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PLAN OF CORRECTION GRAYSON
AMENDED: MANOR NURSING HOME SURVEY
COMPLETION DATE OF June 06,
An Abbreviated Survey investigaling Complaint 2014
#KY21746 was conducted on 05/25/14 through
06/06/14 to determine the facility's compliance
with Federal requirements. Complaint #KY21746
was substantiated with deficlencies cited at the
highest Scope and Severity of a "D".
F 225 | 483.13(c)(1)(ii)-(ii), (e)(2) - (4) F 225
§5-D | INVESTIGATE/REPORT F225

ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mislrealing residenis by a court of law; o have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
Indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including Injuries of unknown source and
misappropriation of resident proparty are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
threugh established procedures (including to the
State survey and certificalion agency).

The facility must have evidence that all alleged
violations are thoroughly investigaled, and must
prevent further potential abuse while the
investigation is in progress.

Resident #1 was reassessed on

June 9, 2014 by Nursing

Administration (RAI Nurse) and

Director of Social Services for

inappropriate behaviors to include

but not limited to wandering,
hitting, verbal behaviors, and

sexual behaviors. Care plan was

updated to address resident’s
current behaviors.

On June 24, 2014 Social Services

Director audited staff on all
residents on the SNF/NF wing

inappropriate behaviors to include

but not limited to wandering,

for
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Any defciency statement ending with an aslerisk (')énotesg deficiency which the institution may be excused from correcting providing it is dahﬁnined t
other safeguards provide sufficient protection to the patients . (Sea instructions.) Excepl for nursing homes, the findings stated above ara disclosable 90 days
folawing the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction ara disclosab'a 14
days following the dals thesa dotuments ara mada available lo the faclity. If deficlancies are cited, an approved plan of comrecton Is requisite to continued

program participation
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F 225 Continued From page 1 ¢ 205 hitting, verbal behaviors, and

The resulis of ali investigations must be reported
to the administrator or his desknated
representative and to other officials in accordance
with State Jaw (including 1o the State survay and
certification agency) within 5 working days of the
incidant, and if the afieged violation is verified
appropriate corrective action neust be taken.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interview, record
raview and review of the facility’s poticy and
procedires it was determined the facility failed to
investigate sexually inapproprate behavior of one
(1) of (4) samplad residents (Resident #1) to
ensura residents were safe. Resident #1 antered
a fema'a resident's room and was found sifting at
the foot of the resident's bed undressed. Staff
was instructed not to document the incldent. The
facility failed to conduct an investigation and
Implernent interventions to protect the residents.

Tha findings Inchsde:

Review of the facility’s Prevention and Reporting
of Allegations of Resident Abuse, Neglect,
Exploilation and Misappropriation of Resident
Property, last ravised 05/14/14, ravealed the
persen(s) obsarving an incldent of resident abuse
or suspecting resident abuse must immediately
report such incident to the charge nurse. The
charge nursa or house supervisor should
immediately notify the DON of his or her
designee as well as the Social Services Director
and |he Administrator. Investigation stars

immediately.

sexua! behaviors. Significant
findings were addressed on
individual Interdisciplinary Care
Plans. Social Services Director
audited all residents on the SNF/NF
wing for freedom from abuse,

All staff was educated on June 23"
& 24™ 2014 by the In-service
Coordinator regarding staff
reporting when residents showed
behaviors that placed other
residents at risk for abuse. in-
service Coordinator also educated
staff on inappropriate behavior to
include but not limited to
wandering, yelling, hitting and
inappropriate sexual behavior.
Those staff that does not comply
with education training will be
removed from the working
schedule until this has been
completed. This education
included The Seven Components
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F 225 Canfinued From page 2 £ 226|Of The Abuse Prevention Protocol,
] how to identify residents at risk,
Record review revealed the facility admitted
Resident #1 on 04/15/14, with diagnoses which development of intervention
inciuded Alzheimer's Disease, Dementia i
! ' rategies to prevent occurrence
Unspacified, without Behavioral Disturbance and strateg ; P ’ ;
Essential Hypertansion. monitoring for changes that would i

Review of the Nursing Note, dated 04/05/14 at trigger abusive behavior,
3:30 AM, reveaied Resident #1 was reassessment of the interventlons

walking up and down the haliway, half dressed. ar basi dth
The resident woukd become combative with staff on a regular basis and the

when he/she was redirected to histher room. importance of following the
Intarview with Certified Nussing Assistant (CNA) guidelines of investigation and
#1, on 06/02114 a1 5:66 PM, raveated on 04/05/14 reporting.

at approximately 1:30 AM, while making rounds
she found Resiktent #1 sitling on a female

residents bed completely undressed. CHA#1 5
stated Resident #1 had bean wandaring The Quality Assurance Coordinator
throughotd the night and became combative implemented an audit of Nurses

when redirected. She further stated Resident #1 R .
had a kistory of making sexually inappropriate Notes, Nurse Aide Documentation

comments and suggestions toward female staff on Kiosk, Care Plans and Incident

members, although she had never witnessed
himmer exhibiting sexually inappropriate gestures Reports to ensure staff is reporting

towards any femalo residents. CNA#1 stated incidents when residents have

she reported tha incident to Licensed Practicat )

Nurss (LPN} #1. behaviors that place other
residents at risk for abuse. Also the

Interview with CNA #2, 06/03/114 a1 9:10 AM, i
ravealed on 04/05/14 al approximataly 1:30 AM, audit includes interview with staff

CNA#1 requested help in getting Residant #1 oul . .
of Resident #2's reom. Further interview as to their understanding of the

revealed Resident #1 was in Resident #2's room Seven Components of the Abuse
sifting on the bed completely undressed, CNA#2

stated Residont #1 was difficult to redirect; Preventian Protocol to  emphasize
however, LPN #1 and CNA #1 were abie to get the importance of reporting

the resident back to his/her room without her
having to intervens.
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F 225 | Continued From page 3 F 225 immediately as well as thorough

investigation a i
Interview with CNA #3, on 05/20/14 at 3:10 PM, stigation and prevention of

ravealed Resident #1 had a history of wandering further potential abuse while the
into female residents’ rooms and making sexual 5 roatiamn | s
inappropriate comments toward female staff, investigation is in progress. This
Further interview ravealed Residont #1 has audit wilt be done by the QA

oaxhivited thesa behaviors since January 2014, .
CNA #3 stated, "We have baen instructed by Coordinator once a week for 8
some of the nurses and the Social Werker notte weeks of 100 % compliance, then

chart these behaviors because it would cause a . .
monthly until 100 % compliance is

lot of paperwork".
maintained for 3 months. Then the
Interview with Licensed Practical Nurse (LPN} #1,

on 05/30/14 at 11:14 AM, reveated Resideat #1 audit wili be continued every three

was wandering In the hailway throughout the night 9

on 04/05/14. Further interview revesled around months as long as 100 %

2:00 AM, Resident #1 wandered inlo a famala compliance Is maintained. This

resident's (Resident #2) room and was sitting on . .

the foot of the resident's bed completely audit will be conducted as part of o5 ot
undressed. LPN #1 slated she called the Director the Facility’s Quality Assurance

of Nursing (DON) and was infermed by the DON
fo call Reskient #1's Primary Care Physiclan and
the facility's Soclal Service Worker (SSW). The
LPN stated the DON asked her if any
documeantation of the incident was put into
Resident #1's Medical Recerd. LPN #1 revealed
the DON instructed her to document the resident
was wandering foliowing female staff, was difficult
{o redirect, combative at times and not lo
document he/she was found in the female
resident’s room undressed siting on the bed.
LPN #1 stated she called the SSWat
approximataly 3.:00 AM on 04705714 to inform her
of Resident #1 baing found completely undressed
siting on Resident #2's bed.

Program.

Interview with the Seclal Service Worker, on
©6/02714 at 3:35 PM, revealed Residenl #1 had a
history of wandering, combative behaviors,
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folfowing female staff around, and making
sexuatly Inappropriate comments to famale staff.
Further itarview with the Soclal Service Woiker
{SSW), on 06/04/14 at 2:30 PM, ravealed slaff
noticed an increasa in Resident #1 soclaly
inappropriate behaviors slarting around the first of
the year. The SSW stated, "That's when | made
arrangements for him t¢ go lo a behavioral heallh
facility for evatuation.”

Interview with the DON, on (6/03/14 at 8:40 AM,
reveated she was called by LPN #1 on 04/05/14,
in the early AM regarding Reskdent #1 being
combative, not easily redirected, wanting lo follow
staff around. The DON stated, "l was nover
informed Resident #1 was naked or sitling on
another rasident’s bed until tha investigation was
Initiated on 05/23/44". The DON stated she
Instrucied LPN #1 to call Resident #1's physician
and lhe SSW. The DON stated, "Slaff usually
call me and the Soclal Service Worker when
residents act oul, that's why § had LPN #1 to call
the SSW."

Interview wilh 1ha Administrator, on 06103714 al
11:00 AM, revealed Resident #1 was senttoa
bahavioral health faciity for evaluation on
04/05/14 because of following female staff
around and the residant was difficult to redirect,
Furthet inferview revealed the Administrator was
aware of the resident’s flifatious behaviors and
denies belng aware of Resident #1 exhibiting any
sexually inappropriate actions. F 279
F 279 483.20(0}, 483.20{k}{1} DEVELOP ¥ 279
5$5=p | COMPREHENSIVE CARE PLANS

On June 9, 2014 Resident #1's

A Eacility must use the results of the assassmant Interdlsciplmary Care Plan and

to develop, review and revisa the resident’s
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F 279 | Centinued From page & Fa7s] Nurse Aide Care Plan was
comprehensive ptan of care. immediately reviewed by Social

The facility must develop a comprehensive care Service Director and Resident #1's

plan for each resident that includes measurable RAI Nurse. Resident #1's care pians
objectives and timetables to meet a resident’s

medical, nuesing, and mental and psychosocial were updated to address any

needs that are identified in the comprehensive inappropriate behaviors to include
assessmant.

but not #mited to wandering,
The care plan must describe the saqvicos that aze .
to be furnished to altaln or maintain the resident’s verbal bEhaworS‘ sexual bEhawors'
highest practicable physical, mental, and and combativeness.
psychosaclal well-being as required undsr
$483.25; and any services that would otharwise

ba required under §483.25 but are not pravided OnJune 9, 2014 Social Services and

due 1o the resident’s exarcise of rights under A .

§483.10, including the right to refuse treatment Nursing Administration reviewed

under §483. 1G(E)4). all Interdisciplinary Care Plans and
Nurse Aide Care Plans for resldents

MENT i i
:::']5 REQUIRE is not met as evidenced on the SNF/NF wing. Ensuring that
Basad on interview and record review it was all residents recelved a care plan

determined the facility failed to develep a care

plan for one {1) of four sampled (4) residents that addressed at risk for SOCia“V

{Resident #1) related to the specific resident inappropriate behaviors including
behaviors of making sexualiy inappropriate o X

remarks and geslures toward staff and unrobing; but not limited to wandering,

and the Tacisty faifed 1o care plan the resident's verhal behaviors, sexuval beh
undressing and sitting at the foot of a female . 1 5€ aviors,
resident's bed. and combativeness,

The findings include:
On June 9, 2014 the Director of

Review of the facility’s Behavior Managemant "

Policy, last revised 02/12/12, revealed Behavior Nursing educated the RAl nurses in

Management is an individualized plan of care for guidelines for developing care
a specific resident with spacific mood/ibehavior
issues. This plaa of care is included in the
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F 278 | Continued From page 6 F 278| plans to address specific
Interdiseiplinary Care Ptan that is initiated upon inappropriate behavior to include
admission/readmission and reviewed/revised at .
least quarterly and with any identified change of but not limited to wanderlng,
condition of the resident. yelling, hitting and inappropriate
Record review revealed the faciity adaitted sexuai behavior. All staff were
Resident #1 on 04/16/14 with diagroses which d th
included Alzheimer's Diseass, Demantia, educated on June 23 & 24" 2014
Unspecified, without Bshavioral Dislurbance and by the in-service Coordinator
Essenlial Hypertension. The Brief Interview for . .
Mantal Status {BIMS} indicated the resident is regarding Inappropriate behavior
rarely/naver understood therefore a score was to include but not fimited to
not oblained. Resident #1's cognitive skills for i . )
daily decision making indicated modified wandering, yelling, hitting and
indepandence-some difficity in new situations inappropriate sexual behavior.

only.
Those staff that does not comply
Review of the Comprehensive Care Plan, dated

02/20/14, revealed the resident was al risk for with education training will be
combativa or socially inapprogriate behaviors but removed from the working

the care plan did not addrass the resident’s .
sexuatly inappropriate behaviors with staff and schedule until this has been

othar residents. completed. This education
Interview, on D6/04/14 at 2:55 PM, with the included how to identify residents
Minimum Data Set (MDS) Nurse revealed the

Soclal Services Worker {S5W} of Nurses were atrisk, devempmem‘ of

responsible for adding any behavicrat problems intervention strategies to prevent

of intervantions 1o the resident's care plan.
Further interview ravealed Ihe MDS Nurse was oceurrence, monitor]ng for
unaware of Resident #1 having any behaviorat changes that would trigger abusive

issuas of removing histher clothing or exhibiling behavior and reassessment of the

any inappropriate behaviors
interventions on a regular basis.
Review of the Nurse's Noles, dated 04/05/14 at

3:30 AM, revealed Residen? 41 was

walking up and down the haliway, half dressed,
and bacame combative with staff when hefshe
was redirected to hissher room.
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F 279 | Continued From page 7 ¢ 279| The Quality Assurance Coordlnator

i an audit on
Interview with Cerlified Nursing Assistant [CNA) smplemented

#1, on 06/02/14 a1 5:55 PM, revealed an 04/05/14 monitoring care plans to make
at approximately 1:30 AM, while making rounds

she fourd Resident #1 sitting on a femals sure specific behavior to include
resident's bed complately undressed. CNA#1 but not limited to wandering,

stated Rasident #1 had been wandering . d
throughout the night and bacame combative yelling, hitting and Inappropriate

when redirecled. Bhe further stated Residant #1 sexual behavior are addrassed as
had a history of making sexually inappropriate

comments and suggestons foward femala staff well as monitoring & reassessment

mambers aithough she had never witnessed of the interventions on a regular
himvhar exhibiting sexually inappropriate gestures .

towards any female residents, CNA #1 stated basis, The Quality Assurance

she reposted the incident to Licensed Practica? . f

Nurse (LPN) #1. Coordinator will conducet this audit.

it will be conducted weekly times
four weeks then monthly times 3

Interview, on 05/26/14 at 2:15 PM, with Certified
Nursing Assistant (CNA) #4 revealed Resident #1

approached her two (2} to three (3) weeks ago months then quarterly maintaining

reguesling sex. . .
100 % compliance. This audit will

Intesview an 05530714 at 1:20 PM with CNA#5 be conducted as part of the

revealed Resident #1 attempted to grab her R

crofeh and attempted to kiss her. Facility’s Qusality Assurance 425 [ony
Program.

interview on 06/04/14 at 3:20 PM with CNA#7
revealed Resident #1 makes "parverted”
comments fo staff and has suggested femals
staff get In bed with him/her, She stated,
"Resident #1 wanders during the evening and
night, and it's hard to keep himvher in one area,
sematimes we have 1o closa the doors Lo keep
{him/her) in our unit™.

Inlerview, on 08/04/14 at 4:10 PM with CNA# 9,
revealed Resident #1 wandered and {akes off
hisfher clathing. Further interview revealed she
had witnessed Resident #1 wander in famale
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residents’ rooms, CNA#9 further revealed she
has witnessed Resident #1 exhibit sexuai
inappropriate actions of touching and fealing on
fernala staff memiers. CNA #9 slated, "I reporled
these behavioss 10 the nurse, Social Services
Worker, and charted the behaviors ... under
tesidents’ behaviors”,

Interview with the Sodiat Service Worker (SSW)
on £6/02/14 at 3:35 PM revealed Residaent #1 has
a history of wandering, combative behaviors,
foitowing female staff around, and making
sexually Inappropriate comments to famale staff.
Further interview revealed the SSW identified
Resident #1's behaviors as inappropriate and she
failed to develop a eare plan lo address the
fesident’s inappropriate behaviors with staff.
Additienally, she feiled o develop & care plan
related to the resident's behavior of disrobing and
antering other resifenl's soems. Further interview
with facilify's SSW on 06/04/14 at 2:30 PM
ravealed staff noticed an Increase in Resident #1
socially inappropriale behaviors starting around
the first of the year.
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