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A nurse's note, dated 07/10M0 at 9:30 PM,
ravealed Resident #16 was wandering in other
rasidants' rooms and made the statement, " want
some pussy, go ask her to give me some pussy”
end then called the staff "Sluts®, when redirected.
Review of the care plan revealed no hew
interventions were impfemented at this time.

Dosumentation on a nurae's note, dated 07/12/10
at 9:30 AM, revealed "Resident noled In 212 A,

| -female-bed, masturbating-and ejacuiated on bed;
212 Aresldent nol In room”. Review of the care
plan revealed no new [nterventions were
Implemeanted at this ime.

On 07/15/10 at 10:40 AM, a nurse's note entry
revaaled the rasidant had "Pants down fondling
self" and was in full view of the roommate. The
nursae's note revealed Resident #18 stated all the
famate staff ware "Whores". Review of the care
plan revealed the facllity added ah Intervention 1o
monitor every 15 minutes, placed an alarm at the
top of the resident's door and pharmacy reviewed
Resident #16's medications. The pharmacy
review recommended hormone therapy and an
increase in Aricept. Furthermore, there was no
documanted evidence the 15 minules checks
were implemented and completed by staff on

Nurse’'s note, dated 07/18/10 at 8:30 AM,
revealed Resident #16 was found in ancther
resident's bed and when redirected by the staff,
he/she became aggressive and slapped at them,
There continued to be no dosumented evidence
tha 156 minutes checks ware implemented and
completed by staff on 07/18/10, Further review
ravealed, the physiclan Increased the Aricopt
from 8 milllgrams {mg) to 10 mg on 07/20/10.

F282]  Fa82 (continuca)

Keehrs

in number or frequency.

Review of the 24 hour nursing reports wilt e
canchucted daily, by the Director of Nursing or
Unit Managers in her absence, to identify the
onsct of or changes in, hehaviors that are
sexually inappropriate. On weckends and
holidays the on call nurse will verbally review
the 24 howy reports by phone to identify a new
anset of soxually inapproprinte behaviors, If
sexually inappropriate behaviors arc identified,
the on call nurse will come in (o review
interventions implemented and to determine if
additional interventions arc indicated snd
report findings to the Director of Nursing and
{ or Administeator, The care plan will be
reviewed by the DON or the specified Unit
Manager to verify that the planncd
interventions were implemented,

How will the corvective actions_he mpnitored
to.ensure the deficlent practice will not

Unit managers will randomly seiect four
residents (11.2%) from each unit weckly who
require more than one person for assistance
with transfers, Without prior notification, staff
providing carc for thesc residents wili be
ohserved conducting transfors 1o validate
compliance with the Nurse Alde Data Sheot.
The observations will be conducted weekly for
8 weeks then monthly x3 months. If concerns
are idenlified, re-training /disclplinge will result,
The Committec will review findings and if no
deviationg in observations are identified, then
the obscrvations may be redused In number or
frequency, Conversely, if deviations are noted
thon the numbor of observations will increase

The orders and 24 hour report recorda and the
care plans for residents Tdentified with
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0On 07/22/10, per the nurse's note at 3;20 PM,
Resldant #16 was observed pulling the cover off a
famale resident and told staff he/she was "Up to
meanness”. Additionally, that same day, an
interview with Housekeeping Staff #1, on
0B/18/10 al approximately 11:45 AM, revealed
she observed Resldent #16 In Resident #14's
room on 07/22/10, Resident #16 was standing
over Resident #14 who wags In bed, and Resident
#16' hand was inside the pants of Resident #14
rubbing his/her puble area, Furthermore, an
interview with family member #1 (on 08/20/10 at
4:00 PM, former resldent of the facility) revealed
on 07/22/10 he/she had witnessed Resident #16
rubbing Resident #7's lag and then moved hisfher
hand and bagan rubbing Resident #7's pubic
area, Resident #7 was half asleep on the couch
and did not know what was happening, The
family member stated, "it made me feel bad".

The facility wag unable to provide any
documented evidence the 15 minute monitoring
of Resldent #16 was Implemented. Whiie the
pharmacy review recommended hormone therapy
and an Increase In Aricept, the Aricept order was
not recelved untll 07/20/10. The hormane therapy
was not initlated until 07/23/10, the day after the
Incldent with Residents #14 and #7, Furthermore,
the facllity was unable to provide evidence
interventions were re-gvaluated for effectivensss.

On 08/19/10 at 5:50 PM, an interview was
condictad with Nurse Aide {(NA) #1. NA it
revealed Resident #16 wandered and had a
favorite room (Resident #14's} and requiraed
fraquent redirection out of that room. NA #1
stated, "We all ted to watch Resident #16°, but
was not aware of any process for implementing

behaviors will be réviewed in the next days
Abbreviated Quality Assurance mecting by the
DON, or the MDS Coordinator, in her absence
to verify that the plan was updated and roffects
interventions necessary to protect the safety
and well being of other residents. If sexually
inappropriste behaviors occur on the weckend,
the carc plan will be reviewed in the next
weekday AQA meoting to verify that
appropriate updates were made,

Care Plan revisions are not limited (o this
process and con be made at anytime that it is
noted that a vevision is indicated. When now
interventions arc added for a resident who
exhibits sexually inappropriate behaviors, the
resident and the intervention change will be
added to the 24 hour report , to monitor the
¢ffeetivencss of the interventions, The resident
will remain an the 24 hour report for at teast
seven days. If intorventions aro noted 1o bo
ineffective, the care plan will be rovised with
appropriate interventions and will be ongoing
unless modified at the recommendation of the
Quality Assurance Cominittee.
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evary 15 minute monitoring.

On 08/20/10 at 9:45 AM, an interview conducled
with LPN #2 revealed Resident #18 enfered other
residents’ rooms several times and Resldent #16
waited for one resident {o leave & room, leaving
the other resident alone, Resident #16 knew
what he/she was doing and at no time did she
see him/hor confused, Resldent #16 entered
ancther resldent's (#18) room one night
demanding sex and scared himfher, LPN #2
atated Resident #186 did not bothar male residents
and said, "He/she made me feel uneasy".

An interview conducted with LPN #1, on 08/20/10
at approximately 8:30 AM, revealed Resident #18
had behaviors of staring at evarybody's bottoms
and entering other residents’ rooms. LPN #1
stated she thought Restdent #16 had a purpose
far entering some rooms in parifcular and thought
hefshe "prayed on female residents”. The facility
placed a door alarm on Resident #1&'s door
because he/she had been in other residents’
rooms touching khim/herseif, but it was not
cffective if Resident #18 was not in histher room,
LPN #1 stated she wasn't sure If Resident #16
was or was not on 18 minute checks but "In 15
minutes Resldant #16 gould do what he/she did to
Resident #14". Additionaily, the LPN dld not
know If thare was a pollcy or procedure for 15
minute monitoring. LPN #1 stated, "l was scared
of thiz guy myself” and had told the administrative
staff at the morning meeting when the door alarm
was implemenied 07/15/10.

An interview with the Soclal Services Dirsctor
{S8D), on 08/20/10 af 11:46 AM, revealed she
was responsible to update the behavior care plan
when resldents had behaviors but she had net

F 282
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Implemented any new Interventions for Resident
#186,

Interviews with LPN #2 on 08/20/10 at 8:30 AM,
LPN #1 on 08/20/10 at 9:45 AM, the S8D on
08720710 at 11:45 AM, and CNA #3 on 08/20/10
at 3:10 PM, revealed they thought Resldent #18
had been on 15 minute shecks off and on bt no
particular-staff had been asslgned as responsibla
to ensure the checks were completed and no fiow
sheet was utilized to verify if checks were
completed. Additionally, the staff Interviewed
were not sure If 15 minute checks wera on
Resldent #16's care plan. A review of the Nurse
Alde Data Sheet {not dafed) revealad two gssist
with all care and door alarm for a safely davice,
The Behavior Interventlons sections was bfank.
The care plan litied "Bebavioral symptoms
revealed 15 minute checks, dated 07/10/10 that
the DON had stated she actually placed on the
care plan on 07/15/10, Additionally, the DON
stated she was not sure if 15 minute checks had
been puf on the Nurse Aide Data Sheet. No other
documentation for 15 minute checks could be
verifiad.

An interview on 08/20/10 at 12:20 PM, with the
Director of Nursing {DON), revealed pursas were
respons|ble to ensure a resldent’s care plan was
updated if an immediate intervention was nesded.
She thought Resident #16 had been on 15 minute
chacks but on 07/15/10 she had addad "to be
monitored every 16 minutes™ with a date of
07/11110. Additionally, on 07/18/10, “alarm to top
of door' and "pharmacist reviewad meds" was
added.

An Interview with tha Administrator conduoted
08/19/10 at approximately $:35 PM, revealed
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Resldent #18 had been placed on 1:1
observation, after 07/22/10, when he/she was
observed by ataff with his/her hand in the front of
Resldent #14's pants. The Administrator stated
the facllity had previously Initlated 156 minute
checks due to Resldent #16's inappropriate
behaviors; however, there was no documented
evidence that the checks were completad. The
Adminlstrator further revealad the facility had not
developed a policy and procedure for 15 minute
monltoring. Resident #16°s behaviors had been
discussed in the morning meetings and staff were
told to present reality and that hisher behaviors
were unaceeptable,

An acceplable Allegation of Complianca {AoC)
was recelved 09/02/10. The actions taken to
vorify the removal of immediate Jeopardy
in¢luded a pollcy developed ragarding
Inappropriate Sexual Behavior Management on
08/30/10. The Administrator and staff were
fralned regarding thls poticy beginning on
08/30/10 end continuing with on~coming
employees before they bagan work. A raview of
the Abuse Policy with an emphasis placed on
recognizing sexual abuse and inappropriate
behaviors and the need fo report any suspected
abusa of any kind was reviewed. A polloy was
developed on 08/30/10 describing the process to
be followed when providing behavior monitoring
including 1:1 monitoring and every 156 minute
manitoring. Review of the 24 hour Nurging
reports will be conducted daily, by the Director of
Nursing or Unit Managers In her absence, to
identlfy the ongat of or changes in, behaviors that
are sexually inappropriate. On weekends and
holldays the on ¢all nurse would verbally review
the 24 hour reports by phone to idenlify a new

onset of sexually inappropriate behaviors, If
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sexually inappropriate behaviors are identified,
the oncall nurse would come in to review
Interventions and report to tha Director of Nuraing
(DON) and/or Adrinistrator. Additional
interventions would be based on the assessment
of confributing/causative factors, A posttost-was
givan to the Administrator and staff to verlfy
underatanding. The Care Plan team Including the
DON, MDS Coordinator, Unit Managers, Social
Service Director, Activity Director, Dietary
Director, Rehab Diractor and the Administrator,
were provided tralning regarding updating the
plan of care as conditions arlse and monitoring
the effectivenass of the approaches that were In
place, The training was conducted by Quality
Management Spaciallst Nurses on 08/31/10.

The new Sexual Behavlor Management policy,
dated 08/30/10, was reviewed on (8/31/10. The
Administrator, SSD and staff were tralned
regarding this policy beginning 08/30/10. Tha
Administrator and SSD were trained by the
Quality Management Speoialist Nurses on
08/30/10 and continued with on-coming
employees before they began work and post tests
wora completed. The sign in sheets and post
tasts were verified and Interviews conducted with
the Administrator, SSD and staff on 09/01/10 and
059/02/10 verified thelr understanding. A new
policy dated 08/30/10 for the process to be
followed for every 15 minute monitoring was
reviewed 09/01/10 and the Administrator, 88D
and staff ware able to verify understanding
through interviews conducted 09/01/10 through
09/62/10. The Care Plan team including the .

*| Administrator, DON, MBS Coordinator, Unit
Managers, S5D, Activity Direclor, Dletary Director
and the Rehab Director were provided training

regarding updeating the plan of care as conditions
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arise and monitoring the effectiveness of the
approaches that were In place. The training was
verified conducted by Quallty Management
Specialist Nurses on 08/31/10.

The Immediate Jeopardy was verifisd removed
on 08/02/10, as alleged In the AoC, with the
scopefsaverity lowered to a "D, based on the
facility's need to continue to evaluate the
Implementation of systematic changes,

2. Record review revealed Resident 15 was
admitted to the facility on 01/268/10, with a
dlagnosia of Left Effected Cerebrovascular
Dlsease.

A raview of the Minimum Data Set (MDS)
assessment, dated 02/08/10, revealad the facility
identified Resldent #5 as moderatsly cogritively
impaired and required extensive assistance of
two or more staff for transfers.

A review of the Comprehenslve Care Plan, dated
02/07/10, revealad Interveniions included
oxtensive assistance of two staff with transfers,
Further review of the Nurse Alde Data Sheet,
dated 04/08/10 through 08/13/10, identified the
resldent as nen-ambulatory, at risk for falls, two
ataff assist at timas for mobility, and two staff
assist for transferring.

An interview, on 08/18/10 at 10:50 AM, with
Certified Nurse-Alde (GNA) #1 revealed-she-was -
aware Resident #5 required extensive assist of
two staff for transfers.

An interview, on 08/18/10 at 10:55 AM, with CNA

F 282

FORM CMS.2587{02-9) Provious Versions Obaolnta Evert ID:7OHK11

Fadity 1D: 100148

if continuntion sheet Prge 20 of 40



18/86/2016 22:61 2593285

ADMISSTIONS

PAGE 31/46

PRINTED: 09/27/2010

DERPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . CMB NQ, 0238-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPIIER/CLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUIEDING
B WING
185308 09/02/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
718 GOOD :
SPRING VIEW HEALTH & REHAB CENTER, ING ! WIN LaNg
. LEITCHFIELD, KY 42754
(%43 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'@ PLAN OF CORRECTION xs)
PREFIX {EAGH DEPIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR L8O IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 282 | Continued From page 29

#2 revealed she was aware Resident #5 was care
planned for two staff asaist with folleting and
transfers. She revealad on occasion she
transferred himMer alone, She stated, "He does
pretty good with grabbing hold of something to
help with the transfer”.

An interview, on 08/19/10 at 11:30 A, with
Licensed Practical Nurss {LPNYMDS #3 revealed
Restdent #5 had always been assessad as In
nead of lwo asslst for transfers and the CNA
trangferring himMer at the time of the fall on
07/03/10, "did not follow the CNA care plan”,

A telephone Interview, on 08/20/10 at 8:40 AM,
with CNA #3 revealed on 07/03/10 she was
atlempting to transfer Resldent #5 alone o bad
from the residant's wheelchalr whon the resident
began lo slide. She eased the resident to the
fioor. She stated she waz aware the resident was
care planned for two staff assist with transferring;
howavar, she did not get help.

Aninterview, on 08/20/10 at 7:05 PM, with LPN
4, the unlt nurge on 07/03/10, revealed she was
called into Resident #5's room by CNA#3, She
observed Resident #5 on the floor, She assisted
CNA #3 to assist the resldent off the floor and to
bed, She staled ths resident was care planned on
that date for two staff asslst bul CNA #3 did not
seek assistance before attempling to transfer the
resldent alone,

An Interview, on DB/20/10 at 10:85 AM, with LPN
#5, Unit Manager for the unit on which Resident
#5 resided, revealed there had been no changes
made to the care plan related to transfers. She
stated on 07/03/10, Resident #5 required
extensive assistance of iwo stalf {or ransfers,

F 282
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The facility must ensure that the resident
envitonment remalns as free of accldent hazards
ag is posslble; and each resldent recelves
adequate supervislon and assistance devices to
prevent accidents,

This REQUIREMENT s not met as evidenced
by:

Based on Interview and record roview, it was
determined the facility failed ta prevent falls for
one resldent (#5) in tha selected sample of 20,
Resldent #5 requirad assistance of two staff for
{ransfars. On 07/03/10 a Certified Nurse Aide
{CNA) attempted to assist the resident without the
asslstance.of a second staff, which resulted in a
fall.

Tie findings Include;
Resldsnt (#5) was admifted to the facliity on
01/26/10, with a diagnosis of Left Effected

Cerebrovascular Diseasa,

A roviaw of the Minimum Data Set (MDS)
assessment, dated 02/08/10, revealed the facility

and cach rezident receives adequate suporvirion nnd
assistanes to prevent accidents.

Covrectlve Measiwes fox Resident Identified
in_the deficlanc

&Y
Resident #5 will be transforred wiitizing two staft
members in accordance with the resident's plan of
care, CNA #3 was re-cducated by the DON on
9/1/16 and verbalized understanding. CNAs
working on Resident #5's unit on 07/03/{0 will be
re-rained by nurse unit managers and required to
2ive returi demonstration to validate following the
Nurse's Aid Data Sheet og required. This training
will start on 09/07/10 and will be completed by
09/10/10,

How of 3 n nffected
by this practies were identified:

Transfer requirements on the Nurse Aide Data Sheets
wera reviewed by the Nursing Unit Managers and
Carc Mlan Coordinator, The review was completed on
9/7110, The findings of the rovicw revealed that 22
vesidents on 100 hall and 21residents an 200 hall
required more than one person to assist with
transfers. The CNAS who provide care for the
residents identified ag needing more than 1 porsoxn
Tor transfers, were Intervlewed by the Unit Manrgers
and CN A Manager to verlfy that they understood
the requirement to fallow the nurse aide data sheet,
withaut deviation, These inforviews were completed
on 9/9/10. All C.NLA.3 interviewed correctly
identified the required amount of assistnecc and
vatldated that they nnderatood that the Nurse Alde
Data Sheet was to be followed, with no ot being
unswaore of the required assistance.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES i3 PROVIDER'S PLAN OF CORREGTION (38}
PREFX {EACH BEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATIONY TAG CROSS-REFERENCED TO THE APPROPRIATE DaTeE
DERICIENCY)
" F 282| Continued From page 30 F 282
An Interview, on 08/20/10 at 11:05 AM, with CNA
Manager #4 revealed origntation of new CNAs to
Nurse Aide Data Sheets included review-of the
‘| forms and explanation of each aréa addressed on
| tha forms.- New employees wete Instructed to - -
review the forms daily for changes of updates and 7323 09/11/2010
to follow the care plans for care of the residents. ? ,3-2';5 f} ‘Hcﬁ of Accident Hazards/ Superyisl
{ ia the facility's rouline practice to
F 323 | 483.25(h) FREE OF ACCIDENT F 323 maintain the facility in a manner that the resident
8s=D | HAZARDS/SUPERVISION/DEVICES environment remaing a3 free of hazards as ia posslble;
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..ldent!ﬁed.Rassdem.{#E) ay mo.derately cognitively . Mensures Implemented or Systems Allered
impaired, and required extensive assistance of Prevent Re-aceurrences
two or more staff for transfers. Re-educatlon will he initinted on 977780 by Director

nf Nuraing & CNA Manager to re-trein off CNAs on
following the Nurse Alde Data Sheots for transfer

A review of the Comprehensive Gare Plan, datad requircments a3 catablished by the interdisciplinary

02/07/ ?0' revealed Interventions included cavo plan team and, emphasizing thas no tess
oxiensive assist of two staff for ransfers, Further assistance can be provided by staff than s specificd
review of the Nurse Alde Data Shoet{NADS), on {he nurse aide dota sheet. Tnservicing will be
dated D4/08/10 ihmugh 0B/13/1 0' revealed the initinted Ol‘; 9/7::10 ﬂn(}i‘;‘;ﬂ;gﬂuﬂed’a{ mlghtple Sm;“
. group sesslons thraug . The Director o
resldent as non-ambulatory, at risk for f?!fs and Nursing wilt bo responsible to arrange or provide
two staff assistance at all times for mobility and, taining for sny CNAg who have not completed the
transfers, training prior to the fast scheduled session on

05/10/2010 'will be trained befors their next shift
worked, If concorns are identified vetraining

A telephone fnterview on 08/20/10 at 8:40 AM fdiselpline witl requle. The Committee will roview

with CNA #3 revealed she allempted to transfer findings and if no deviations in adherence to the care

Resident (#5) alone from the wheelchair to histher plan for transfers arg identified, then the ohscrvation

bed on 07/03/10, When the resident's feet of oare plan compliance may be reduced in num}mr o
i frequensy. Conversely, if deviations are noted then

s!arleg to s;ge, shedhald lo gase him!hT: éo :ll‘!e the number of observed wansfers will increnss in

floor. CNA #3 stated she was awarg, &t the time number of froquency.

of the attempted iransfer, that the resldent was i

assessed a3 requiring two staff for transfers. She Monitoring Measures to Maintaln On-goiug

iance:
Unit managers will randomly sclect four residents
{11.2%) from cach unit weekly who require more

statod it was documented on the Nurse Alde Data
Sheet; howeber, ghe did not request help to

transfer the resldent. than one person for assistance with transfers.
Without prior notification, staff providing care for
An interview on 08/20/10 at 7:50 PM with LPN #4, ‘hcs:I rg.qidcms wlm ba obf:':‘rvled éondujtigg transfers
) ; to validate compliance with the Nurse Aide Data
re\fea[ed on 07/03lf 10, she was lassngnad to the Sheet. The obsc':'vationﬁ will he conducted weekly
unit on Which RGSIdent (#5) I'eslded. CNA#3 . for & weeks thon mﬂﬂ‘hly 13 months, Findi"gs of
called her to the resldent's room. LPN #4 the obscrvations will be reported to the Dlrector of
observed the resldent on the floor at hisher Nursing , and in her absenes, the MDS Coordinator,
bedside. She stated GNA #3 informed her that a8 well a5, 10 the facility's Quality Assurance
ident without Committee, If coneerns are Identified retraining
she attempted to transfer the resident wi fdizciptine will resuft, The Commiltee will rovisw
assistanca and the resident's feat started to slide, ﬂndings and if no devistions in observations arc
The CNA stated she eased the resident 1o the identificd, then the abservations may be reduced in
floot, IL.PN #4 revealed she helped CNA #3 1o number or frequency. Conversely, if deviations are

noted then the number of observationg will inorenss

asslst Resident #5 off the floor and {0 bed. The In mamber or frequency.

LPN stated Resident #5 was care planned at that
Ume and currently for two staff assistance for
transfers,
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Interviews on 08/19/10 at 10:50 AM and at 11:55
AM and on 08/20/10 at 10:55 AM, with CNA #1,
LPN/MDS #3 and LPN #5, Unit Manager,
respectively revealed they were all aware
Resident #5 required extensive assisiance of two
staff for transfers and that he/she was care
planned for two staff assistance with transfers.
F 490 | 483 75 EFFECTIVE o F 480 Fd90
=J | ADMINISTRATION/RESIDENT WELL-BEING M 10/01/2010
§8=J 483.75 1iffective Adiinisteation/Resident Well

A facliity must he edministered In a manner that
enables it to use ls resources effectively and
effictently te attain or maintain the highast
practicable physical, memtal, and psychosogial
well-being of each residant,

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record revisws, it was
determined the facillty fallad to ensura it was
administered In a manner that enabled it to use
its' resourees effectively and effisiently to attain or
maintain the highest practicable physical, mental
and pasychosoclal well-being of each resident.
Resident #16 displayed sexually aggressive
behaviors that affected four (4) residents ({7,
#14, #18 and #2Z), in the selecled sample of five
and resulted in reported sexual abuse. The
facllity was aware of Resldant #16's behavior and
falled to implement effective Interventions to
manage the sexual behaviors of Resident #16
and provide appropriate supervision to prevent
abuse. While the facility implemented
interventions to address the resident's behaviers,
the facilily falled to ensure the infervéntions were
effective, resulting in continued sexual behaviors
towards staff and resldents and sexual abuse of

Being

[t is the normal practics of Spring View Health
and Reheb to administer the facllity in a manner
that enables the use of its resources effectively
and efficiently to altain or-maintain the highest
practicable physical, mental, and psychosociol
well-being of each resident,

Corrective Meagures for Resident Identified in
the deficiency:

Resident #16 was placed on 1:1 monitoring on
7/22/10. He remained on }:1 monitoring until
the Resident #16 was discharged on 7/23/10 to
a geriatric paych facility.

Resident #7 was assessed by nursing staff
following the incident, No sipns and symploms
of pain or distress ware noted as evidenced by
the nurses note of 7/22/10, The Soclal Scrviee
Director visited on 7/22/10 at 1000 and
recorded that, ¥ duc to resident scoting very
poorly on cognitive scele ond diagnosis of late
Alzhcimer's interview was ineffoctive.”
Resident #7 reccived follow up vigils from
Social Services and from the facility
Administrator, who has proviously been a
Social Service Director, on at least cight
separate occasions from 7/22/10, unti] 7723110
with notes describing each visit. Her physician
visited on 8/31/10 and roporied that she
observed no ilf effects from the encountor,
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Resldants #7 and #14, Therefore, the fasility
faited to ensura residents ware frée from abuse,

|t was identified that the facility's lsllure o
Intervene fo prevent sbuse placed residents at

risk for serlous injury,-harm, impaliment, ordeath- - -y - -

to a residant receiving care in this faciiity.
The findings Include:

Refer to F223

Based on observations, interviews and record
reviews, it was determined the faciity falled to
ensure each resident had the right to be free from
menial, physical and sexual abuse. The fasility
failed to assess and Implement effective
interventions to prevent sexuai abuse for four
residents (17, #14, #18 and #22) in the selected
sample of five, On 06/09/10, the facility Identified
Resident #16 as having behaviors of a sexual
nature and became aware of Realdent #16's
history of sexual behaviors in other facllities on
08/15/10. Wihile the facility implemented care
plan interventions to address Resident #16's
sexually aggressive behavlors, the facility failed to
ensure those interventions wera effective in
managing the resident's behaviors and failed fo
Identify and implement interventions to prevent
potantial abuse of other residents. Resident #16
bagan having sexually aggressive behaviors
which impacted other residents of the facility on
07/10/10, and continued on 07/12H0, 07/15/10,
07/18/10 and 0712210, Furthermore, the fasHlty
while awara of thase incidents, falled {o ensure
interventions implemented were effective in
managing Resident #16's repetitive sexual
behaviors and falled to provide appropriate
supervision to prevent Resident #16 from abusing
residents in the faciity. Resldent #16 touched

Resident #14 was assessed following incident,
had fever of 99.2_ hut was currently recelving
treatment for UTL Socinl Service Director
visited with resident on 7/22/10 following

_ incident and visited twice again on 7/23/10 to

distress. Her visits and observations were
recorded in the Social Service progress notes
on 7/22/10 in an untimed entry, and subscguent
entrios on 7/22/10 at 1545 and 1930, on
7423410 at 0830 and 1430. Vollowing the
initial cnéry when she notes that the resident
was “upsetr,” ¢ach of the subsequent entries
states that there were “no visual signs of
distress.” Intervicw with the Sacial Service
Director indicates that the “visual signs” that
she was loaking for were things such 23 erying,
tearfulness, fidgeting, facial expressions,
changes in voice from norimal. Additionally,
the resident voiced that ghe was “ok.” On
7/23/10 resident was tvansforred to the hospital
for an unrelated condition and her retum is not
anticipated.

Resident#18 was admilted for short term rehab
on 7/%/10 and was discharged on 7/14/10, Afler
receiving the report of the incident, the Social
Service Director visited the resident, She
stated that the residont exhibited no signs of
distress during the visit, During her stay, other
than the nurses note on 7/11/10, when she
reported the ingident, she exhibited no
indicators of mood or behavior symptoms.
Resident 27;; reporiéd the incident to the Sodial
Service Director during a quality assurance
interview on 7/27/10. The Social Service
Director fotlowed up with her on 7/28/10,
7/29/10 and again on 8/5/10. Each of these
intcractions arc recorded In the Social Service
Progress Notes. The resident voiced no
concerns with the situation and exhibited no
signs of distress, She was also taterviewed hy

X4y 10 SUMMARY STATEMENT OF DEFICIENCIES [a] PROVIDER'S FLAN OF CORRECTION s}
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DEFIGIENGY)
F 490 | Continued From page 33 F 490 F490 (continued)
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Resident #7's pubic area while he/she was sitting the Administrator on 7/28/10, She relayed a

gimilar account of events and stated, “am a
retired Social Worker, [ know how to deat with
people like that” A subscquent interview wag
conducted on 8/31/10, to make sure that there

on a sofa in the common area of the facility.
Resident #16 had his/her hand in Resident #14's
pants touching Rasident #14's pubio area and

Resldent #14 was yaiiing for help, Resi.dent #18 - were no lato offects from fhe event and the
was In bad, during the night, when Resident #16 resident stated that she, “was fine and had not
sntered Resldent #18's room and demanded sex thought anything else about it.” This resident
from Resldent ##18, Resident #2Z roported to iz alert and oricnted to person, place, and time.
staff that Rasident #16 stood in his/her doorway She is independent in her decision making
and demanded sex, and is her own clinical decision maker, Staff
cducation was conductcd on 8/5/10 regarding
Refer to F250 Recognizing Abuge and Abuse Reporting as

Based on Intervlews and record reviews, it was part of a general staff meeting. The abuse
portion of the training specifically included

determined the facllty failed to ansure - ' sexual abuse and was conducted by the Social
approfriate and timely soclal services were Service Dircelor,

provided for two resldents (#16 and #18}) in the

selected sample of 5. The Social Service Director How Other Residents were Jdontified

(35D) failed to promole the general well being of that may have hoon impacted by this practice:
each resldent through Identification of their As part of the Quality Assurance process, the
emoffonal and psychosocial needs and falled to facility attompted to interview 100% of all
ensure effective interventions were developed female residents on 7/27/10 and asked, “Has

anyone ever louched you or cared for you ina
manner that you felt was inappropriate or made
you uncomfertable?” and “Do you (eet safe
here at this facility?” Oue of the vesidents

and implemented when resldents exhibited
behaviors, which resulted in negative outcomes to
the residant or other residents of the fadility, On

06/09/10, th@.faciliiy identified Resldent #16as (Resident #77) stated that a malc resident,
having bahaviors of a sexual nature and became who is no longer here, had seid something to
aware of Resident #18"s history of sexual her, but she had no physical contact with him,
behaviors in other facilities on 08/15/10, While Of the 43 residents that were interviewed, 27
the facility implemented care plan Interventions to werg coded on the MDS as having severcly
addrass Resident #16's sexually aggressive impaircd cognitive declsion meking, however,
behaviors, the facliity falled to ensure those alf but two providad sensible answers to the

direct questions. A Resident Council mosting
wed held on 772710 1o review what constituted
abuse and how to report it if they were abused
or suspecied someone olge was belng abused.

interventions were effective In managing the
resident’s behaviors and protecting other
residents within the facliity. Resident#18 began

having sexually aggressive behaviors which - This review of recognizing and roporting abuse
affected olher residents of the facllily on 07/10/10, included sexual abuse, The Resident Council
and continued on 07/42/10, 07/16/10, 07/19/10, meeting wes conducted by the Socinl Service
and 07/22710, The failyre to effectively address Director.

‘and manage Residant #16's sexually aggrossive
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bohaviors resulted in two residents (#7 and #14)
baing.sexually abused by Resident #16.
Additionally, the facilily failed to ensure the
amotional and paychososial needs of Regident
#18 were mel after Resident #18 reported

1 Resldent #£16 entered hisfher room during the

night and demanded sex.

Refer to F282

Based on record review and inferviews, it was
determined the faclllty falled {o ensure services
provided or arranged by the facllity by qualified
persons In accordance with each resident's
written plan of sare for one resldent (#16) in the
selected sample of five, On 06/09/10, the facility
identifled Resldent #16 as having behaviors of &
sexual nature and became awara of Resident
#16's hislory of sexual behaviors in other facilities
on 06/15/10. While the facility implemented care
plan intarventions to address Resldent #16's
sexually agaressive behaviors, the facilily failed o
onsure those interventions were effective in
managing the resident's behavlors and failed to
Identify and implement Inferventions o prevent
potential abuse of other residents, Resident #16
bagan having sexually aggressive behaviors
which impacted other residents In the facility on
07/10M10, and continued on 07/12/10, 07T/1816,
07/19M0 and 07/22/10, Furthermore, the facility
while aware of these Incldents, failed to ensure
interventions Implementsd were effective in,
managing Resldent #16's repatitive sexual
behaviors and falled to provide appropriate
supervision to prevent Resldent #16 from abusing
residents in the facility. Resident #16 touched
Resldant #7's pubic area while he/she was sitiing
on a sofa in the comnon area of the facllity,
Resident #16 had his/her hand In Resident #14's
panis touching Resldent #14's pubic area and

09/30/10.

easures lemented
Prevent Re-gecurrencs:

returning to duty,

Clinical records were reviewed to identify other
regidents who exhibit behaviors that may
suggest that they have the potential to oxhibit
inappropriate sexual behaviors toward residents
in the future, This review was complcted using
deily tracking fecords which identify béhavior
MDS indicators including physical and verbal
obuge. The records of these residents were
reviewed and the care glvera for these vesidents
interviewed to identify if any behaviors were
of a sexual nature. None were identified. This
review was completed by Quality Management
Specialist Nurse, Director of Nursing and Unit
Managers, The review was completed on

The Dircetor of Nursing is responsible for
providing or arranging for training for any
employce who is not readily availahle for any
waining provided for this deficiency. She s
maintaining & list of cployces requiring
inservice. The list is consulted daily to identify
anyoné scheduled to work in the néxt 2 days,
to assore that tralning will be provided prior to
thelr retarn, On Fridays, the list wili be
reviewed for weskend and Monday staff to
jdentify if any will require training. The
Director of Nursing will cither provide the
teaining or arcange for an Administrative
Nurse or Quality Management Nurse to
provide the training prior to the employce

A policy reparding Inappropriate Sexual
Behavior Management wag developed on
8/30M19. The policy contains information
defining inappropriate bohaviors and sexuval
abuise, gnd requirements for staff response.

stems Altered to
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Resldent #14 was yelling for help, Resldent #18
was In bed, during the night, when Resldent #16
entered Residont #18's room and demanded sex
from Resident #18. Resident #2Z reporied to
staff that Resident #18 stood in hlsfher doorway
and demanded sex.

A review of a closed record revealed the facility
admitted Resident #16 on 06/07/10. On
06/00/10, the facility bacame aware Resldent #16
began exhibiting soxually aggressive behaviors
towards slaff. On 06/16/10, the facility received
documentation, per a History and Physieal, which
detailed Resident #16 had a history of sexually
behaviors at other facliities. While the faclfity
devetoped a care plan on 06/15/10, the faclity
was unable to provide documented evidence of
interventions that had been implemented to
ensure the safety of other residenis due to
Resldent #16's sexually aggressive behaviors,
Resldent Assessment Protocol {RAP), dated
06/20/10, revealed Rasident #16 had moderately
impalred cognitive skills for daily declslon making
and soclally inappropriate behavlors, Care plan
interventions to notify the Soclal Services staff
when Resldent #16's bahaviors wera exhibited
more frequently were unable to be varified
through raview of dooumentation, Interview with
the S8, on 08/20/10 at 11:45 AM, revealed she
had been made aware of one insident on
07/11/10; however, had not made any ¢changss fo
the redident's behavlor care plan.

On 07/11/10, Resident #18 reported to the facility
staff the hefshe was in bed, durlng the night,
when Resident #16 entered Resideont #18' room
and demanded sex from Resldont #18. Resident
#72Z raported to staff (unable to remamber who)
that Resident #16 stood in hisfher doorway snd

(X4} D - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION [10d]
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Staff were frained ragarding this policy
beginning on 8/30/10 and continuing with
oncoming employeca before they began work,
Tralning was conducted by Dircetor of Nursing,
Quality Managoment Nurse, MDS Coordinator,
and Nursing Supervisars, This education will
be continued untif ail employces have been
{rained. The Director of Nursing will be
responsiblc to provide fraining 16 any
employees that are not immediatoly available
for training, prior to their return to duty. The
facility administrator was trained regarding the
Tnappropriate Sexual Behavior Monitoring
policy on 8/30/10, She completed the Post tost
for training on 08/31/2010.

The requirement (o repoit any suspeeted abuse
including scxual abusc was reinforced along
with a roview of the Abuse Policy. Although
education was provided regarding the entire
abuse policy an emphasis was placed on
recognizing sexual shuse and inappropriate
behaviors and the need to report any suspected
abusc of any kind, This ¢ducation was
Initiated on 8/30/10 and continuing with
onconing smployecs before they began work.
Training was conducted by Dircetor of
Nursing, Quality Managemaent Nurse, MDS
Coordinator, and Nursing Supevvisors, This
training will be continued until all employees
have becn educated, The Director of Nursing
will be responsible to provide training o any
cmployees that are not immediately avaitable
for training, prior to their return to duty,
utilizing the proviously deseribed process, A
policy was developed on 8/30/10 deserihing
the process 1o be followed when providing
behavior monitoring including one (0 one
monitoring and 15 minutc moniioring. A
record for documenting 15minute monitoring
was included with the policy. While
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Interviews with facility staff, conducted on
08/18/10 through 08/20/10 with Housekeapar #1,
Licensed Practical Nurse (LPN) #1 and Nurse
Aide {NA) #1 rovealad Reslidant #16 wandered in
other residents’ rooms. Resident #16 had a
favorite room {Residant #14's) and required
frequent redirection out of that room. The staff
rovealed Resident #16 stared at "averybody's
boftoms" and "prayed on {emale residents®.
Resident #16 had been In other residents’ rooms
touching him/herself sexually, Resident #16 was
on 15 minute checks bul nona of the ataff could
verify who was responsible to implement the 16
minuie checks and there was no procedure for
dosumenting If the cheoks had been complated.

demanded sex. An interview on 08/20/10 at 4:00
PM with famlly member #1.revealed he/she
ohserved Resident #16 touch Resident #7's pubic
area on 07/22/10, while he/she wag sitlingon a
sofa in the scommon area of the facility. An
inferview on 08/18/10 at 11:45 AM with
housekaeping staff #1 revesled she observed
Resident #16 with his/her hand in Resident #14's
pants touching Resident #14's pubic area on
07122110 and Resident #14 was yelling for help.

Interviews with the Administrator on 08/19/10 at
6:35 PM and on 08/31/10 at 4:30 PM, revealed
she falled to talk with the Medical Director prior to
07/22/10 and was aware of Resident #116's history
of behaviors en 08/15/10, when she requested
information from a former facility. There was pot
a policy or procedure for management of
residents with sexual behaviors and staff had not
beon trainad related to management of such
behaviors. Resident #16's hahaviors had been
discussed in the morning meetings and staff were

told fo present reality that hisfher behavlors were

F490| 1490 {continued)

monitoring is occurring the resident will remain
on the 24 hour report, to further cammunicate
the need to monitor. The charge nurse is
responsible to assure that the monitoring is
heing completed and recorded during their shift,
The individual monitoring sheets will be
reviewed by the Unit Managers and / or the
Director of Nursing at or just prior to cach
morhing AQA mesting to validate completion.
Education for this policy and proccss was
startcd on 8/30/10 and has been continued with
oncoming workers in all departments at the
gart of their shift before reporting for duty,
The training was provided by the Director of
Nursing, MDS Coordinator, Quality
Management Nurse, and Nursing Supervisors.
The Direclor of Nursing will be responsible to
provide training to any employces that are not
immcdiatcly available for training, prior to
their retum Lo duty, utilizing the previously
deseribed process. A post test was given to
verify understanding of the abuse poliey,
reporting requircments and recognlzing
{nappropriate sexual behavior at the conefugion
of the tralning, The administeator successfully
completed the post test with a score with

100% accuracy. Education of the Inappropriate
Scxual Behavior Management Policy and the
Behavior Monitoring Policy have been added
to the oricniation materials thet are covered
with the Abuse Policy at the time of hire.

The Care Plan team including Dircetor of
Nursing, MI2§ Coordinator, Unit Menager,
Social Service Direstor, Activity Director,
Dictary Director, Rehab Director and
Administrator, were provided maining
ragording updating the plan of carc s
cenditions arise and monitoring the
cffectiveness of the approaches thai are in
place. The training was conducted by Quality
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unacceptable. A psychlatric evaluation wasg
discussed sometime during Resident #18's first
week after admigsion,, but then no behaviors
were documented for about a month so the
psyohlatric evaluation was not obtained, The
Administrator stated she did not realize untll the
investigation of tha 07/22/10 incident involving
Resldent #14, that Resident #16 was admitted
with orders te follow up with psychiatric services,
The Administrator stated Resident #16 had been
on 15 minute checka due to Ineppropriate
bahaviors but no system was In place to verify
completion of the checks or who was completing
them. Additionally, there was no facility policy or
procedure for 15 minute checks.

The facliity was unable to provide dosumented
evidence that they provided necassary
supervision and Implemented effective
interventions to manage the sexually aggressive
behaviors of Resident #16 and protected the
other resldants In tha facility from abuse.

An acceptable Allsgation of Compllance (AoC)
was recaivad 09/02/10. The actions takento
verify lhe removal of immediate Jeopardy
includad z policy developed regarding
Inappropriate Sexual Behavior Management on
0B/30/10, The Administrator and staff were
treined regarding this policy beginning on
08/30/10 and continuing with on-coming
employees before they bagan work, A review of
the Abuse Policy revealed an emphasis was
placed on recognizing sexual abuse and
inappropriate behaviors and the nead to report
any suspected abuse of any kind, A policy was
developed on 08/30/10 deseribing the process to
be followsd when providing behavior monitoring
including 1:1 monitoring and every 15 minute

Management Specialist Nurses on 8/31/10,
The process was revised to include phiysiclans
orders being brought 1o the morning
Ahhreviated Quality Assurance Mecting. The
orders will bo revicwed along with condition
changes noted on the 24 hour reports. Any
change in condition or order that requires a
care plan update will he assigned to a team
ntcmber, usually the Unit Manager, to add the
intervention that is decided upon, The person
who updates the care plan will report back to
the Dirgclor of Nursing that the plan was
updated in the next day's Abbrovisted Quality
Assurance Meeting. IT conditions or behaviors
are identified that suggest that the current care
plan is incffective, the care plan will be
brought to the AQA meeting for revision, On
weckends the carc plans will continue to be
updated with needed revistons by the charge
nurses, The orders and report records for the
weckend will bo reviewed in the next woekday
AQA meeting ra verify that approptiate
updates were made. Carc plan revisions are
pot limited to this process and cen be made at
anytime that it is noted that arevision is
indicaicd, When new interventions are added
for a resident who exhibits sexually
inappropriate behaviors, the resident and the
intervention change will be added to the 24
hour report to monitor the cffcstiveness of the
interventions, The resident will remain on the
24 hour report for at foast seven days. If
interventions are noted 1o e ineffeotive, the
care plan will be revised as described ahove.

On §/31/10 re-education was conducted with
the Social Scrviee Director by the Quality
Management Nurse. The re-cducation included
roview of the Socfal Scrviae Director's job
description, Abuse and Negleot Polioy
inciuding the types of abuse, identifying

abuse and reporting requirements. An emphasis
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monitoring, A post fest waé given to the
Administrator and staff to verify understanding.

The Immediale Jeo;ﬁardy was verified removed
on 08/02/10, as alleged in the AoC, with the
scope/severity lowered to-a "D, based on the

-facility's need to continua to svaluate I'he‘

implementation of systeratic changes,

.. type, Including sexval, physical, mental, verbal,

was placed on sexual abusc and sexually
inappropriate behaviors, ag well as,
participation-in-the development of care plans |
and interventions to address sexualiy
inappropricte behaviors and to promots the
gifoty and weltbeing of other residents. The
Social Service Director was able to list the
types of abuse, provide examples of cach abuse

corporal punishment, exploitation, or
involuutary sechusion and describe the ahusge
reporting progcss, In the same training session,
the Social Service Director was re-educated
regarding utilizing the admission history and
assessment process to aid In identifying
potential risks for inappropriate sexual
hehaviors. If potential risks are identified the
Social Service Director was trained o notify
the Administrator and /or Director of Nursing
or the On-Call designee, 1 both ave not
nvailable, I immediate intervention is requircd
she was ained o notify the charge nurse of the
potential risk and assist io the development of
the care plan end interventions to manage the
potcntial risk.

Additional training was provided to the Social
Sorvigs Director on 9/1/10 by the Quality
Management Specialist. The training included
recording in objcctive terms, noting specific
observations thal are described cloatly using
words to paint a visual picture, observing for
mood and behavior indicators to alde in
nssesging for changes in condition. Instruction
was given to utilizc quotations by the residents
to help deseribe feclings objectively. The
training also instructed to document situations
and conditions that occur between routine
quarterly documentation that may have impact
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on the residonts psychosocial functioning.
This would include such evenis as newly
identified or worsening of behaviorat
symptormns, need for outside services, a change
in medical condition that impacts overall
condition, changes 1l family or close
relationships, responses to stressful situations
or unusualfAvaumnatic cvents, She was trained
that documentation was to be done 85 S00n s
possible following the cvent within the same
workday 50 that details of obsevvations are
ciear. Training also included the need for
gathering complets and securate social hstory
and assessiment to uitlize the information to
identify risk for behaviors or conditions that
require social service or intordiseiplinary
intervention. It was also explained that
information gathered is to he utilized in
developing the MDS, RAPS and Care Plan. In
the future, in the event inappropriate sexusl
behaviors arc exhibitcd by a resident, the staff
member's have heen trained that their first
respansibility is to protect other residents who
are present or may ¢ome in contact with the
resident,

All reports of sexnally inappropriate behavior
and-for-sexual abuse will-be immediately
reported (o the chorge nurse. If the behavior is
directed toward another resident, and the act of
abuse is suspeeted; then the charge nurse will
report the incident to tho Administrator. Tho
resident who exhibited the behavior will be
plnced on T:1.monitoring. while bis behavior is
being asscsscd by (ho charge nurse with
guidance from the Director of Nursing or the
Administrative Nursc on ¢all, The behaviors
exhibited will be evaluated for potential
causative factors such as abnormal labs,
infection, modication changes, impalred sloep
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habits, inappropriatc hormone levels, Impaired
liver function, etc. The attending physician
will be notificd and involved in the assessment
proceds as indicated, Based on findings,
interventions such as thosc deseribed in the
Inappropriate Sexuat Behavior Management
Policy and fraining, will be put In place 1o
protect the safety of other residents. Social
Services will be involved in the assessment of
the residont and his béhaviors and a
psychological service consult will be requested,
The care plan will be updatcd to reflect the

" Amterventions that are implemented.

Al the request of the feciiity, per the
Administrative and Support Scrvices
Agreement, “Advoentists” has provided
cducational and training and support to the
Administrator, by the Quality Management
Nurse, regarding recognizing sbuse, the
facility's Abuse Policy and the newly developed
Inappropriste Sexual Behavior management
Policy. This was completed on 08/30/2010.
The Administrator waa successfully tested on
her understanding of the policies on
08/31/2010.

The Administrator was also cducated and
trained on the implementation of the policy and
and procedures developed rogarding conducting
onc-to-ane monitoring and when the proccdure
should be implemented to proteot residents
from potenttal harm. The cduveation and
training included monitoring the proceas that
was instituied to ascertain that the monitoring
is being carried ouf as planned. In addition,
she was trained on the proper documentation
of the process. The education and training on
this policy and related processes was
conducted by the Quality Management Nurse
on D8/30/2010 and 08/31/20§0.
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The Administrator was also provided cducation
and training on the process proviously described,
by utilizing the 24 hour reports to identify
hehaviors that may require care plan
intervention. The education and training
included verification that the care plan
interventions were added and implemented and
the velidation to determina if interventions arc
cffective. This training was condueted with
the Administrator by the Quality Management
Nursc on 08/31/2019,

The Administrator was also re-cducated on
09/01/2010 regarding the provision of
medically related social services and the need
for monitoring the scrvicos provided, The
Administrator revicwed records, with the
support of the Quality Management Nurse, (o
validale services and verify her understanding
of the process, These reviews were conducted
from 09/01/2010 theough 09/30/2010. They
will continue as behavioral symptoms arc
exhibited and at scheduled audit times, (See
Monitoriag Plan).

How will the eorreetive actions be monitoyed
to ensure the deficien ctice will not
recur;.

The ordors and 24 hour roport records and the
enre plans for residents Identified with
behaviors will bo reviewed in the next days
Abbrevialed Quality Assurance mecting 1o,
verify that'the plan was updated and reflects
intcrventions neccssary to protect the safety
and well being of other residents, If sexuatly
inapproprisie behaviors occur on the weckend,
the care plan will he reviewed in the next
weekday AQA mccting to verify that
appropriate updates were made.

\
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Care plan revisions are not limited to this
process and can be made at anytime that it is
noted that a revision is indieated, When new
interventions are added for a residont who
exhibits sexually inappropriate behaviars, the
resident and the intervention change will be
added to the 24 hour report, to monitor the
-effectiveness of the interventions. The resident
will remain on the 24 hour roport for at least
seven days, Ifinterventions are noted to be
ineffective, the care plan will be rovised as
described above.

A follow up post tcst to validate on-going
understanding of education including, Abusc
& Negleet, reporting of abuse, recogaition of
sexually inappropelate behaviors, reporting
sexually inappropriate behaviors, and
managing sexvally inappropriate hehaviors,
The testing will be sonducted pvery two weeks
for eight weeks. If results indlcate that
someone docsn't undersiand, re-cducation wifl
be provided on an individual basis. After cight
weeks, if results of testing indicate
understanding, re-testing will be eonducted
monthly for six months then quarterly.
Monthly re-cducation will be conducted for
three months then will be conducted quarterly
by the Social Service Director, Dircetor of -
Nursing, Quality Manegement Nurse or & gucst
speaker.

To verify that the Administrator wiil continue
te monitor poficics, procedures and processes
it 2 manner that enables the facility (o use ils
" resourdes offcctively and officiently (o attain
or maintain the highest practicable, physicai,
mental, and psychosocial well-being for each
resident, the facilily hes requested that
Y Adventists” provide audit support.

Ne
R
o
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Appropriate representatives “Adventists,”
including the Quality Management Nurse and
other Heensed aurses and administrators, will
conduat audits of administrative services.
Scrvices to be audited would include response
to resident behavior, social services provided to
residents, Monitoriog of offeativeness of carc
plens and response to abuse allegations and
actions/intervention implemented (o prevent
potential abusc of other residents. The audits
will be conducted monthiy on cach of thosc
areas for 3 months. If concerns are identified,
further education and training support will be
provided. If no concerns are identified,
frequency of the audits will be changed fo
quarterly for 6 months and then annually if no
further concerns are identified, 1f concemg are
identified they will be reported to the facility's
Quality Assurance Committee for
recomincndations for changes in audit content
and/or increase in frequeney.
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ALife Safety Code survey was initiated and
conducted on 08/18/10 o determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 {Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were Identified during this survey,
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