrator, on 10/27/11 at 4:30 PM, revealed
this was the current faollity Abuge Policy.

'Review of Residant #8's ciinlcal record revealed
| diagnoses which included Dementia, Deprassion,

Dysphagla requiring a Gastric Tube, and Cerebral
Vascular Dlsease (CVA) with left hemiparesis,
Review of tha Significant Change Minimum Data
Set (MDS) Assessment dated 08/26/11 revealed
the facility assassad the resident as having
severe coghitive impairment, Further review
revealed the faclilty assessed the resldent as
requiring total assistance with all Activitias of
Daiiy Living {ADL's). :

Review of the Comprehensive Plan of Care dated
08/01/11, reveated the resident exhibited
inappropriate behavior, refused troatmant and
care at times, and was combative with staff and
famlly, The interventions included reapproaching
resident when hefshe was calm if the resident
refused cara,

Review of the tacliity's investigation, datad
10/06/11 and conducted by the Adminletrator,
revealed the facility could not substantiate that

and further recommendation,

Date of Compliance 11-19-11
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Continued From page 3

Cartifled Nursing Assistant (CNA) #1, the alleged
perpatrator, made any contaot with Resldent #B,
"Thig Is an accldent where tube feed pol@ fali on
resldent when bed was lowsred". Further review
revealed Resident #8 confirmed on three (3)
occasions that CNA #1 did not touch or strike
him/her, ContinLed raview revealed the Dirsotor
of Nursing (DON) and the Administrator
re-onacted the sequence of events and described
and found statements conslatent with
re-enactment. Further review of the Investigation
revealed statements were obtained from CNA #1
and Resident #8 and both parties denied any
abuse. There was no documented evidence of
statements from other staff working at ths time of
tha ingldent. Review of CNA #1s Time Card
revealed the CNA clocked out on 10/08/11 at 3:00

- | AM.and clocked back In to work on 10/08/11 at

360 PM. -

Interview with the Administrator, on 10/27/11 at
4:10 PM, ravealed Licensed Practical Nurse
(LPN) #2-callod him at home at 1:30 AM on
10/06/11 and stated Resident #8 was bleading in
the face and he did It {referring to CNA #1 ,
alleged perpetrator), He further stated he
inatructed LPN #2 to remova CNA #1 from the

| facility, obtain a statemant from the resident, and

conduct a head to tos aszessment of the
resident. Continued interview revealed LPN #2
stated CNA 1 told her the tube feeding pole fell
on Resident #8, but she did not belleve thera was
any way that happened. The Administrator stated
he came In on 10/06/11 and asked Resident #8
threa (3) diifferent imes if CNA #1 had hit him/her
and the resident denled it. Further interview
revedled CNA #1 sald the resident moved his/her
paralyzed arm with his/her good arm and the tubs

F226|
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DEPARTMENT OF HEALTH AND HUMAN S8ERVICES -

i o PRINTED: 1171442011 . -

- had a memory deflcit. She called the

feeding tubing was wrapped around his/her arm
causing the tube fesding pols to turn over whon
the bed was lowered. The Adminisirator stated,
besed on his investigation this was an accldank;

Interview on 10/27/11 at 4:50 PM with LPN 2
revealed she was working another unit when LPN
#3 calied and told her Resident #8 got hit. She
atated she checked on the resident and noted
three (3) open areas to the face. She stated she
cleaned the resident's face and asked the -
resldent what happened. She statad the resident
said, "he hit me”, but he did not Know what he/she
was hit with. She stated CNA #1 was the only
male on the flaor. She further stated the resident
could talk clearly and axprass his/her needs but

Administrator wha told her to take CNA #1 into
Resident #8's room and take LPN #4 as a
winess to find out what happened. She stated
she asked CNA #1 what happened and he said
he relsed the bed up te do hisfher care then
walked around the bed to.use the contro! to lower
the bed. The resjdent had the tubing wrappad
around his/her left arm, and used his/her right
arm to lift the paralyzed left arm and when CNA
#1 lowgred the bed the pump fell over, She
stated she wrote down what CNA #1 sald and
CNA #1 read it and signed It. She further stated
she had CNA #1 go to the break roem which was.
downstairs away from the residant care areas
until the bus could come for him. She stated she
gave tha statement to the DON or Administrator
the next morning.

Interview, on 10/28/11 at 2:00 PM, with LPN #4
revealed she went in Realdent #8's room es a-
witness while LPN #2 Interviewed CNA #1 and
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Resident #8. She stated CNA #1 said he was
lowering the bed when Hesidant #8 reached over
and lifted the left arm with the right hand which

-pulied the tube feeding tubing-and pulled the tube

feeding pols over, She stated Resident #8 sald
nothing whiie CNA #1 made the statement.
Further interview revealod when CNA #1 left the
room, the resident told her he/she did not want
CNA #1 to lose his job, but something hit him/ner
and it was not the tube feeding pole,

Interview, on 10/28/11 at 10:00 AM, with LPN #3
revealed she was the nurse assigned to Resident
#8 on 10/06/11, and at 2;15 AM CNA #1 came to
her and explained Rasldent #8 had pulled the
tube feeding pote over on him/herself and she
may nmeed to come and check the resident. She
stated she Immediately went into Resident #8's
room and noted thera were three (3) facial
Injuries. She further stated there was an [
shaped laceration to the left chaak, a elrcutar
abrasion to the bridge of the nose and a larger
abrasion to the left-nare, She stated she asked
Resident #8 what happenad and. hefshe stated,
*He hit me, that's what happenad'. She stated
she pointed to the tube feeding pole and asked if
that wag what hit him/her and the residerit stated
"no, he had something In his hand, not sure what
he hit me with". She stated CNA #1 was on the
other side of the room during the conversation.
She further stated, she then asked CNA #1 to
leave the room and she went to get LPN #2 and
LPN #4. Further interview revealed the nurses
called the Administrator while she started a
neurological assessment. She stated she notified
the resldenit’s spouse of the facial injuries and
notifled the Physician to obtain a treatment for the
facial injuries. She further stated, although
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| resldent denled it. She further stated she and the
Administrator spoke with LPN #3 who was

Resident #8 had a diagnosis of Dementia, the
resident knew what ha/she was saying for the
most part. Contihued Interview revealed the
Director of Nursing (DON) and the Administrator
Intarviewed her and raad her statement.

Interview, an 10/28/11 at 6:30 PM, with the DON
revealod the Administrator: called her and she met
him at the facilly on 10/06/11. She stated she
went with the Administrator to interview Resident
#8 and the Administrator asked the resident
saveral times If CNA #1 had hit him/her and the

assignad to the resident at the time of the
incident, and she explainad CNA #1 had fold her
the tube feeding pale fell on Resldent #8 and
he/she was bleeding, Continued interview
revealed LPN #3 stated she knew CNA #1 did It
bacause she knew him. The DON stated | PN #3
dld not tell them she had interviewsd Resident #8
and therefore she was unaware Resident #8 had
alleged CNA #1 hed hit him/er. Futther interview
with the DON revealed she did not interview any.
other staff,

Intarview was attempted with Resident #8 on
10/28/11 at 3:00 PM, however the ras|dent
refused to speak with the surveyor.

Interview was attempted by phone with CNA #1,
on 10/28/11 at 11:00 AM; however, was
unsuccessiul,

Further interview with the Administrator, on
10/28/11 at 7:00 PM, revealed he did not agree
thls wag an ailegation of abuse because it was
not substantiateid by the resident. He stated he
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did direct LPN #2 to obtain a statement from
Resldent #8, howsver, he did not have the
statement and was unaware of what the
statement sald. He stated, he'obtainad
statementa from CNA #1 and Resident #8 and
that satisfied the Investigation becayse they were
the only individuals in the room et the time of the
incident and thelr storles were conslstent, He
statad he did not remembey conducting Interviews
with other staff and did not remember asking staff
to write statements related ta the incident. He
further stated he was unaware of Resident #8
teling LPN #2 and LPN #3 that he/she was hit by
CNA #1 because he had not interviewed the
nurses. When asked if the residents were
protected if a thorough investigation was nat
completed, he stated "no, | don't, but in this
| intance { think the Investigation was thorough for
the situation, filtaring out opinions of staff who did
not like CNA #1. Contlnued interview revealad if
there was an allegation of abuse, the facility was
to report the allegation within twenty-four (24)
hours; howaver, he did not call the incldent In to
state agencies because through his Investigation
he did not consider It an allegation of abuse, but
cansidarad it an accidant,
- F 228 | 483.13(c) DEVELOP/IMPLMENT

$68=D | ABUSEMNEGLECT, ETC POLICIES

Tha taclliity must deveiop and implement written
policies and pracedures that prohiblt
mistreatment, neglect, and abuse of resldents
and misappropriation of ragident propetty.

This REQUIREMENT is not met as svidenced
by: »
Based on Interview, clinical record raview, review

F 225
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of the facility's "Abuse Prohibition Policy", and
review of the facllity's Investigation, it was
determined the facility failed to implement thelr
"Abuse Prohibition Policy" regarding protecting
residents after an allegation of abuse was
received, thoroughly investigating the alleged
abuse, and raporting the alleged abuss to tha
appropriate state agencies for one (1) of eight (&
sampled resldents (Resident #8).

Resident #8 made an allegation of abuse towards.
Certifiad Nursing Asslatant (CNA) #1, however,
there was no documentad evidence a thorough
Investigation was completed and no documented
avidence state agencies ware notified of the
allegation.

The findings include:

Review of the facility "Abuse Prohibition Policy",
dated 12/25/11, ravealed a full Investigation woulg
always occur, and employees welild be :
sugpended pending Investigation if the allegation

| was for abuse/neglect. Further review revealed all

reporte would be called and faxed into
Community Based Services and Office of
Inspector General, Divigion of Long Term Cars,
immiediately and called to the local pofice '
department if warrantad. Interview with the -
Administrator on 10/27/11 at 4;30 PM revealed
this was the current facliity Abuse Policy.

Review of Resident #8's medical record revaglad
diagnoses which included Dementia, Depresslon,
Dysphagia requiring a Gastric Tube, and Corabral
Vascular Disease (CVA) with left hemiparasls,
Review of the Significant Change Minimum Data
Set (MDS) Assessment dated 08/26/11 revealed
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1. Resident #8 was re-asscssed on
10/17/11 by the Director of Nursing -
with no findings. CNA #1 no longer
works at the facility as of 10/17/11.

2. Current residents were interviewed
by the Administrator on 11-18-11 to
enstire there were no outstanding
allegations of mistreatment/abuse. No
other concems identified.

3. The Administrator and Director of
Nursing were re-educated to the
Abuse Prohibition Procedure on 11-
16-11 by the Regional Director of
Clinical Operations. Center staff have
been re-educated by the
Administrator, Director of Nursing,
Assistant Director of Nursing and Unit
Managers as of 11-18-11 regarding the
Abuse Prohibition Procodute. If an
allegation occurs, the Administrator or
designee will complete an
Investigation of the incident, notify the
required state agencies and implement

'+ Steps to protect the resident during the

investigation. The Social Services
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| the facillty assessed the resident as having

Severe cognitive Impairment and as requiting total
assistance with all Activitigs of Daily Living
(ADL's),

Revlew of the faoliity investigation conducted by
the Adminlstrator, dated 10/06/11, revealsd the
facility could not substantiate Certifled Nursing
Assistant (CNA) #1, alleged perpetrator making
any contaot with Resident #8. "This is an
accldant where tube feed pole fell on resident
when bed was lowered”: Further review of the
investigation revealed Resident #8 confirmed on
thres (3) occasions that CNA #1 did not touch or
strike him/her, Continued review revealad
statementa were obtalned from CNA #1 and
Rasident #8 and both parties denied any abuse,
There was no documented evidence of
statements from other staff working on the unit at
the time of the incident. . .

Interview, on 10/27/11 at 4:10 PM, with the’
Administrator revaaled Licensed Practical Nursa
(LPN) #2 called him at homs at 1:30 AM on
10/06/11 and explained Resident #8 was blesding
in the face and he did it (refarring to CNA #1,
alieged perpetrator). He atated, he instructed
LPN #2 to remove CNA #1 from the facitity, obtain
a statement from the resident, and conduct a
head to tos assessment of the resldent. Further
interview revealed LPN #2 stated CNA #1 told her
the tube feeding pole fell on Hesident #8; -
however, she did not believe there was any way
that could have happened. Tha Administrator
stated he came in on 10/06/11 and asked
Resldent #8 three (3) different times it CNA #1
had hit him/her and the resident denled it each
time. Continued nterview ravealed CNA #1 seid

(%4} ID SUMMARY BTATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN DF CORREQTION B
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- 226 Continued From page 9 Ea0g| Director will maintain a tracking log

to ensure the investigations are
conducted and state agencies are
notified.

4. The Administrator and or Director
of Nursing will review the tracking
log weekly and any allegation of
abuse/neglect or misappropriation to
determine that allegations have been
investigated and reported to the
required state agencies. A summary
of findings will be presented monthly
times 3 months to the Performance
Improvement Committee for review
and further recommendation.

Date of Compliance 11-19-11
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the resldant moved his/her paralyzed arm with
histher good arm and the tube teading tubing wag
wrapped around his/her arm causing the tube
faading pole to turn avar when the bad was
lowered. Tho Adminigtrator stated, he falt this was
an aecident based on his investigation.

Intervisw with LPN #2 on 10/27/11 at 4:50 PM
revealed she was working ancther unit when LPN
#3 called explained Resident #8 got hit. She
stated she assessed the resident and noted three
(8) open areas to the face. She asked the
resident what happened and the resident stated,
"he hit me", but he did not know what ha/she was
hit with. She further stated CNA #1 was the only
male on the fioor, Continued interview revealed
she called the Administrator who told her to take

‘CNA #1 Into Resident #8's room and take LPN ##4

a8 g witness to find out what happened. She
Stated she asked CNA #1 what happened and he
sald he ralsed the bad up to do care then walked
around the bed to use the control to lower the
bed. The resident had the tube faeding tubing
wrapped around his/her left arm, and used his/hor
right arm to lift thé paralyzad left arm and when
CNA #1 lowered the bad the pump fall over. She
stated she wroto CNA #1 statement and had him
8lgn it, then had CNA #1 go to the break room
which was downastairs awey from the residant
care areag until the bus could come for him. She
stated she gave the statement to the Diractor of
Nursing (DON) or Administrator the next moming.

Interview, on 10/28/11 at 2:00 PM, with LPN #4
revealed she went in Resident #8's room while
LPN #2 interviewed CNA #1 and Resldent #8.
She stated CNA #1 sald he was fowaring the bad
when Reelident #8 reachad over and |ifted ths laft

F 226
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arm with the right hand which pulled the tubs
feeding tubing and pulled the tube feeding pole
over. She further stated Resldent #8 said nothing
while CNA #1 made the statement, Continusd
intsrview revealted wheh CNA #1 feft the room,
the.resident told her he/she did not want CNA #1
io loge hls job, but gomething hit him/her and it
was not the tube feeding pole.

Interview, on 10/28/11 at 10:00 AM, with LPN #3
ravealed she was the nuree assigned to Resident
#8 on 10/06/11, and at 2:15 AM CNA #1 Informed
her'Resldent #8 had pulled the tube feading pole
ovar on him/herself and she may need to check
the resident. She stated she immediately enterad
Resldent #8's room and noted there were three
(3) faclal Injuries. She desocribed the injuries as
an L. shaped laceration to the left cheek, a circutar
abraslon to the bridge of tha nose and a larger
abraglon te the left nare. Continted Interview
revealed she asked Resldent #8 what happened
and he/she stated, "He hit me, that'a what
happened”. She stated she polnted to the tube
feeding pole and asked if that was what hit
him/her and the regident stated "no, ha had
somathing in hia hand, not sure what he hit me
with”. She stated CNA #1 was on the other side
of the room during the econversation, She then
asked CNA #1 to leave the room and she went to
get LPN #2 and LPN #4. Further interview
revealed the nurses called tha Administrator while
she started a neurological assessment. She
notifiad the res!dent's spouse of the faclal Injuries
and natifled the Physiclan to obtaln a treatment
for the faclal injuries, She stated, although
Resident #8 had a diagnosis of Dementia, the
rasident knew what he/she was saying for the
most part, Continued intarview revealed the DON
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and the Administrator interviewed her and read
her statement regarding the incldent,

Intervisw on 10/28/11 at 6:30 PM with the DON,
revealad the Adminigtrator called her and she met
him at the facillty early on 10/06/11. She stated
she went with the Administrator to interview
Resident #8 and the Administrator asked the
resident several times if CNA #1 had hit him/her
and the resident denled it oach time. She further
stated she and the Administrator spoke with LPN
#3 who was assigned to the rosident at {he time
of the incident, and she explained CNA #1 had
teld her the tube feeding pole fell on Resident #8
and he/she wae bleeding. Further Interview
revealed LPN #3 stated she knew CNA #1 did it
because she knew him. The DON stated LPN #3
dld not tell them she had interviewed Resident #8
and therefore she was unaware Resldent #8 had
alleged CNA #1 had hit him/her. Continued
inferview with the DON tevealed shé did not
interview any otherstaff.

Interview was atternpted with Resident #8 on
10/28/11 at 3:00 PM, however the resident did not
wish to speai Wwith the surveyor. _

Interview was attempted by phone with CNA #1
on 10/28/11 at 11:00 AM; howsver, the CNA could
not be reached., .

Further on 10/28/11 at 7:00 PM interview with the
Administrator revealed he did not agree this was
an allegation of abuse because it was not
substantiated.by the resldent. He stated he did
direct LPN #2 to obtain a statement from
Resident #8; howaver, he could not find the
statement and was unaware of what the
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statement sald. He stated, he obtalnéd
statements from CNA #1 and Resldent #8 which
satisfied the investigation because they were the
oniy Individuals In the room at the time of the
incident and thelr stories were consistent, He
further stated he did not remember conducting
interviews with other staff or asking staff to write
" | statements related to the incident, Further
Interview revealed he was unaware of Resident
#8 teliing LLPN #2 and LPN #3 that he/she was hit
by CNA #1 because he had not interviewed the
hurges. The Administrator was asked if the
residents were proteoted |f a thorough
investigation was not completed, and he stated
“no, | don't, but in this Instance | think the
investigation was thorough for the situation,
filtering out opinlons of staff who did not like CNA
#1. Further Interview revealad if thers wes an
allsgation of abuse, the facility was to report the
allegation to state agencles within twenty-four
{(24) hours.- However, he stated he did not raport
the incident because through his investigation he
did not conslder it an allegation of abuse, but
consldered it-an accldent.
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