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: By -
: An Abbreviated/Partial Extended Survey to | ; g
i investigate KY00020042 was illated on g I Plan of Correction
[ 04/12/13 and concluded on 04/24/13. In addition, ! j Cambridga Place _
! an investigation of KY00020098 was infisted on | { Abbravlalad StandardiParflal Extended Survey
; 04/22113 and concluded on 04/24/13 and was Wiz
{ determined to be Unsubstantiated. KY00020042 | - DISCLAMER: THE COMPLETION AND SUBMISSION OF
: was substantiated with deficiencies identified. ; : THIS PLAN OF CORREGTION DOES NOT CONSTNUTE
! Substandard Quality of Care {5QC) was Ildentifled § %é\gﬂssrché ITHSA'F THE FACILI:}'Y AGREES WITH :
P at 42 CFR 483.15 ident Behavi d ity FECIENCIES AS STATED IN THE 2567. THE :
e éiw M diat':%i‘q gar g gj;’ff;:? deﬁﬁ\%ﬁy = © FACILITY IS COMPLETING THE PLAN OF CORRECTION ;
o oA Soparty ‘  BECAUSE IT IS REQURED BY STATEAND FEDERAL,
: 0n 04/15/13, and was delermined to exist on : { LAW. THE FACILITY DISAGREES WITH AND DISPUTES |
- 01/26/13 with deficiencles cited at 42 CFR 483,14 | { THE DEFICIENCIES STATED INTHE 2567AND THE
: Resldent Behavior and Facllity Prectics, F-223, | i GCOPE AND SEVERITY AT WHICH THEY ARE CITED. :
- F-225, and F-226 and 42 CFR 483.75 | FURTHER, THE FAGILITY DISPUTES AND DISAGREES :
 Administration, F~490 at a Scope and Severity ] I CPHE ACCURACY OF STATEMENTS M0 OTHER
: (S/5) of a"J". The facilly was notified of the | INFORMATION RELIED UPON IN THE 2567 IN SUPPORT -
(S/5)of a " i ! OF THE ALLEGED DEFECIENCIES. THIS INCLUDES,  +
: Immediate Jeopardy an 04/15/13. tn addttlon, a : i BUT 5 NOT LIMITED TO, THE ALLEGED :
- deficiency was Identified at 42 CFR 483.20 ’ . CONTENT/SUMMARY OF INTERVIEWS, THE !
: Resident Assessment, F-273 ata $/5 of 3 "D", | i CHRONDLOGICAUTIMING SEQUENGE OF EVENTS
: : AND CONTACT WITH HEALTH CARE PROFESSIONALS, |
; fratl? o ! i AND THE DESCRIPTION OF THE CARE AND
The facllity failed to ensure all r'e'sldents were free . SUPERVISION PROVIDED TOTHE RESIDENTS. THE
: of abu{;e. On 01/25/13, the facility recelved an ; ¢ FAGILITY RESERVES ITS RIGHT TO GONTINUE ;
i allegation of abuse from Resident #2, who : i DISPUTING, APPEALING AND CONTESTING THESE !
| reported State Registered Murse Aide (ERNA) #1 | : DEFICIENCIES AND ANY ACTION RELATED TD OR
| gotIn his/her bed and straddled him/her, Two (2) | { pEISNG THEREFROM N ANY OTHERFORWMAS
i Soclal Workers (SW) interviewed Resident #2 | NEEDED.
{ andg gave written accounts of thelr conversations ; : :
! willt e resident. During inferview, and upon ;
| review of the written statements, SW #1 reported
; the resident stated SRNA #1 did not get In his/her |
f bed, but "he wanted to and | told him to get the :
i hett out of here”, SW #2 reported Resident #2, in | |
: reference to SRNA #1, stated "he thinks he's sexyi
" and tried fo get in bed with me, but | kicked hirn !
. away’. SW #1 documented Resldent #2 was i .
THLE (XBY DATE
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Any deficlency slalemant anding wilk an astéridk {*} denales a deficiency which the instilution may ba axcusad from correCling providtrg It is delarmined that

olher safaguards provida sufficlenl proleclton 1o i

@ palianis. (See Insruclons.) Excep! for nurslRg homas, the Andings sialed abova ara disclosatila 60 days

followl ng 1ha data of survay whathar or not 4 ptan of corvection Is provided. For nufsing homes, Ihe above findings and plans of corraction ara disclosable 14
days following tha dafe lheve documents are made avaimble lo e Tacillty. U deflciancies ars cilad, an approvad plan of corracilon is regulzlie lo cantinued

program panfcipalion.
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: being treated for a Urinary Tract Infection, and |
. was having incressed confusion and

- hallucinatlons. Further record review reveated

- there was no documented evidence an

: Investigation of the Incident was conducted. The
: facility falled to mvestigate the allegation per their
: policy, and failed to report the allegation to the

. appropriate parties, Including the State Agency.

; Interviews with Administrative Staff reveated they
- determined, based on the residen!’s confusion

. and SRNA#1's adamant denial of the incident,
 there was not a credible allegation to be

i thoroughly Investigated or reported. SRNA #1

i was aflowad to continue working In an

{ unrestricted manner.

- On 04/12/13 at approximately 2:45 AM, per |

. interview and record review Registered Nurse t
. (RN) #1 entered the room of Resident #1. She |
: observed Resldent #1 to be lying stdeways on the |
i bed, and SRNA#1 standing between Resident |
: #1's open legs. During Interview, RN #1 revealed i
| SRNA #1 Immediately began adjusting his pants
i and moved away from Resident #1. RN #1 g
! stated she turned on the fight and noted SRNA #1
“ had an erection which was clearty visible through :
; his pants, and his bell was open whh the ends of i
- the bell hanging down on either side. Interview :
“with the invesiigating detective revealed SRNA #1 :
* was arreated and charged under the Elder Justice ;

f
i
?

H

W‘Wiﬁ’r{}?ﬁﬁﬁt‘&%i}uw, arrd-a il
 investigation was ongoing. _
| The facility submitted an acceptable Allegation of
: Compllance (AQC), related to the tmmediate :
| Jeopardy, on 04/23/13, with the facillty alleging
| removal of the Immediate Jeopardy on 04/18/13, |
0N 04/24113, the State Survey Agency verified the;

i
H

P
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: Immediate Jeopardy was removed on 04/18/13 :

. @8 alleged. with remaining non-compliance at 42 | :

: CFR 483.13 Resident Behavior and Faciltty |

; Practice, F-223, F-225, and F226; and 42 CFR : : :

: 483.75 Administration, F-490 at » S/5 of an "D :

! white the facility developed and tmplemented the

i facllity's Plan of Correctlon and the facitity's .

“Quality Assurance Program continued to monitor |

"and enaure resldents were protected from abuse. g

- Addttionally, the facility remained non-comptiant

: at42 CFR 483.20 Resident Assessmant, F-273

iata S/5ofa"D", : :
F 223 | 483.13(b), 483.13({c)X1)(i) EREE FROM I F223

§5=J [ ABUSE/INVOLUNTARY SECLUSION : :

F 000 | Conlinued From page 2 . Fooo)
;

“The resident has the right to be free from varbal, z i
. sexual, physlcal, and mentat abuse, corporal i
" punishment, and involuntary seciusion. i ; :

 The facility must not use verbal, mental, sexval, | :
i or physical abuse, corporal punishment, or , :
| Involuntary secluston. : :
i ;
1 ;
- This REQUIREMENT is not met as evidenced
by
: Based on observation. Interview, record review
* and revlew of the facitity's pollcy, It was

v tetermihed-the-facility failed-to- ave arreffoctive— i
- system to ensure each resldent was free from |
- sexual abuse for two (2) of five (5) sampled ;
- resiidents (Resident #1 and Resident #2), i

| OND1/25/13, the facility received an allegation of
| abuse from Resldent #2, who reported State :
i Registered Nurse Aide (SRNA) #1 got in his/her i i

H
H
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- bed and slraddled him/her. Two {2) Social ,
: Workars (SW) interviewed Restdent #2 and gave
: written accounts of their conversations with the
. restdent. Durlng Interview with SW #1, and upon !
| review of the written statements, it was rovealed
; both SWs reported Resident #2 referred to a
i leaking water heater ovet hls/her head that
' needed to be fixed immediately, as evidence
| Resident #2 had haltucinations. interviews with
- Adminlstrative Staff revealed they determined,
“based on the SW interviews, the resldent's
" confuston and changing of the story, and SRNA
, #1's adamant denial of the Incident, there was not
. & credible allegatlon of abuse to be thoreughly
“investigated or reported, SRNA #1 was allowed
: 10 continug waorking in an unresiricted manner.
; No further documented evidence retatsd to an
: fnvastiga’don wag provided.

| On 04/12013, at approximately 2:45 AM, :
i Registerad Nurse (RN) #1 entered the room of
: Resident#1. She observed Resldent #1 to be
i lying sideways o the bed, and SRNA #1 was
i standing between Resident #1's open legs.
. During interview, RN #1 revealed SRNA #1
- immediately began adjusting his pants and
- moved away from Resldent #1. RN #1 stated she
. tumed on the light and noted SRNA#1 had an
: eraction which was clearty vigible through his !
" pants, and hs belt was open with the ends of the | j
—Belt-hanging-down-on-bothrsides-—mterview-with
' the investigating detective revealed SRNA #1 was | I
. arrested and charged under the Elder Justice Act, !
. which prohibits abuse, and & ertminal :
; iNvestigation was ongoing.

" Based on the findings, the fachity's fatlure lo
- protect residents for abuse has caused or is fikely

CAMBRIDGE PLACE .
A LEXINGTON, KY 40504
{X4) 1 SUMMARY STATEMENT OF GEFICIENCIES s} FROVIDER'S PLAN OF CORRECTION ‘ |¥5]
PREF (X | {EACH DEFICIENCY MUST BE PRECEDEQ BY FULL { PREFIX (EACH CORRECTIVE ALTION SHOULD BE i COMPLEYION
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F 223" Continued From page 3 { Foazg [ 20Abuse

{

: - documentation of sl interview and

:

The reaidant has the right lo bs free
fram verbal, sexugl, physical, angd
mantal ahuse, corporal punlshmant,
and Invokinlary seclusion,

Criterion 1: -The fooal police
department, Depadment lor Comemumity
Based Services, and Office of Inspecior
General ware all nolified of the
afiegationon 4-12-13, The facility
immediately inllated hvestigations on
41213 at 245 a.m; the local police
arrived shorly thererdter and bagan
invesligating as well, The Medica! '
Direclor was confached at 315 s, :
-Residenls # 1 and 2 wars sen! (o te

kosplial lor evaluation and assessment

on 41213, Both retumed 1o the lacilily

on {he sama day and were

offeredireceived follow-up counseling

by the puychialrc consullan! services

and/or the Rape Crizly Cenler,

-The idantlfisd sl member was

removed immediaialy and sent a

cerfilied Ietter terminating hig

amplaymaent on 4-13-13.

Crilerion 2: -All reghients were

Intervlswed by the Medical Dirackr lo
detarming I{ they hed experienced any i
poteniial negalive effects retsied 1o this
allegation, AN residents, except 6 who
refused, have been physlcally exarsined
by the Madical Director, wih

asssssmen! indings. The
Interviewslexams were periormad by the
Medicat Divactor on 4H2113, 4113413, ;
414112 and completed on 4/45/13. No N
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i i Continued From page 4 F 223! Tegidents exhibitad emolional, verbal or :
\ i ! physical Indications of harm.
to cause sertous infury, harm, impairment or | All residents hiave had complefion of

| death to a resident. The tmmediate Joopardy |
: was ldentified on 04/15/13 end was determined to | i
: exist on 01/26/13. The fecility was notified of the
. fmmediete Jeapardy on 04/15/13, f

The facility provided an acceplabfaAHegallon of

- Compliance (AOC) related to the [mmediste

: Jeopardy (M) on 04/23/13, with the fecility slleglng

“the IJ had been remaved on 04/18/13, On

1 04124/13, the State Survey Agency verified the 1J

" was removed on 04/18/13 as alleged, with ‘

- remaining non-compliance at 42 CFR 483.13

i Resident Behavior end Facility Practice, F~223 at
| a Scope and Severity (5/3) of 8 "D" while the

fnmhfy develops and tmplements Hs Plan of

: Correction and the facility's Cheality Assurance

i Progrem conlinues to monltor and ensure !
i residents are protected from abuse,
|

Tha findings include:

Revlew of the facitity's policy titled "Pdiicy on
: Abuse", undated, reveated sexual abuse was :
- defined as, but not limited to, sexual harassment,
“ sexual coercion or sexusf assault. Continued .
. review revealed the faclity woutd actively promole |
 the mbsence of abuse from all Individuals.

!
1. Review of the clinical record revealed the

the PHOS inlerview, or the PHOS-OV
staff assesamen for mood/anxlely, sy
complated by e Socisl Senvicas staff
on 4-12.13, (o Identfy any who may by
experienting distress/andaly related lo
Iha repored allegation. Resldenis wer=
8lzo asksd guestions during lhese
interviews/assessments lo determine §
lhey had any concarns regarding their
Gare of saregivers, il they fell safo in the
facllly, or if ihey had any coneams
iehiled to abuse. No residenls had a
score on lhe PROE of PHOG-0OV thal
Indficated any mood or anxlely issues.
The PHGA Ilesview andior PRGSOV
assasemen and injervisw questions
nertsining bo carefcaregivers and any
concems refaled o ablse, will he
radone ggain In 1 wesk, and In 2 weeks
by the Sovkal Service shaff Is delermine
thal there are no delayed effects
experienced by lhe restdants,

~The Railiesresponsibia pariles for all
raskfenls were contacted and Bfonmed
of lhe alagalion on 4-12-13, 41543
and 4. 1613 by he Sooial Service staff,
the BION end the ADON. Certified
latlers were senl on 4.17-13 10 any
familiss who could nol be reached by
lelephong.

-The faciity increasad securily on the
night shifl wilh facifity staff on 4-12-t
and a sacurity officer service was
employed by Ihe facifily for the night
shiftondutdns

i diagnoses which inchided Generallzed Muscle |
| Weakness, Debility, Depressian and Senile '
. Dementta. Review of the Quarterfy Minimurm
. Data Set (MDS) Assessment, completed by the
facility on 12/28/12, revealed Resident #2 scored
-ten (10) of a possible fifteen (15) In cognition, ’
indicating the resident was moderataly impairad

{riterlon 3

-All facifity slal were

Inserviced on abusa antf Ihe Fagility
buse policy, including, buf no! fimited
to: identficalion, prolection of
residents, and reporting of abuse, as
provided by the Siaff Davetopment
Coardiator on 4113 — 4H5/13, Ay

|
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F 223 | Continued From pege 5
- In cegnitive skills. Review of Section D of the
. Quarterly MDS Assessment related to Mood
 reveeled Resident #2 hed trouble concentrating
. on things, but was essessed with no olher
: Indicetors for mood disturbance. Review of

- haltucinations and no defusions during the

; assessmant pericd,

]

: Interview with the Administrator, on 04/12/13 at

: 2:10 PM, revealed Resldent #2 alleged, a few

! months ago (01/25/13), SRNA #1 had straddiad
: him/her in the bed. She stated two Social

- Workers (SW) went immediately {0 interview the
! resident, who then denied the attlegation, The

: confusion and seeing things that weren't there,

: and was being treated for a Urinary Trect

: Infection at the time of the allegation. She stated
! the faclfity declined to conduct a formal
! investigation.

i During tnterview, on 0411213 at 5:06 PM,

{ Resident #2 stated "it was at least a couple of

| waaks ago” that SRNA #1 got in his/her bed and
i straddled him/her, with one leg on each side.

: The resident reported that he/she told SRNA #1,

- "you belter get off me”, and he did. Resident #2

; oceurred, hut could nat say who hefshe reported

. Section E0100 reveated Resident #2 exhibited no

; Administrator stated Resident #2 had a history of

- further steted he/she reported the incident when it ‘ ; investigalor trovgh a aapecs, Il T

i TAG CROSS-REFERENCED YO THE APPROPRATE | DATE
i

staff on lecive, vacalion, or unaveliable
F 223 for the Inzardce has been kocked oul of
| e tme clack, and will not e able to
thock In or work unlif compleling B

i insenics educalisn.

! Y Allnuss supervisors and sdminisiralive
| H

nurses have recelved Inservice educalion i
ot the nvesligation and reponing of

i - abuseas provided by tha DON and

: "~ ADON on 4-16-13, Weluding but not

! - fimited to: danélficallon of evenis
requiring invesligation; nferviewing of ;
rasiients, staff and abl witnesses; and !
teporting of allegallons and findings.

E Critetion 4: H
{  -Altaltegations wil be reviewsd by the faciity
| investigalon wam (Administrator, Soctat $
! Servics Dhctor, DON and ADON; 1o I
[ delemine which laam members wil invastiate
i and report the allsgaton lo e required authontios
;i Seven days perweel. i
-The faglilty QA Coremitiee, wilh the Medicat
1 Bireclor, convenad oh 4-17-13 a1 9:2G a.m, 1o
Teview the circumslances of the alisgation and al
| Interventions which have been and will be
i implemented by Ihe faciity. The faciity OA
¢ Commities mel agah on 5-23-13 wilh fhe
Medical Director for the reguianly schedulod
(A Commitiee Meaiing.
-The Admhistrator shafl complei an allzgstion
chechlis! with each slegation invesigallon o
delermine hal faclity poficy end procedure was
accurately end thoroughly foltowed, The checkiis| ;
dotalis the required steps of the hvestigalion
procase fram haginning fo end to slep e

!
' Adminlstralor is unavallghle, the DON or i

T toramddidrotrealiranything abootarn
- Investigetion.

Review of the wiitten statement of SW #1, dated
: 01/25/43, revealed Resident £2 stated SRNA #1
| did not getin his/her bed, but "he wented to and |

. told him lo get the hell out of here”, Review of the | i and Investigaled,
: wrilten statement by SW #2, afso dated 01/25/13,

i Sockt Sendoes Director will complete ;
: © Ihechacklist. Any itemn on the chacklisl :
; * delermined fo be incomplele shall be comactad i
under Ihe supervision of 148 Adrinisiralor :
i and the appropriate team membar re-educated. :
i i -The Adminlslealor will compiele an allsgation :
i ¢ cheokist sudlt for 100% of the slizgations mare :

i -The GO ndicaur for the monlioring of comgliance
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F 223 Continued From page 6 i F 2230 ihibe components of I abuse requiation
. revesled Resident #2, in reference to SRNA B, © Inchding, bt not limitad to, investyaling and
, stated "he thinks he's sexy and tried o get in bed | . Mapariing of sbuse, wil be ullized weekly X 4 ,
, with me, but | kicked htm awsy". Both statemenis | [ ks and ihen monily ersafer under the ;
indlcated Resldent #2 exhibited hatlucinations : ??g:f;nscﬂng of tha compleled allsgation [
- ebout a feaky water heater on the celling. ! checklists and COl indicators wit be reviewed iy
i the comporale contracled nurse consulian! with
: interview with SW #1, on 04/15/13 at 3:.40 PM, | monihly isls, Lo detersaine that allegalions were
revesled SW #2 was no longer employed at the | 'f:ﬁfwf’}‘;mgfmdlgﬁ L"hﬂwm&d'hund oo i
1 faclity. SW #1 stated Resident #2 denied SRNA | . mcompiels andlr the O indiator fas o ol i
{ #1 had gotten In his/her bed. She further steled i threshold, Ihe Adrints ralor, with guldance fom !
i she and SW #2 folt Resident #2 was confused i lhenuise consulianl, wil formadate @ Plan ol Ackion |
: and defusicnet. Therefore, they detemined Poand P’m’;‘a‘:@ the QA commiltee for review end
i i recommendalions. !
Resldent #2 hed not made a credible allegation, | JThe Administalor developed aPlan of Gorracton
| Inlerview with the Director of Nursing (DON) and oo on vty e S e
- the MDS Nurse, on 04/15/13 at 4:00 PM, . Included. The checklisl will be compisted mos iy
- ravealed the MDS Nurse was House Supervisor i © x4 The Adminiairalor witt report the resuls lo the
(HS) at the time of Resident #2's allegation i £ QA Commitiee mony.
- regarding SRNA #1. Continued Inlerview :
* revealed the DON and the HS had Interviewed ‘
i SRNA#1 on 01/25/13 after hearing of the Criterion 5 Eoaema
i allegation against him. The DON and the HS : ;
! concurred SRNA #1 was very defensive andg i :
 Indignant during the interview, end ademanty | ; :
| denied any inappropriate comments o bahaviors ; :
* white providing care to Resident #2, They stated :
; SRNA #1 seemied "very sincere”. The DONand
- the HS both statad that based on the resident's
: confusion by history, no observetions of anything |
 Inappropriate by {SRNA #1], his adamant denial, :
Fand-therresidentohargtng-histherstorythey feftit :
| was not a credible aflegation. : ,
: : : i
- During follow-up interview, on 04/15/13at 3:05 | : |
“PM, the Administrator stated two (2) Soclal ! :
: Workers interviewed Resident #2 at djfferent !
; times. Durlng both interviews, the resident : :
i dented SRNA #1 had gotten in his/her bed, end !
]
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1 : ;

| exhiblted haflucinations when he/she became ! ; i
| upset about a water heater that was not there, | :
: Based on the resident's confusion and : :

- hallucination abaut the waler heater, and the

: resident chenged histher story, the Administrator
i concluded the aflegation had no merit, I.e. was

- not credible, and no further investigetion was ;
: warranted.

[

: However, review of the employee file for SRNA

. #1 revesled en employee conference was held on
P 01/25M13 and there was written counseling related : ;
"o maintaining a professional approach with :
: residents and treating all residents with respect : :
- during care giving. Further review revealed the :
- DON documanted SRNA #1 “denled ;
; inappropriete interactions with any residents and |
: refused to stgn™.

| Review of the staffing schedule for January 2613
revealed SRNA#1 was working the night shift on
01/26/13 on the East Mol where Resident #2
resided. Continued review revealed SRNA #1
worked the 11-7 shift on the Easl Hall nearly
every night, Inctuding 01/01/13 through 01/10/13, ;
and 01/15/13 through 01/31/13. Continued f
review of the staffing schedute reveated SRNA #1 |
; continued working reguterly, up to and Incliding
. the night shift of 04/12/13.

2O 412113 the - State-Agency receiveda :
- facility reported incident of "possibte sexusl ‘ ;
: 8s%ault” when an employee was observed in a ; ; '
: "compromising position” with Resident #1. i

: Review of the clinical record revealed the facifity |

. admitted Resident #1 on 08/30/11 with diagnoses |

i which included Generalized Muscle Weakness, |
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| Difficutty Walking, Depression and insomnia.

i Review of the Quarterly Minimum Data Set

| (MDS) Assessmant, dated 02/04/1 3, reveated the
! facility's assessment of the resident Included a

: Brief Interview for Mentat Status (BIMS) score of
: thirteen (13) out of & possible fifteen (15),

. indicating the resident was cognitively intact and

: therefore Interviewabte,

 Interview with the Administrator, on 04/12/13 at

| 2:10 PM, revealed on 04/12/13 the House

" Supervisor (HS)/RN #1 warking the night shift

- antered Resldent #1's room and observed SRNA

through his pants, She immediately sent SRNA
#1 ta the desk whila she evaluated the sltuation to
. ensure Resident #1 was okay. Inltially, the
: resident denied anything happened and denied
: any complalnts. The HS/RN #1 Ieft the room to
. find SRNA #1 and confirmed he had been seen
- going out of the facility, and a search of the
. parking lot reveated his car was gone. The
HS/RN #1 went back to Resident #1's room with
_ the Nurse assigned to his/her care Licensed
_Practical Nurse (LPN #2). At this time, the
_ resident reported SRNA #1 wes giving therapy
. "onmy bottorn". The resident further reported
. SRNA #1 gave him/er therapy about once a
- week. The Administrator was caliad at home, and
- ghe cetted 811 and came to the facllity. The

: #1 with his belt unbuckled and en erection visible

CAMBRIDGE PLACE
LEXINGTON, KY 44504
xafip | SUMMARY STATEMENT OF DEFICIENCIES i D : PROVIDER'S PLAN OF CORRECTIQN E (s}
PREFIX | {EACH DEFICIENCY MUST 88 PRECEDED BY FULL i PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | BOMPLETION
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION| i Tag CROSS-REFERENCED TO THE APPROPRIATE | DATE
i g ; DEFIGIENCY) :
| i
F 2231 Continued From page & F 2231

——feriity's investigation was-initigted-mmedia tely
and was ongoing.

. Review of the written slatement provided by RN

- #1 efter the incident, and Interview with RN #1 oni
0417113 at 9:15 AM, revealed she was working in
. the position of House Supervisor on the night shift
-of 04/12/13. During her routine rounds, at ;
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F 223

: saying anything, she peeked arpund the curtain.
: Resident #1 wes lying sideways with his/her
i hottom.at the edge of the bed. His/her legs ware !

Continued From page 9 i

approximatety 2:30 AM to 2:45 AM, she entered
the room of Resldent #1. The door was open, the
curiain was pulted around the resident, and the
fight was off. The Norse wes nol aware at that

time &nyore etse wes in the room. Without

i bent at the: hips and the knees, and the resident's

' knees were apart and up in the arr. SRNA #1

! was standing between Resident #1's fegs ina |
; erouching position, with his knees bent sitghtly |
_f and one hend on each of the resident's fegs. As |

]

i the Nurse pulled the curtain back, SRNA #1
 tooked up and saw the Nurse, stood up and
began adjusting his pants. RN #1 was shocked

{ and couldn't believe whet she was seeing. She

- askod SRNA #1 If the realdent was sliding out of
i the bed, SRNA #1 replied “ves" and began

i walking away. The Nurse turned the Hight on and
: observed SRNA #1 to have an eraction clearly

: vislble through his pants, and his beft was undone
“with the ends hanging down on either gide. RN

; #1 instructed SRNA#1 to go 0 the desk., When
. he left the room, the Nurse began asking

| Resident #1 what heppened. The resident was
very calm, "emotiontess”, and reported nothing
had happened, The remdent hed no compleints

: . at that time. The Nurge went out to the Nurse's
! station where LPN #2 was sitting. She asked him

“whora SRNA BT was, s the LPN Tephethe

: walked past the desk In the direction of the exit
"door. A staff member (RN #1 could not

; remember wha) went to the parking lot and

i vorlfiled SRNA #1's car was gone. RN #1 and

i LPN #2 went back to Resldent #1's room to

; ensure the resident wes okay, and try to

{ determine what exactly had happened. On

g
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I examination, the resident's perineal area
i appaered red and troist, but no lacerations,
! bruising or bieeding wes noted. At this time, the
? resident stated he/she was "getting therapy in my |
* bottom"”. The resident reported SRNA #1 provided |
 the therapy "at least once a week”, The resldent : :
 also pointed to the feft lower quedrant of histher '
. abdomen and staled it hurt. When RN #1 had
. ensured Resldent #1 was not in ecute physical or
i mental distress, she cafled the Director of
Nursmg (DON) at home and reported the
Uincident. Ultimately, Ihe Administrative team, the
yfamhtys Medical Director, kocal police, and :
: Emergency Medical Services (EMS) responded | i
 to the facifity. Restdent #1 wes transported to the i 1
- Emergency Depariment (ED) at a loca! hospital |
for axarnination, ;

fntemew with LPN #2, on 04/1613 at 347 PM,
; revealed he was the Nurse essigned to Resident |

. i #1 on the night shift of 04/12/113. He stated he

| was at the desk between 2:30 AM and 2:50 AM

: when SRNA #1 walked by, In the direction of the |
. exit on the other side of the bufldlng He stated |
“he assumed SRINA #1 was going outside to '

: smoke. He further stated within two (2) minutes, |
; RN #1 approached the desk end steted SRMA #1
. had to go home and reported she had observed
; him in 3 sexually Inappropriste encounter with

i Resident #1. Continued interview revealed he

— ARs TR was e
from the parking lot. On further interview, LPN #21 ;
! stated he went to check on Resident #1 with RN : :
. #1. He stated the resident pointed ic the feft

. Iower quadrant of the abdomen and complatned |

i of pain. LPN #2 further reported Resident #1 ;

- stated SRNA #1 was giving him/her therapy and ; {

. stated It had happened before, "sbout once a
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: Review of the ED record for Resident #1 revesled
 the resident arrived on 04/12/13 at 4:35 AM, end
~was lhe reported victim of a sexual assault at the
: nursing horne where he/she resided. Further

: féview revealed the Sexual Asseult Nurse :
| Examiner (SANE) was In route to perform the ;
: physical examinetion. Continued review revealed
i all results of the examination, including any

i specimens collectad, wers turned over to law ;
f enforcemient officiels. Resident #1 was medically :
i ¢leared and discharged back to the nursing homa |
 for follow up care., :

: Observetion, on 04/12/13 at 4:50 PM, revesled i
{ Resident #1 had been moved to a different room,
| as histher previous reom was considered & crime |
. scene and & police investigation was ongoing.
: Resident #1 was sitling on the side of the bed
‘and appeared clean and wetl-groomed, and was
; dressed appropriately in personal attire. The

- resident demonstrated a very flat affect, i.e.

~ he/she exhibited no change In facist expression

or tone of voice.

- During interview, on 04/12/13 at 4:50 PM,
; Resident #1 slated " was raped las! night", :
- Resident #1 stated there was one other incident

: "along time ago”, he/she did not report the first

STATEMENT OF DEFICIENCIES (X} PROVIDEFUSUPPLIER/CLIA (X2} MULTIPLE CONGTRUCTION (X3| DATE SURVEY
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; ;
: . i
F 223 | Gontinued From page 11 i :

[ ———Tincidentamndcouldm't figureroot-wever Yoty
i found out this time. Resident #1 referred to 1
- SRNA#1 by name end stated, "he hurtme up |
: Inside™. On further Interview, Resident #1

- expressed emblvalent feelings toward SRNA #1,
: &.0. "he was very kind", and "t was afraid of him",
. Resident #1 denied e clear memory of the day's

. events but stated It had been a very long day and :
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heishe was very tired and "done taking about it*

fnterwew with the sister of Resident #1, on
04/14!13 at 11:36 AM, revealed she was the

i resident's Power ofAtiorney (FPOA). She stated
Lthe factity called her about 3:00 AM on 04/12/13
i and reported Resldent #1 was the victim of a

! possibfe sexuel assault, She further stated she
: and the resident's deughter went directly to the

: hospitel Emergency Department and met

: Resident #1 there, On further interview, the POA

staled the Sexual Assault Nurse Examiner
(SANE) told her sha examined the resident for
| svidence of sexual assault and found him/her tp

, i have a small tear and some blood. Dunng
: continued interview, the POA stated she knew
: Resident #1 was swabbed "for semen arxd stuff”

5 but the results weren't back yet.

! Interview with SRINA #3, on 04/18/13 at 10:40
AM revealed she accompanied Resident #1 in
the ambulance to the ED. She stated she
! remained with the resident throughout the stay
- and return trip to the facilty. She further stated
the restdent did not speak of the incident in the
. ambulance; however, when the famity errived at

| the ED, Resident #1 told them SRNA #1 had

!reped him/her, Continued interview revealed

. SRNA #3 wes present during the examination by |
{ the SANE Nurse. She stated she helped held the |

"—'——--*remdeﬂt‘s tegsdurtng-therexarmard-reporied-the
resndem appeared to be "ripped a little on the

Insfde

Intervgew with the lead detective for the criminal

finvestigation, on 04/15/13 at 1:40 PM, revealed

- he was in charge of the investigation and was stiff |
i coffschng information. Durlng interview on

é’

H
i

Ll
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i 04/18/13 et 3:40 PM, the detective revealed

| SRNA #1 had been arrested under the Elder

Jusﬂce Act, which prohibits abuse. He staled the

lnveslttgatlcn was ongoing, howsver, i would be

! several months before results of the forensic ;
, ewder’s(:fa enalysis would be available,

fnterwew with Physician #3, from the facility's

; contracled Psychiatric Services, on 04/16/13 at
; 3:20 PM, revealed he had evaluated Resident #1
; aarlier that day on 04/16/13. He stalad the

- resident readily reported having been raped by

: SRNA #1. The resldent stated It had happened

: twice, Physlician #3 further stated Resident #1

: exhibited a flat affect end Increased sagness. He
expfalned the resident was experiencing mixed

. ermotions. Despite the rape, the resident wag

: dealing with the loss of a friend, as SRNA #1 was
kmd and made him/her feel special,

Follow»~up interview with Resident #1, on 94123!13 '
"at 3:00 PM, revealed the resident hed been
: : "awful nervous”, but no longer felt afraid and was |
" gfed SRNA#1 hsd been arrested. He/she stated !
. SRNA #1 raped him/her twics, the first time was a
 long time ago. On further interview, Resident #1
staled SRNA #1 said he wes giving therapy. The |
resident could not say what kind of therapy, "ust
i therapy®. The resident further stated "he
shouldn't have done it”.
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; Interview with the Medilcal Director, on 04/16/13
| at 3:10 PM, reveated he had been fully involved i Jn-
| the facillty's response to the incident with ;
‘ Resident #1 on 04/12/13, Continued interview |
. revealed he approached each resident and asked
; If they had any concerns with any staff acting
mappropnately He stated while telking {o
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; Residen! #2 Ihe residan! reporled someons, an

" employee, siraddled him/her some lime ago. The!
: Tesidenl gave no other details excepl to say

- hefshe lold the perpelrator, "gel off you 808",

' The Physician declined lo perform a physical

- senl Resident #2 to lhe Emergency Department
; as well, in case there was any physical evidence
- 1o be oblained. On further inlerview, the Medical
- Director slated on hinking back, he recalled
. Resideni #2 had made an allegalion of some
£sort, bul he had nol Inlerviswsd him/her al Ihal
“lime, He slaled he knew lhe faclllly did some sori !
of investigallon and he recalied Ihe facility fell
. Reslden! #2 was confused when the allegalion
- was made, lalked about a radislor, and was being |
“lreated for a Urinary Tragt Infection, He slaled
i berhzps if Ihe Siate Survey Agency had been
- involved, il would have made & difference, bul
; asked *how could you have known any differeni |f
‘ he/she changed her slory?"
I
i Review of Ihe facilily's invesligalion summary,
i dated 04/16/13, revealed abuse was
| subsianlialed. The faclilly delermined SRNA #1
s was Ihe perpelralor of sexual abuse and was
Iermlna!ed

Th@ facility provided an acceplable AOC on
- 04/23/13 with an alleged removal of lha lJ an

: exam, bul reported Ihe inlerview to lhe pollce and ;
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F 223! Conlinued From page 14 ' Foo3

:

;

i
H

:'

H

~Agency revegled the faclllly Implemenied lhe
followlng acllons:

’i The facilily immediatety inllialed an
; tnvestigalion on 04/12/13 al 2:45 AM. The Polics

l { Based Searvices (DCBS), the Office of the

——-—~——~€)4§‘1~8/‘§-3—Revrew-aﬂw AQEC-by theSiate aurvey

i
H

£

Depar{menl (PD}, Ihe Daparimen for Commumly
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F 223 Continued From page 15 F223
Inspeclor General {OIG, referred 1o as Stala

- Agency), and the Medical Direclor were notffied. ! : ,

' 2. Residents #1 and #2 were senl lo the hospilal | : E
- for evalualion on 04/12/13. Bolh residenls :
.relurned 1o Ihe facilily the same dayand were :
- offered follow-up counseling by the consullant f
" Psychialric Services and/for lhe Rape Crisis : :
_ Cenler.

4. The idenlified slaff member was removed ]
- iImmedialely and sent a cerlified lelter lerminaling |
his employment on 04/13/13.

“4. Al residenls were interviewad by ihe Medicai

- Direclor lo delermine if they had experienced any
. bolenlial negalive effecis relaled lo he allegailon,
_Allresidenls, excepl six (8) who refused, were

. physically examined by the Medical Director,

. baginning 04/12/13 and completed on 04/15/13.

' §. The Social Services siaff compieled the PHQS
: interview, or the PHQ9-OV Assessmenl for 5
. mood/anxiety on 04/12/13. No residen! had a g
: score on the PHQG inlerview or the PHQG-QV |
; Assessmenl thal indicaled any mood or anxiely

j concerns. The facilily was lo repeal lhe ;
: inlerviews/assessments in one week and in two
i weeks, lo evaluale for any delayed effecls :
! experienced by the residents. ;

H

: 6. The families and/or responsible parties for all ,
: residenls were contacled and informed of the | ;
: allegallon. The Social Services slaff, the Director | :
“of Nursing, and Ihe Assistant Direclor of Nursing : ;
f phoned each parly beginning on 04/12/13. Any :
: Tamily and/or responsible party that could nol be
; reached by phone by 04/18/13 was senl a

i
i
;
i
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i cerlified leller on 04/17M13,

: addilion, increased staff or the night shifl for
added securily, beginning 04/12/13.

?

- Ihe facllity's abuse pollcy, Including, bul not

££}4/16/13 Any staff on leave, vacallon, or

¢ unllt compieling the Inservice education.

Q 8. All Nurge supervisors and adminisirative
Murses received inservice aducaiion on the

. by the Director of Nursing (DON) and the
i Assislan! Direclor of Nursing (ADON) on
£ 04/16/13, Including bui nol timiled lo:
! identification of evenis raquiring invesligalion;

i
i and reporting of allegalions and findings.

? The facillty employed a security offlcer for lhe
nlghl shift, beginning 94/131 3 znd ongoing. In

8. All facility staff was inserviced on abuse and
lrmlled lo: ldenlffication, protection of residenis,

. and reporting of abuse, as provided by lhe Slaff
; Development Coordinalor on 04/12/13 through

- invesligation and reporilng of abuse as provided

| inlerviewing of residents, staff and all wilnasses:

1 10. All allagatlons are to bs reviewed seven (7)
. days per week by lhe facilily's investigation leam,
- consisling of the Administrator, lhe Social Service

{ unavailable for the Inservice wae locked oul of lhe r
 {ime clock, and will nol be able to clock in or wo:k i

AMBRIDGE PLAGE )
c LEXINGTON, KY 40504
(xa) I : SUMMARY STATEMENT DF DEFICIENCIES ? o ! PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX | (EACH DEFICIENGY RUST BE PRECEDED 8Y FULL ¢ PREFIX | {(EACH CORRECTWVE ACTIOMN SHOULD AE COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION} | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| : DEFICIENCY)
: f
F 223 Conlinued From page 16 i F223!

. Ihe allegallon lo the required authorilies.

“ with the Medical Direclor, mel an 04/17/13 to

: inlervenlions which had been or would be

i

T Direttor, the DON T e ADON Y daterrine
. which leam members will Investlgale and repar

'11. The fadlity's Quality Assurance Commillee,

: review the circumslances of the allegallon and all

i

H
i
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H

f
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F223 Conilnued From page 17
implemenled by the faciity.

‘12 The CQl indicalor for Ihe moniloring of i
: compliance with the componenls of the abuse
i regulalion, Including, bul not limited ta,
anesIrgahng and reporting of abuse, are lo be

: ulillzed wilh each allegation. The GGl Indlcalor Is

i to be used al least weekly for four (4) weeks, Ihen
i monlhly under lhe supervision of lhe -
Admrnlsiralor

The Slate Survey Agency validaled lhe
‘ implemenlalion of Ihe facilitys AOC as follows:

i 1. Inierview wilh Ihe Admlnislralor, on 04/12/13 |
{ al 210 PM, revealed she had called 911 i
Immedralely afler raceiving the report of the :
tincldent. She stated the PD responded
: immediately. Inierview with lhe Lead Deleclive,

; on 04/15/13 at 1:40 PM, revealed he had
assumed charge of the Investigalion on the

- moraing of 04/12/13, from the night shift officer
who regsponded 1o Ihe 811 call.

2 Areview of hospllal records revealed Resldem :
. #1 and Resident #2 were evalualed In the ED and
“transferred back io the Tacllity on 04/12/13, ;
_ Inlerview with Residen! #2, 00 04/23M13 at 2:50

. PM revealed a lol of people had been lalking to ¢
. her, bul she did nol remember who. Interview

- lemmr#mmfzmmmﬂwm ;
 revealed she had talked lo the Rape Crisis
| Counselor, Inlerview with Ihe Adminlsirator, on i
. 04124113 al 9:40 AM, revealed she had spokean
- wilh Ihe Rape Criste Counselor in the facility on
F04/15/13 and 04116/13. She slaled the counselor |

: had a private inlerview with Residen! #1 o :
04}1 6/13 and would relurn weekly as needed.

FORM CMS-ESE?{OZ—QQ} Pravioue Versions Obsclle Event [0 JRAIN
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¢ She furlher stated Reslden! #2 refused ihe
: servlce. Inlerview with the contractsd Psychialric ;
| Services physician, on 04/16/13 al 3:20 PM, {
| revealed he had seen and evalualed Residen! #1 i
. and Resideni #2 on Ihal day. i

: 3. Inlerviews wilh LPN #2 on 04/16/13 at 3:45
i PM, RN #1 01 04/17/13 a1 9:15 AM, and RN #2
i on 04/21/13 al 8:30 PM revealed SRNA #1 laft
i the facilily immediaiely afler the incident and had
“nol relurned. RN #2 observed SRNA#} leave via |
. the side axil. LPN #2 went Into the parking lol
; and confirmed SRNA #1°s car was gone. Review
r of the leller addressed to SRNA #1, daled
| 04/12/13, revealed he following: "Effective
rmmedrately, you gre no longer an employee of
. (his facility). You are nol to come 1o Ihis facility
. for any reason. Your pay check will be mailed lo .
you The lefler was signad by the Adminislralor. i
A rovlew of lhe Cerlified Leller lickal confirmed
i the leller was geni as sileged.

4 Review of the Physictan’s noles revealed he
! Inlerviewed all one hundred and one (101)
resldenls i the factily betwasn 04/12/13 and
041513, A physical examinalion was performed
. on ninety-five (88) residanls, six (6) residenis

i refused the examination, bul did participale in Ihe
linlerview. Conlinyed review revealed only
. Residenl #1 and Residen! #2 had idsniifled

(%43 1 SUMMARY STATEMENT OF DEFIGIENCHES : 10 i PROV(DER'S PLAN OF CORRECTION { (X&)
PREFIX |EACGH DEFICIENCY MUST AE PRECEDER BY FiLL i PREFMX i IEACH CORRECTIVE ACTION SHOULD BE f COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} iOTAG CROSS-REFERENCELD 10 THE APPROPRIATE | OATE
; DEFICIENCY)
; ? |
F 223 Continued From page 18 P F223 |

i corcerns. All other residents denred atiy
| Tnappropriale sexuat behavior or abuse. All

: physical exams were normal; spectfically, lhere

- was no bleeding, brulsing, discharge or

- excorialion. During Inlerview on 04/16/13 al 3:10
- PM. lhe Physician confirmad the residen!
 interviews and examinalions were compleled.
|
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F 223 Continved From page 18
i 5. Revlew of the MDS Section [ for Mood
: (PHQ-8) revealed evely 1esident was assessed !
-on 04/12/13 and again one week laler, on
- 04/19/13. Continued review reveated no
immediate or delayed reacltons lo the tncident |
- were identified. The assessmenls included
. standardized questions related to mood and
! open-ended questions to identify any specific
s problems or anxlety. Interview with the
- Administrator, an 04/24/13 al $:40 AM, 1ovealed
. the assessments would be performed again al
! the two (2)week mark, on 04/26/13.

PRSIV

C 8. interview with SW #1, on 04/15/13 al 3:40 PM,
‘ revealed she was In lhe process of contacting the
. famtlies/responsible partles of all 1esident
regarding the incident on G4/1213. interview with !
the Adminisitator, on 04/24/13 al ©40 AM, :
tevealed only five: {5) families had not been
conjacted by 04/16/13. Cenlffied lettars wera seni
io these families on 04/17/13, confirmed by i
i review of the postal tickels, Review of the letter,

- daled 04/17/13 and signed by the Administialor
 tevealed the famllles were belng contacted by |
tletler as {he facility had baen unable to reach

¢ lhem by phone. Continued review raveated the
- addressees wete informed of an alleged sexual
- asgaull at the facilify and measures wete heing
i laken to ensuta ail residents were prolected.

; Contael Informatton for any questions or

F 223

concens was nciuded:

7. Interview with LPN#2, on 04/16M13 at 3:47

PM, SRNA#2 on 04/18/13 5l 10:24 AM, SRNA#M
on 041813 al 10:56 AM, and RN #2 on 04421113 |

i al 8:30 AM, revealed a secutily guard was f
: preseni on the night shifl since the incident. 1n
- addifion, extia staff was on duty at night for addedi

H

i
i
!
i
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: securlty Continued inletview revealed the
ﬂecunty guatd and staff patrofled the building and :

- the grounds thioughout the nighl, ensured doors |

. and windows wete secure, and checked with siaff

i for any problems. interview with the

! Admitnistrator, on 04/24/1 3 at 40 am revealed

! the sacurtly guard had been hired thiough & local

“secutily service and was on duly 10:00 PM untit

1 6:00 AM. In addttion, an extra staff person, e.g.

I Maintenance, Housekeeping, or SRNA was on

! duty on the nilght shifi, from 11:00 PM unll 7:00

i AM. She stated male siaff who exhibiled a slrong

: presence were chosen for lhe extra shifls at

i night.

" 8. Interviews with LPN #1, on 04/15/13 at 2:16
: PM, LPN #2 on 04/16/13 al 3:47 PM, RN #1 on
L 04/1713 al 9:15 AM, SRNA #2 on 04/18/13 at

’ 10:24 AM, SRNA#6 on 04/23/13 at 1:32 PM, :
. East Wing Unil Coordinalor on 04/18/1% at 215 i

. PM, and SRNA #5 on 04/23/13 al 3:50 PM,

; tevealed all had altended mandatory Inservices

: since the incident of 04/12/13. The training

tincluded appropriate responses 1o a witnessed ot

: teported abuse. Emphasis was on protecting the
residenl, removing the perpehalor, and tepotting ;
limmedialely. Inerview with the Staff
: Development Coordinator {SDC), on 04/23/13 at
2 27 PM, revealad she had conducted abuse

[ PLACE
CAMBRIDGE LEXINGTON, KY 40504
(X4)1ID ! SUMMARY STAT EMENT OF DEFICIENCIES i 10 i PROVIOER'S PLAN OF CORRECTION (%53
PREFIX | {EACH DEFICIENGY MUST BE PRECEOEQ BY FULL ;  PREFIX {EACH CORREGTIVE ACTION SHOULO BE | COMPLETION
TAG | REGULATORY OR L5C IOENTIF YING INFORMATION] : TAG | CRO%S-REFERENCED TO THE APPROPRIATE | DATE
i OEFICIENCY) :
F 223 | Continued From page 20 [ F223! i

i tralning for every slaff membet in every
i daparimenl. in oider 1o reach sl staff quickly,™ |
! training was provided in a vatlaty of ways,
; including classroom setling, telephone inservice,
i  and person-to-parson training on the units and in |
* all departments, Continued inlerview and review :
of the inservice agenda revesaied topics covered
rincluded, bt were not limiled to the different
i lypes of abuse, tdentifying suspicious behaviors,

FORM CME-2867102-99) Previous Versions Obsolals Evert 10: JR93T1
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F 223! Continued Fiom page 21 {Faz3)
how 1o respond if gbuse is ohaerved ol
: suspecied, protecting the resident, and reporiing :
! to the Charge Nurse, the Administator, the Soclal |
: Services Director and lhe DON.  Continued 3
i interview with 8DC and review of sign-in sheels
‘revealed three (3) slaff membetrs had not yet f
“received the training: one was on malernily leave, | .
-one was on vacatlon, and one was s PRN (as ? ! :
‘ needed) slaff who had not worked since the 5 ’
‘incident. Staff signatures were confimed by '
; cross-check with a master fist of facility
Iemployees. Document review verTiled the PN
] : numbers required for clocking in had been :
: changed by the facility for the three (3) slaff stit !
“requlting the training. A notice was posted at the |
time clock tnsiructing these staff 1o report 1o the
- 5DC, DON, ADON or Admitnisiealor priot 1o
 reporting ta theit unh of duty.

i 9. Review of the sign-in sheels revealed all
- Nurses who sarved in a supervisory or ;
 administrative role attended abuse taining on ;
1 04/16/13. The training was conducted by the
: DON and the ADON. Insiructional melhods I
mcluded handouts, discussion and a Questton |
I and Angwer session. Topics included identifying | !
: abusive sttuations, protecting the 1esident, : A X
invesligating the tncldent and 1eporting to the ;
: family, physician and Stale Agency, :
! ;

IO Interview witT i Admitristrator o 04724713
*al 9:40 AM, revealed the Abuse investigation !
. Team conslsted of the Administrator, the DON,
' the ADON and the Social Services Director
i (SSD). All allegations of abuse were o be ; ;
i leviewed daily, seven days a week, 10 determine ; : :
i who would be in chaige of the mvastlgatlon
Review of the Conlinvous Quality Improvemenl
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F 223 | Contlnued From page 22 ' Fa23: ?

{CQi) tool for "Abuse [nvesligalion and Repor trng

- and continued Inlerview with the Administrator i ;
1evested {he ool would be used for every : !
| allegation of abuse. The GO laol included & i ; :
i chackiis! to ensure every slep in the invesligation
i process, including but not itmited to identifying the !
concem protecting the resident, suspension of : ; ;
i an alleged employse parpelrator, contacling the | '
physman and famlly, investigaling the incident
and reporting to the appropriale State Agency. : i

: 11 Interview with the Quality Assurance (OA) ; !
{ Nurse, on 04/23/12 revealed lhe Medical Director | i ‘
, ‘ was very involved with the QA commiliee. He
i attended at leas! quarterly, but usually every
: month. Revisw of QA meeling sign-in sheets :
. confirmed his aflendance, either in person of by
i phone. She-stated the Medrcai Diteclor took an
; active role by making recommendallons and
i teviewing policy changes. Interview with the
: Medical Direcior, on 04/18/13 at 3:08 PM, . ;
i revealed all allegations of abuse were discussed i
 In monthly QA meetings. He staled there had not | i ’
‘ been afolmal QA meeling refated 1o the incident
: of 04/12M3 bid & meeting was schedued for the
f::»llowmg day. He further stated he had been in
: close contact with the Administrator thus far in the
i foltow up o the Incidert, and been active in
s interviewing and examining every tesident,
! tnierview with the Administrator, on 04/24/13 at

H

9%%M*mveaied—tm:~facmty‘s~ﬁiﬁ‘mm mittee-met- :
- 0n 04/17/13 to review the incldent of 04/12/13. :
| Review of the sign-in sheel revealed the meeling !
: was atlended by the Administrator, the 30N, the
: ; ADON, the QA Nursse, and the Socral Services
: Department. The sign-n sheel indicated the
: Medical Director atlended via telephons. The
i Administrator staled the meeting included a
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| months ago (01/25/13), SRNA #1 had straddled
- him/her in the bed. However, based on Resident
#2's history of confusion; seeing things that
weren't there; being treated for a Urinary Tract
. Infaction at the time of the allegafion; and, the
: fact the resident later denfed the aiiegahcn the
i Admmrstrator determined the allegation was not
j credible and decided not 1o conduct an
! invesligation or report the allegation to the
" 1equired regulatory agencies. Therefore, the
alleged perpetrator was not suspended and
" continued to provide direct resident care.,

i  Raview of the staffing schedule for January 2013
| 1ovealed SRNA#1 was working lhe night shift on
: 01/25113 on the East Hall where Resident #2

" resided, Cortinued review revealed SRNA #1

- worked the 11-7 shift on the East Hall nearly

" every night, including 01/01/13 through 01/10/13,

- &nd 01/18/13 through 01/31/13. Confinued

I conlinued working reguiary, up to and including
’ *he night shift of 04/12/13.

I On 04/12/13, the State Survey Agency receivad a
" repart from the facifity of & “possible sexual

s assault” when an employse was observed ina

i "compromising position” with Resident #1.

" Interview wilh the Admimistrator, on 04/12/13 at

: review of the staffing schedule revealed SRNA #1

investigator through alt aspacts. Hthe
Administralor 15 unavallabls, tha DON or i
Suciad Servives Director wit complete :

the checkilst, Aly e on the checklist

dalermined fo b Incampale shal be correcled
under the supervision of the Administralor
and the appropriaie leam member re-educsied. :
-The Adrisistrator will complele sn aflegation
chackiist audh for 100% of the akegatlons made :
and investigaled. :
-The CQlindicator for the moniloring of compliarce
with e components ol the abuse regulation
Incheeting, it not imiled fo, Investigating and
raporting of abuse, will be ufizad weekly X 4
weeks and then monthly theseaffer under the
supénvision of the Adminisirator,

-The Mrdings of the completed aliegation ;
chacxdists and GO neicators wil be 1eviewed by H
ihe corpersls conlracted nurss consulian] with
monihly visits, & delermine fiat allegations ware
Invesstigated and reported s indloated,

-In the event of an afiagation shecklist fourd fo be

incompiada andlor the CQI Indlcator f2ds o mest
treshold, te Administrator, with guldancs from
the: nurse consultant, will formulale & Plan of Action

and presentt to the OA committes for review and

recormandations.

-The Administator devalapad 3 Plan of Coreclion !

checkiis to assure ongoing completion of correchive ]

aclion on @ weekly basis, Al corective actions are

Inziuded. The checklisl wil be compieted monhly

% 4. The Adminlsirator will taper the resulls |o the
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i

“ZTUPM. Tevealed on Car 2/ Al approRimatsly
; 245 AM, the House Supervisor (MSYRN #1 on

i the night shift entered Resident #1's room and

: observed SRNA #1 with his belt unbuckled and

L an erection visible through his parts.

“Interview with RN #1, on 04/17/13 at 9:15 AM,

, revesled the resident's bottorn was at the edge of |

satorarr

: : QA Commitiee monfily.
.
! Criterion 5 ' e
r
Facifiy 10; 100461 IF comtinswalion sheel Page 28 of 66
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F 225 Continued From page 26 ;
i the bed and his/her lags were bentatthe hips ¢

- and the knees, and the resident’s knees were '

i apart and up in the air. Per interview, SRNA#1 |

‘' was standing between Resident #1's legs In a ,
crouching position, with his knees bent slightly

“and one hand on each of the resident's legs. '

: During an Interview with Resident #1, on 04/12/13 |
- at 4150 PM, the resident stated "l was raped last :
> night", On continued interview, Resident #1 i
: stated there was one other incident "a fong time |
. ago” and she named BRNA#1 by name. The |
| resident stated "he hurt me up inside” and SRNA
“#1 said if the rasident told anyone, he would just
- say the resident was lying. i

Intervisw with the Medlcal Director, an 04/16/13

at 310 PM, revesled he recalled Resident #2 had |
made an allegation of some sort. and he knew i
the facillty did some seort of Investigation. i
However, interview with the Adminitrator reveafed |
no investigaiton had been completed.

Interview with the Admirnistrator, on 04/24/13 at
2:40 AM, revealad the Adminlstrative Team
indluding the Administrator, DON, ADON and
Social Worker were involved in the investigations
of abuse and had been educated by the ; :
coniracted Nurse Consultant related to ;
idenlifying, reporting and investigating alfegations :

Tofapuse, She further SHEtEl she was Tiol

 involved in the interviews with Resident #2; :
. however both Social Workers reporfed Resldent |
| #2 denied SRNA#1 got into bed with him/her bed !
. and stated *I wish he/she (Residen| #2) had said
: something”, The Adminlstrator further stated, f i
: because Resldent #2 did not continue to claim an | :
: allegation against SRNA #1, na further : i
; |

H
i
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F 225;i Continued From page 29
¢t investigation was warranted. She stated the
i facmiy stopped, but should have investigaled
further to ensure other residents were protected.

The facilily provided an acceptable AOC on !

 014/23/13 with an alleged removal of the 1J on '

| 04/18/13, Revlew of the AOC by the Siate Survey

! Agency revealed the fagility Implemented the
 following actions:

; 1. The facility immediately initiated an !

! investigalion on 04/12/14 st 2:45 AM. The Police (
. Department (PD), the Department for Community |
: Based Services (DCBS), the Office of the ;
! Inspector General (OIG, referred to as Stale !
Agencyj, and ths Medical Director were nofified, |

| 2 Residents #1 and #2 were sent {o the hos patal
: for evaluation on 04/12/13. Both resldants
{ returned to the facllity the same day and were
' : offered follow-up counseling by the consultant
! Psychiatric Services and/or the Rape Crisis
Ce nter.

! 3 The identffied staff member was removed :
immedlatefy and sent a certified letter lerm:natmg
hns employment on 04/13/13. :

4. Alfresidents were interviewed by the Medical

: Director to determine if they had experienced any i

F 225!

~potsitial negative effeis refatedto The affegation. ™ f
. All residents, except alx (6) who refused, were
 physically examined by the Medical Director,

3 beginnn'ng 04/12/13 and completed on 04/ 5/13

5 The Sociat Services staff completed the PHQQ
mtemew or lhe PHQ9-QV Assesgment for
: moodfanxlety on 04/12/13. No resident had a

§

i
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. 8€0re 0N the PHQS Interview or the PHQS-OV 5 ;

: Assessment thal indicated any mood or anxiety
concerns. The facllity was to repeat the

: Interviews/assessments In ane week and in two ;

| weeks, to evaluate for any delayed effects : !

| experlenced by the resldents,

8. The families and/or responsible parties for all
residents were contacted and informed of the i
; allegation. The Social Services staff, the Director |
" of Nursing, and the Assistant Director of Nursing |
: phoned each party baginning on 04/12/13, Any

 famlly andfor responsible party that could not be | ;
reached by phone by G4/16/13 was sent a : :
certff ad letter on 04/17/13. i i

?’ The facility employed a securlly officer for the

. night shift, beginning 04/13/13 and ongaing. In

- addition, increased staff on the night shift for , ;
: - acded security, beginning 04/12/13. :

i B, Alffacility staff was Inserviced on abuse and | : ;
: the facility's abuse policy, Indfuding, but not i
: fimited to Identification, proteclion of residents,
¢ and reporting of abuse, as provided by the Staff i :
! Development Coordinator on 0d4/12/13 through | ! i
: 04/16/113. Any staff on leave, vacation, or
: unavailable for the inservice was locked out of tha :

' ime clock, and will not be able to elock in or work | ;

- unt;f completing the Inservice educatior, : ; i
f 9. All nurse supervisors and administrative
i nurses received inservica education on the ;
 Investigation and reporting of abuse as provided | i
" by the Diractor of Nursing (DON) and the i :
: Agsistant Director of Nurging (ADON) on '
£ 04/18/13, including but not limited lo: 2 :
. identification of events requiring invesfigation;
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! Interviewing of residents, staff and all witnesses; i
: and reparting of allegations and findings.

- 11. The facility's Quality Assurance Committee,
“with the Medical Director, met on 04/1713 to0 :
“review the clroumstances of the alfegation and alf |
_interventlons whlch had been or would be
. Implemented by the facility,

. 12. The CQl indicalor for the monitoring of

. compliance with the components of the abuge
i regulation, Incluging, but not fimited to,

! investigating and reporting of abuse, are to be
 utilized with each allegation. The CQY indicator is |
i to be used at least weekly for four (4) weeks, then
! monthly under the supervision of the

: Adminlstrator.

fat 2:10 PM, revealed she had called 541

10. All allegations are to be reviewed seven (7)
: days per week by the facility's investigation team,
. conslsting of the Administrator, the Soclal Service
. Directaor, the DON and the ADON, to determine

. which team members will Investigats and report
 the allegation to the required authorities.

¥

i
;
i
l
l
t
i
a

5 The State Survey Agency validated the

implementation of the facility's AQC as follows!

1. Interview with the Administrator, on 04/12/13

e EEly ater TeTaviy e remer ot ihe
incident, related to Resident #1. She s{ated the |

: PD responded immediately. Interview with the
: Lead Deteclive, on 04/15/13 at 1:40 PM, revealed
- he had assumed charge of the investigation on

the morning of 04/12/13, from the night shift

officer whao responded to the 911 eal,
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i 2. Areview of hospital records revealed Resident | ‘

 #1 and Resldent #2 were evaluated in the ED and | .
: transferred back lo the facility on 04/42/13, | i
! Interview with Resident #2, on 04/23/13 at 2:50 '

| PM revealed a lot of peopfe had beentalkkingio | ;

 her, but she did not remember who. Interview | ;
 with Resident #1, on 04/23/13 at 3:00 PM, . i

‘ revealed she had talked to the Rape Crisls ' :

" Counselor. Interview with the Administrator, on

 D4/24/13 at 9:40 AM, revealed she had gpoken

: with the Rapa Crisls Cou nsefor In the facility on

i 04/15/13 and 04/16/13. She stated the counselor i
: had a private intervlew with Resldent #1 on
“04/16/13 and would return weekly as needed.
- She further stated Residert #2 refused the
- service. Interview with the contracted Psychiatrlc |
- Services physiclan, on 04/16/13 at 3:20 P\,
: revealed he had seen and evaluated Resident #1 |
- and Resident #2 on ihat day.

3, Interviews with LPN #2 on 04/16/13 at 345 | ;
_PM, RN#1 on 04/17/13 al 9:15 AM, and RN #2 | ‘
on 04/21/13 at 8:30 PM revealed SRNA #1 left ;
- the facilty immediately after the incident and had
-notreturried. RN #2 observed SRNA #1 [eave via i
- the side exlt. LPN #2 went into the parking lot '
- and confirmed SRNA#1's car was gone, Review |
! of the latter addressed to SRNA #1, daled !
: D4/12/13, revealed the following: "Effective
lmmedlately, you are no fonger an employee of

s YaTity)—You sre ot 1o come © this facility

for any reason. Your pay check will be mailed to : :
fyou." The letter was signed by the Adminlstrator, |
! Arevlew of the Cerlifiad Letler licket vonfirmed
lhe letter was sent as alleged. :

4 Review of the Physitian's notes revealed he
lntemewed all one hundred and ona (101)
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 residents in the facility betwean 04/12/13 and

© 04/15/13. A physical examination was performed !

{ on ninety-five (95) residents, six (8) resldents :

i refused the examinatian, but did participate i the

. interview. Continued review revealsd only
Resident #1 and Resident #2 had [dentifled

: concerns. All olher residents denied any

i inappropriate sexual behavior or abuse. All

| physlcal exams were normal; specifically, there

- was no bleeding, brulsing, discharge or ; :
excariation. During interview on 04/16/13 af 3:10 |

: PM, the Physician confirmed the resident :

: Interviews and examinations were completed. :
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' 5. Ravlew of the MDS Section D for Mood
- (PHG-8) rovealed every resident was assessed
- on 04/12/13 and again ong weelk [ater, on : : ;
: 04/19/13. Continuad review revealed no ; : ;
{ immediate or delayed reactions to the incident
:: were Identified. The assessments included
. standardized questlons related to mood and
Openwanded guestions to identify any specific
¢ problems or anxiety. Interview with the
: Administralor, on 04/24/13 at 9:40 AM, revealed | :
" the assessments would be performed again at | i
the: two (2)week mark, on 04/26/13, '

6. Intorview with SW #1, an 04/15/13 at 3:40 P, |
- revesled she was In the process of contacting the i
famnheslresponsnbte parties of all resldent !

Ferirmeidunton-Gaf 12A 3 Trterview with ;

fhe Adminigtrator, on 04/24/13 at 9:40 AM, i

‘ revealed only five (5) families had not been i

| contacted by 04/16/1 3, Certified letters were sent!
to these famllies on 4/17/13, confirmed by : :

! review of the postal tickets. Review of the fetter, :

. dated 04/17/13 and signed by the Administrator | ‘ i
* ravegled the famnlfies were belng contacted by ¢ : :
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i

“ lelter as the facility had been unable to reach

- them by phone. Continued review revealed the
; addressees were informed of an alleged sexual
- assault at the facility and measures wers being
- taken to ensure all residents were protected.

- Contact informatlon for any questions or

i concerns was included.

7. Interview with LPN #2 on 04/16/13 at 3:47 PM,
SRNA#2 on 04/18/13 at 10:24 AM, SRNA #4 on
04/18/13 gt 10:56 AM, and RN #2 on 04/21/13 at
. 8:30 AM, revealad & security guard was present
- on the night shift since the incident. In addition,

i extra staff was on duty at night for added security.

- Continued interview revealed the security guard

~and staff patrolled the building and the grounds

- throughout the night, ensured doors and windows

, were secure, and checked with staff for any
problems, Interview with the Administrator, on

: 04/24/13 at 9:40 am revealed the security guard :

* had been hired through a focal security service i

- and was on duty 10:00 PM untll 8:00 AM. In

" additlon, an extra staff person, e.g. Malntenance, :

" Housekeeping, or SRNA was on duty on the night

“shift, from 11:00 PM untll 7:00 AM. She stated

. male staff who exhibited a strong presence were

" chosen for the extra shifts at night.

: B. Interviews with LPN #1 on 04/15/13 at 2,15
: PM, LPN #2 on 04/16/13 at 3:47 PM, RN #1 on

m—‘-—““‘-“““—ﬁ#ﬁ‘?ﬁﬁ‘atﬁ"! AN SRNA#Z o O tAM 13 At
: 10:24 AM, SRNA #6 on 04/23/13 at 1:32 PA, :
: East Wing Unit Coordinator on04/18/13 at 2:15 :
! PM, and SRNA#5 on 04/23/13 at 3:50 PM,
; revealed all had altended mandatory inservices

! since the Incldent of 04/12/13, The training
» Included appropriate rasponses bn g witnessed or
! reported abuse. Emphasis was on protecting the :
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F 225 Contnued From page 35 F p25i

: resident, removing the perpetrator, and reporting |

Immediately. [nterview with the Staff i i

_Development Coordinator (SDC), on 04/23/13 at

; 2:27 PM, revealed she had conducted abuse

_training for every staff member in evary

. department. In order to reach alf stalf qulckly,

- tralning was provided In a varlely of ways,

: Including classroom setting, telephone insarvice,

: and parson-ta-person training on the units and in

. alf depariments, Continued interview and review

. of the inservice agenda revealed topics covered

{included, but were not fimited to the different

: types of abuse, identifying susplclous behaviors,

- how to respond i sbuse Is observed or

. suspected, protacting the resident, and reporting

i to the charge nurse, the Administrator, the Social

i Services Director and the DON,  Continued

interview with SDC and review of sign-in sheets

: revealed three (3} staff members had not yet : ;‘

 recelved the tralning: one was on maternity leave, §

| one was on vacation, and ona was a PRN (as g

: needed) staff who had not worked since the

“incident. Staff signatures were confirmed by '

. eross-check with a master list of faclity .

- employees. Document review verfied the PIN
numbers required for clocking In had baen ;

" changed by the Tacility for the three (3) staff st i

. fequlring the tralning. A notice was posted at the : !

- ime clpck Inslructing these staff to report to the - ; :

SDC, DON, ADON or Administrator prior to :

reparting to 1ieir Unit of duty. I

: 9. Revlew of the slgn-In sheets revealed all

" nurses who served in a sbparvisory or

- adminlstrative role attended abuse training on
. 04/16/13. The fraining was conducted by the
. DON and the ADON. [nstructional methods

- included handouts, discusslon and a Questlon

H i
7 ]
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F 2255 Continued From page 36

5 and Answer session. Topics included identifying
" abusive situalions, protecting the resident,

: Investigating the Incldent and reporting to the:

* family, physician and State Agency.

10, Interview with the Administrator, on 04/24/13 |
: at 9:40 AM, revealed the Abuse Investigetion .
i Team conslsted of tha Administrator, the DON,
. the ADON and the Soclal Services Director ;
: {55D). Alf allegations of abuse were to be t
reviewed daily, seven days a week, to determine
: who would be in charge of the investigation. :
: Review of the Continuous Quality fmprovement
- {CQI) toof for "Abuse Investigation and Reporting" |
“and continued Interview with the Administrator |
' revealed the tool would be used for every i
. allegation of abuse. The CQ tool included a i
checklist to ensura every step in the investigation |

| process, Including but not fimited to identifying the |
; concern, protecting the resident, suspension of
an aftegsd employee perpetraler, contacting the
physician and family, investigating the incident
and reporting to the appropriate State Agency.

11. Interview with the Quality Assurance (QA)
nerse, on 04/23(12 revealed the Madical Director
was very involved with the QA cormmittes. Ha i
attanded at Jeast quartery, but usually every

: month. Review of (JA mesting sign-in sheets

: confirmed his attendance, either in person or by

—phomeShastated the Mocal Dirsctor ook an

: active role by making recommendations and

" reviewing policy changes. Interview with the

: Medical Direclor, on 04/16/13 at 3:08 PM,

- revealed all allegations of abuse were discussed

- in monthly QA meetings. He stated thers had not
' been a formal QA meeting refated to the incldent
. of 04/12/13 but Is had been schaduled for tha

|
H
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F 225§ Continued From page 37 ! F 225,

: following day. He further stated he had beanin |
i close contac with the Adminlstrator thus far in the | :
 follow up Lo the incident, and been active in ; i i
, fntewuawmg and examining every resident. i
i Intervlew with the Adminlstrator, on 04/24/13 at ? 1
1 9:40 AM, ravealed the facllity's QA committee met!
1 on 04/17/13 to review the incident of 04/12/13. |
: Review of the slgn-in sheet revealed the meating |
* was attended by the Administrator, the DON, the | :
; - ADON, the QA nurse, and the Social Services i i
i Department. The sign-in shest indicated the { : ;
! Medical Director attended vla telephone. The ; ‘
Admlnlstrator stated the meeting included a ;
" detalled review of the AOC as It had been
i ' completed on that date. Subsequant revisions | :
; were made prior to the AOC being accapted by | i
the State Survey Agancy. The Administrator ' : '
- stated the Medical Director was in agreement :
¢ with the AQC and had no additional i
g recommaendatlons, i

; 12. Interview with the Administrator, on 04/2413
" at 8:40 AM, revealed the CQJ teal for Abuse i ;
Envestngatlng angd Reporting would he utilized with | ;
i every allegation. Results would be reviewed f
; weekly for four {4) weaks, and monthly theresfter. ; :
! All results were Lo be reported to and reviewed { :
; with the contracted Nurse Consultant during her | : i
i monthly visits. The next QA meeting was ; ;
- schedulad for 04/26/13. :

~F 226 B3 THE DEVELOP/IMPLMEN] — :
$$=J1 ABUSE/NEGLECT, ETC POLICIES

- The facliity rust develop and implement written :
; policies and procedures that prohibit ; :
i mistreatment, neglect, and abuse of residents :

- and misappropriation of residant property, !
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F 226 Continued From page 38 P Faze)
5 F 226 Abuse
! The faclllty must develap and
! Implement written pallclas and
: precedures [hat prohibit
. \ ; L, naglect, and abuse of
{ This REQUIREMENT ia not met as evidenced | iﬁi{{:ﬁ‘;":ﬂd S,ifappt}agﬁa?mn of
i by res|dent property.
§ Based on intarvlew, record review and review of |
! the facility's pollcy, ltwas determined the faclity |
falled to have an effective system to ensure the
: implementalion of policies and procedures to ) ;
; prohibit abuse for two (2} of five (5) sampled ! Grltarlon 4: -The local pollea
res Idents (Resldent #1 and #2), = depertment, Degartment for Community
i Bazed Services, and Qffica of Inspector g
. i Nl notified of the
{)n 01/25/13, the facillty received an allegation of | :ig;earﬁgnwaﬂff_g_m' The facilty '
: abuse from Rasfder}t #2, who reported State i immediately iniffaled lnvestigations on
i Registered Nurse Aide (SRNA) #1 got in histher | 4-12-13 8l 245 am.; he bbcal police ;
i bed and straddled him/har. Two (2) Soclal | arrivest shortly hareafier and began :
: Workars (SW} interviewad Resident #2 and gave | A bwecligaling s wel. The Medica!
. . : : Direclor was conlacted at 315 a.m.
s wrilten accounts of thelr conversalions with the | I : !
e . . h : : -Residents # 1 and 2 were senl Iy tha :
: res!dent. Durrng Interview with SW #1, and upon ; hosnital lor evatuallon and assessment
‘ raview of the written statements, It was revealed : i on #1213, Balh retumed bo the facilily
- both SWs reported Resident #2 referrad to a : on the same day and were
"leaking waler heater over his/her head that offeredireceived follow-up counseling
“needed to be flxed immediately, as evidence gﬁ{;fﬁ%ﬁ%ﬁ'ﬁg‘:ﬂ;{mwm
- Resldent #2, had hallucinations. Interviews with i The Identlied slaff member was
_Adminlstrative Staff revealaed they determined, : removed immediately and senl g
_based on the SW Intervlews, the resldent's i ceriified otter terminaling his
i confusion and changing of the story, and SRNA employment on 4-13-13.
" #1's adamant denial of the incldent, there was not o
r a credible ellegatlon to ba thoroughly investigated { ﬁggg& by the m@"%ﬁé‘f@"fﬁ e
CorreportetSRNA#-wag allowesdtocomtinoe delermine T hay had expanenced any ;
! f warklng In an unrestricted manner. No further ‘ potanlizi negalive effects refuted lo Bl :
i documented evidence ralated to an investigation f;;_egfm- Almwg?ﬁ.ggeplﬁ Wi;‘gd =
‘ . ' used, have bean phys exani
was provided. i by the Medical Director, wit
: documentalion of il interview and
On 04/12/13, the House Suparvisor assessment findings. The
- (HS)/Reglstered Nurse (RN) #1 observed :
Resudent #1 to be lylng sideways on the bed, :ar”ld : .
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| State Registered Nursing Assistant (SRNA) #1

§ was standing betwesn Resldent #1's open legs.

: During interview, RN #1 revealad SRNA #1
; Immediately began adjusting hls pants and ‘
i moved away from Resident #1. RN #1 staled she :
turned on the light and noted SRNA #1 had an :
. erection which was claarly visible through his ;
pants and his belt was open with the ends of the 1
: belt hanging down on either slda. Residen! #1
ro ported SRNA #1 was giving therapy "on my

i boltam”. The restdent further reported SRNA #1

i gave have him/her therapy about once & waak.

! Interview with ths Investigating detective revaaled
- SRNA#1 was arrested and charged under lhe
Elder Justice Acl, which prohibits abuse, and a
cnmmal lnvestfgatron was ongoing.

.  (Refer to F223 and F225)

‘ Based on the findings, the facfltty's failure to ;
- Implement ils policy related to identlfying, ’
rnvestrgatlng and reporting an allagation of abuse
 on 01/25/13 has caused or is likely lo cause

; setious Injury, harm, tmpairmant or dsath to a

; resident. The Immadiate Jeopardy was identifiad

- on 04/15/1 3, and was determined o exiat on

" 01/25(13. The facility was notified of the

; Immadiate Jeopardy on 04/15/13,

;‘ . The facillty provided an acceptable Allegation of

STATEMENT OF DEFICIENCIES (X1} PROVIOER/SUPRLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
ARSI AR SOLIREC T HN JOENTIE R A o ML ES COMPLETED
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; H ] “ i
F 226 Continued From page 38 {F 228 Interviwslexams were perlormied by he ;

Medical Director on 411213, 4113412,

411412 and compleled on 471513, No

residants exhlblied emotional, verbal or

physlcal mdications of harn,

-All residents have had complaiian of

the PHQY inlerview, or the PHOB-OV

slaff assessment for mood/anxiety, as

complaled by Ihe Sodial Services stafl

on 4-12-13, b idaniify any who may be :

experiencing distress/fanxiaty ralaled io

Ihes veporied ablegaiion. Residents were

also asked queslions during these

interviaws/assessmants (o delerming If

Ihey had any concems regarding hair

care Or caregivers, if they eil safe in the

lacHfty, or I they had sny concerns

related to abuge. No resldents had a ;

score on lhe PHQS or PHOS-OV thal

indicated any mood or anxjely issues. !
The PHQS literview sndior PHOS.OY :

assessmaent and nlerview queslions !

periaining fo cargfearagivers and any :

concems related o abuse, willbe !

redune again in 1 week, and iz 2 weeks ;

by Iha Soclal Sewvice staff to determing :

that thare are ne delayed effscts i

expedenced by the reskianis.

-The lamiliesfresponsible parfes for all

resldents were conlacted and informed

ol the allegalion on 4-12-13, 41513

and 4-16-13 by the Soclal Service slaff

lhe DON and [he ADON. Cerfified

fatters were senton 4-17-13 toany i

famillag whe could nol be reached by :

{elephone,

-The faciily increased secirily on the

nightshlft wil facibly-staff 0044213

i Compliance (ACTT ralated (o the trmad it '
i Jeopardy (M) on 04/23/13, with the facilily allegmg
. the 1J had been removed on G4/18/13. On :
- 04/24/13, the State Survey Agency verified the |IJ | ;
‘ | was removed on 04/18/13 as alleged, with ;
. remaining non-compllance at 42 (’:FR 483,13
. Resident Behavlor and Facillly Practice, F-226 at |
i a Scope and Severity (S/S) of an D" whlle the .

|

and a securlly offlzer service was
employed by the Facllity for te night
shift on 4-13.13,

Crltarlon 3¢ -Alt faclity staf were
inzerviced on abusa and the fachity

abuse policy, including. but not mited

lo: idenitfcallon, pratection ol

residents, and reparing of abuse, g5
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MNARE OF PROVIOER OR SUPPLIER

STREET AQORESS, CITY, STATE, ZIP CODE

facilty develops and Implements its Plan of
Correction and the facliity's Guality Assurancs
Program continues to monltor and ensure

: residents are protected from abuse.

i

, The findings include:

! Review of the facility's paticy fitled "Policy on
i Abuse’, undated, revealed sexual abuse was

- sexual coarcion or sexual assaull, Continued

! the absence of ahuse from all individuals.

- Processes developed to assure the policy was

: upheld included the following: screening of

| potential employees; initial and ongoing training
. of employees; prevention of abuse, neglect. or

i protection of restdants during an investigation;

. Invastigation of all alleged violations; and

, raporting of abusive situations to the required

i ragulatory agencies. Further review revealed
“polley spacifics Inclisded but were not imited to
:the following: any employee involvad in an

' allegation of abuse or neglect would be

i suspended Immediately pending investigatlon; a
: thorough examination of the resldent would be

! the Physiclan and the resident's lagal
| representative would be notified; and all

: mistreatmant; Identification of suspicious events;

! conductad for any marks, brulses or other injury,

! gefined as, but not imited to, sexual harassment,

! review revealed tha facility would actively promote

H

slalf on laava, vacatian, or unavailable
lor the ingervice has besn Jocked out ol
lhe time clock, and will not be able lo
clock In o work unill completing the
Inssrvice aducallon. )

-All nurse supervisors and administalive
muraes have received insesvice educalion
ot fhe investigalion and reporting of
abuse as provided by the DON and
ADCH on 4-16413, including but not
limited to; itentilication of events
requlsing hvestigation; nterviewlng of i
rastdents, stalf and afl winesses; and
raporting of allegations and Nndings. ;

2020 CAMBRIDGE DRIVE
CA LACE
MBRIDGE P LEXINGTON, KY 40504
(%4} 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION i [¥s5
PREF X {EACH OEFICIENCY MUST BE PRECEOEO 5Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE { COMPLETION
TAS REGULATORY OR LAC IOENTIFYING (NFORMAT ION) TAG CROSS-REFERENCED T() THE APPROPRIATE @ (WTe
i OEFICIENCY) [
% |
F 228! Conti o provided by the Slaff Development i
Continued From page 40 F 226, Coorcinalor on 4/12413 - 4/118/13. Any ‘
i
i

Criterien 4: :
-All allegations will be reviswed by the lacility i
Investigaion faam (Adminlkstrator, Social
Service Director, DON and ADON) lu
determine which team members will lnveshgate
and report the allegation ko the requlred aulhoilles ;
#6von days per week, i
-The facllity QA Commitles, with the Medical !
Director, convened on 41713 8l S:26 am. I :
review lhe circumstances of |he allegation and all
Inferventions which have bean and will be
Implermisnled by Iha facifty. Tha faclity GA i
Commities: mel again on 5-23-13 with the
Medical Directer for the reguiarly scheduled I
QA Commiltes Mesding,
-The Administrator shall complata an slagation
checklist with each aliegation invesligation lo
determine that facility policy and procedure was
accuritely and thoroughly followed, The checkds!
detalls the required staps of the kvesligaten
il \

| “aAllegations and INVestRyation Tasuts would be

 reported to the appropriate State Agency,
i inclrding the State Survey Agency.

i '

- Intarview with the Administrator, on 04/12/13 at
: 2:10 PM, revealed Resident #2 allaged, 2 few
months ago (01/25/13), that SRNA #1 had

i straddled him/haer in the bed. The Administrator
[

i

invesligater through all aspecs. If the ]
Adminisirator is unavalizble, the DON or
Solal Services Direcior wil complate

ihg checidisl. Any fiem on Ihe chackiist
determined io be incamplele shall bs comesled
under the supervision of the Adminlsirator

and the apprapriale leam mambar re-aducatad.
-The Adminkslalor will complels an allegalicn
checkiist audil for $00% of the allegalions made
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F 226 Con .
? Continuad From page 41 F 226! and nvasfgated. |
i Ifurther slated two So_clal Woriw;s (SW) went ! ! The GOl Indicalor lor the monliaring of complance
: immadlately to Interview the resident, who then ! with the compatents of e abuse reguiation :
: denled the allegaton. The Administrator stated ; Including. but net timited to, ivvestigaling and :
: she had discussed the matter with the Social repuzvrtlr:gﬁd elr?iusa, wlit be ulbzed weﬁ?“
+ Workers and they determined the initial allagation : :f;eﬁ;im o mmf,,**.{,g‘g';?gﬁe’ tinier the g
by Reshident #g was not valld. She further stated © -The findings of &= completed allzgarion i
: the facility declined to conduct a formal - o chackitsls and CQU Incleators will be reviewsd by
investigation, did not tugpend the alleged : . the corporate conlracted nurss consutiant with
perpetrator, and dld not report the allegationto : ‘mmmﬂ‘“!’ I‘gziﬁ 33 de%&j‘"ﬂ ‘_"m?}a";%a"m& were
s . H : inveshigaled end reported as indicated.
: tl:%%!gtgag;nc‘{. Fl."r.lhl‘:r lrntertwtew, 0};\ (‘}4” s . = nthe ovenl of an affegalion checkiist found lo ba
Lats. . the Administralor stated she had : " Incomplels andfor the CQI Mdicator fails to meel
: concluded the initfal allegatlon had no merlt, ie. - : threshold, the Administrator, wiih guidancs from :
- was not credible, and no further investigation or i e nurse consullani, will formulate & Plan ol Action
! reporting was warranted. Howevar, review of the o and pf%eﬁggh o the QA commitee for review and .
| faeil li il : 1 Tecommandalions, ;
: facilitys po fcy rewaaled' the‘facll:ty would : . -The Adminisirator davelopad a Plan of Comrestion
Investigate all alleged violations, and report : © checklist Io assum ongaing corplaton of coneciive .
: abusive sltuations to the required regulatory : : actlon on & weeky basia. Al corrective actions are
; ggancies, ; Included. The shecklist will be compisled monlhly
: : - X4 The Adminlstrator will report the resulls to the
QA Commitiee ronihiy

: During interview, on 04/12/13 at 5:05 PM, :
- Resldent #2 stated SRNA #1 gol In histher bed : .
. and straddled him/her, with one leg on each side. - ) ] ;
. Tharesldant reported ha/she told SRNA #1, "you - Criterion 5

. better get off me", and he did. Resldent #2 stated : ! o ArBM3
"t was al least a couple of weeks ago". The

“ resident further stated he/she reported the

_Incldent when it oceurred, but could not say who

: he/she reported to, and did not recall anything

. about an investigalion.

—Reviewof therstaffimgschedute-for dunvary 2613 ;
“revealed SRNA #1 was working the night shifl on
. 01/25/13 on the East Hall whera Resident #2 ;
“resided, Continuved review revealad SRNA #1
; worked the 11-7 shift on the East Hall nearly :
- every night, including 01/01/13 through 0110113,
-and 01/15/13 through 01/31/13. Further review ;
.revealed SRNA#1 continued working regularly, ;
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up 0 and including the night s hift of 04/12/13, : i
| However, review of the faclity's policy revealed
i any employee involved in an allegation of abuse i
- or neglect would be suspendad immedlately
i panding invastigatton. i

% ;
On 04/12/13 at 2:45 AM, SRNA #1 was found in a
"compromising position” with Resident #1. : : i

tntervlew with the Administrator, on 04/12/13 at
£ 2:10 PM, revealed the House Supervisor (HS)/RN i !
' #1 entered Resident #1's room and abservad E :
- SRNA#1 with his balt unbuckled and an erectlon | i ,
: Vislble through his pants, Resident #1 told RN #1 ;
- SRNA #1 was giving himyher therapy "on my ! i

i boltom”. The resident further reported SRNA #1 ;
gave him/her therapy about once a week. g ;

Durtng intarview, on 04/12/13 gt 4:50 PM, ;
Restdent #1 stated "l was raped last nrght” and
! there was one other incident *a long time ago". |
Resident #1 referred ko SRNA #1 by name and
+ atated SRNA #1 aaid if the resident told anyane, :
he would just say the restdent was lying, : ;

Intervlew with the Medlcal Director, on 04/16/13 i
; at 3110 PM, revealed he recallad Resident #2 had | :
{ made an sllegation of some sort In the past, but ! : !
: he did not recall the details, and he had nof : ;
: Interviewed Resident #2 at that time, He stated

; e WHE ot awars of theraguiattong retates o : !
| reporting allegations to the State Agancy. He : :
 racalled the facility falt Resident #2 was confused | i !
: when the allegation was mads, telked about a ; ;

; radialor, and was being treated for a Urlnary Tract |

 Infection. However, while interviewing Resident | : :
| #2 0n 04/12/13, the resident reported again that :

. someane, an employes, straddled him/her soms ;
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- time ago. The resident stated he/she told the i

: perpetrator, "get off you SOB”.

. The faclity provided an accaptable AQC on

. D4/23113 with an alleged removal of the LJ on

' 04/18/13. Revlew of the AQC by the State Sur\.nsayI
- Agency revealed the facility implemented the

 following actions:

1. The facllly Immadiataly inlllated an : :
Investigation on 04/12/13 at 2.45 AM. The Police |
Dapartment (PD}, the Departmant for C&mmunrty : :
Based Services (DCBS) the Office of the :
Inspector General (OIG, referred tc as State
Agency) and the Medical Director were notifled.

2 Residents #1 and #2 wera sent to the hosputal :
 for avaluation on 04/12/13. Bath residents §
i returnad to the facility the same day and were '
: offered follow-up counseling by the consultanl ;
: : Paychiatric Services andfor the Rape Crisia i
- Center, ?

' . 3. The ldentiflad staff member was removad ; i
lmmadlalely and sent a certified latter terminating i
hus employmen! on 04/13/13. .

4. All rasldents were mlerviewed by the Medical
. Diractor to determine If they had expetionced any :
. potentlal negalive effacts relatsd to the allegatlon

HIIT%IUHHLB EKLHPI }:IK LU} WIIU lElUbt}u wdarg
. physically examinad by the Madical Director, : i
: beginnfng 04/12/13 and completed on 04/15/43. .'

5 The Social Services staff completed the PHQQ

. intarview, or the PHOB-OV Assassmant for :
rnoodf'anxrety on 04/12/13. Noresidenthada :
, score on the PHQD interview or the PHOZ-OV :

;
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i goncerns. The facility was to repeat the : :
: interviews/assessments inone week and in two  { !
‘ waaks, to evaluate for any delayed effects i
. experienced by the residents. |

Aszessment that indicaled any mood or anxlety ; :
|

: B, The famllies and/or responsible parties for all
[ residents were contacted and Informed of the 5 i
: allegation. The Soclal Services staff, the Diractor | : :

of Nuraslng, and the Asslstant Director of nursing  : ‘,
. phone each party beginning on 04/12(13. Any | :
* famity and/or responsible party thal could not be : :
i reached by phone by 04/18/13 was sent a : :
| certified letter on 04/17/13. ;

H
!

-+ 7. The facility employed a security officer for the |
. night shtft, beginning 04/13/13 and ongoing. In | : ;
- addilion, Increased staff on the night shift for ! g i
: added security, baginning 04/12/13

' 8 All facility staff were inserviced on abuse and |
 the Tacility abuse pollcy, including, but not limited
 to: ldsniffication. protection of resldents. and :
: repotiing of abuse, as provided by the Staff ; ]
i Development Coordinator on 84/12/13 through ; :
- 04/16/13. Any staff on leave, vacation, or “ :
: unavailable for the inservice was locked out of the, [
" time clock, and will not be able to clock in or work ;

. until completing the ingervice educatlon. :
| |

g AITRUTSE SUparvisors o mimimtstrative : .

_nurses received inservica education on the [
{ investigation and reperting of abuse as provided | ;
! by the Director of Nursing (DON) and the : :
. Assistant Director of Nurging (ADON} on
| 04/18/13, Including but not limited to: :
_ldentifleation of gvents requiring investigalion; : :
. Interviewing of residents, staff and all withesses; :
1

H

: : : I i
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and reporting of alegatlons and findings.

the allegation to the required authoritles,

11 The facllity's Quality Assurance Committee,

wlth the Medical Director, meton 64/17/13 to

: raview the circumstances of the allegation and all

| interventions which had been or would be

- implemented by the facility.

12. The CQI ndicator for the monitoring of

: compliance with lhe components of the abuse
! regulation including, but not llmited to,

i  invesligating and reporiing of abuse, are to be :
i utilized with each allegation. The GQI indicator s :

! to be used at least waekly for four (4) waeks, thoan

: monthly under the supervision of the

‘ ¢ Adrinistrator.

The State Survey Agency validaled the

 implementation of the facility's AOC as follows:

| L 1. Interview with the Administrator, on 04/12/13

i al 2:10 PM, revealed she had called 9-1.1
| immediately after receiving lhe report of the

: lﬁeléent—wﬁhe—s’taied—lhe—?ﬁ&resaaeﬁdeu
i Immedlately. Interview with the Lead Delective,

10. All allegations are lo be reviewed seven daya
[ per week by the facility invesligation team,
: conslsting of the Administrator, the Social Ser\flce;
! Direclor; the DON and the ADON, to determine
- which team members will invesligate and report

i
a
|
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 on04/15/13 at 1:40 PM, revealed he had
: assumad charge of the investigation on the

. morning of 04/12/13, from the night shift officer

: who respondaed to the 9-1-1 call.

2. Areview of hospilal records revealed Resident :

3

;r
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: #1 and Resident #2 were evaluated in the ED and

: trangferred back to the facilty on 04/12/13.

: Interview with Resident #2, on (4/23/13 at 2:50
FM revealed a lot of people had been talking to
“ her, hut she did not remamber who.

Interview with Resldent #1, on 04/23/13 at 3:00
PM, revealed she had {alked to the Rape Crisis -
Counselor. Interview with the Adminisirator, on  ;
£ 04/24113 at ©:40 AM, revealed she had spoken |
with the Rape Crisis Coungalor in the faclity on
04/15/13 and 04/16/13. She stated the counsalor
i had a private interview with Resident #1 on

: 04/18/13 and would return weekly as neaded.

i She further stated Reaident #2 refused the

! service.

' Interview wilh lhe contracted Psychlatric Services
: physician, on 04/16/13 al 3:20 PM, revealad he
. i had seen and evaluated Residert #1 and

i Resldent #2 on that day, :
! f
{8, Inlarviews with LPN #2, on 04/16/13 at 345 |
“PM, RN #1 0n 04/17/13 at 9:15 AM, and RN #2

: On 04/21/13 2t 8:30 PM revealed SRNA #1 had

'teft the factllty tmmediately after the incident and
- had not returned. RN #2 observed SRNA #1

i lave via the slde exit, LPN #2 went into the

| parking lot and confirmed SRNA #1's car was

i gone. Review of the letter addressed to SRNA

F 226!

T W daEred 0a7T2IT3, Tevealed tha Tollowing:

: "Effective immedialely, you are no longer an

' ermployee of (this facllity). You are notto come to
- this facllity for any reason. Your pay check will be
| mailed to you.” The lettar was signed by the

i Administrator, A review of the Certified Leiter

[ ticket confirmed the latter was sent as alleged.

i
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: 4. Review of the Fhysician's notes revealed he
! Interviewad all 101 residents in the facility ; :
: between 04/12/13 and 04/15/13. A physlcal &xam !
‘was performed on 99 rasidents, 6 residents :
: refused the exam, but did participate in the : i
l interview. Continued review reveaied only i
: Resident #1 and Resident #2 had identified : : :
- concerns. All other residents denied any i ; :
: inappropriate sexuatl behaviar or abuse. All ? ;
* physical exams were normal. Specifically, the :
_there was no bleeding, brulsing, discharge ar ;
i excortation. g i

- 5. Ravlew of the MDS Sectlon D for Mood
{ (PHQ-9) revealed every resident was assessed | : i
: on 04/12/13 and agaln one week later, on : ; ;
- 04/19/13. Continued review revealad rio i
| immedtate or delayed reactions to the Incident | =
. were identfiied. The assessments included ; !
- standardized guestions related to mood and ' ;
{ open-ended questions to identify any spacific
-, problems or anxlety. Interview with the :
. Administrator, on 04/24/13 at 2:40 AM, revegled | :
| the assessmants would be performed again at |
the two week mark, on (4/26/13.

6 Interview with SW #1, on 04/15/13 at 3:40 PM

, revealed she was In the process of contacting the i

 familles / responsible parties of all restdent 1

: regarding the incident on 04/12/13. Interview wnlh :

T the ACHTniSrator, o 0%/ 24713 at 304l
! revealed only five (&) families had not been
_contacled by 04/16/13. Cerlifled Letters ware
i sent to these families on 04/17/43, confirmad by | :
_review of the postal tickets. Review of the letter, |
; dated 04/17/13 and signed by the Administrator !
i revealed the familios ware being contacted by
ietter as the facllrty had been unable to raach :
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 them by phone. Continued review revealed the |
addressees were informed of en alleged sexup! ¢
: assault al the facltily and measures were being
taken io ensurs all residents were protected.
Contacs informetion for any questions or

‘ cancerns was-included,

; 7. Inlerview with LPN #2, on 04/16/13 at 3:47 :
i PM, SRNA#2 on 04/18/13 ot 10:24 AM, SRNA #4 :
fon 04/1 8/13 at 10:56 AM, and RN #2 on 04/21113
t at 8:30 AM, revealed a security guard was :
pre*sent on the night shift since the incident. In
. addltlon extra staff were on duty al night for :
i added securily. Continued interview revealed the |
| security guard and staff patroiled the building and |
{ the grounds thréughout the nighl, ensured doors
! and windows were secure, and checked with staff
for any problems. :

i Intervrew with the Adrminlstrator, on 04/24/13 at
: 940 am revealed the securily gusrd had been
: hired through a locat security service and was on |
_duty 10:00 PM until 8:00 AM. In addition, an :
. extra staff person, e g. Maintenance,

; Housekeeping, or SRNA was on duty on the mght ,
- shift, from 11:00 PM until 7:00 AM. She stated |
- male staff who exhiblted a strong presence were !
. chosen for the extra shifis al night.

8 Interviews with LPN #1, on 04/15/13 at 2:15
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PPN PN #2 OO TS 3 A ST PN RN 2o
[ 04M7/13 at 2115 AM, SRNA#2 on 04/18/13 at i
£ 10:24 AM, SRNA #6 on 04/23/13 at 1:32 PM,
| Eas! Wing Unit Coordinator on 04/18/13 at 2:15

. PM, and SRNA#5 on 04/23/13 al 3:50 PM,

. revealed alt had attended mandatory inservices

. 3ince the Incldent of 04/12/13. The training ;
- Included appropriate rasponses to a witnessed or
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! reported abugse. Emphasis was on protecting the
i resident, remaving the perpetralor, and reporting
: irnmediatety.

{ (SDC), on 04/23/13 at 2:27 PM, revealed she had
: conducted abuse training for every staff member
: In every depariment. In order to reach all staff
- quickty, training was provided in a variety of ways
: including classroom setting, telephone Inservice,
. &and person-to-pergon training on the unlts and in
. altdepartments. Continued Interview and review
. of tha Inservice agenda revealed topics covered
- included, but were not limited to the different
* types of abuse, identifying suspicious behaviors,
how {o respond if abuse is observed or

: Services Diractor and the DON,  Continued

- interview with SDC and review of sign-in sheets

¢ reveaied three (3) staff members hed not yet

- recelved the training: one was on maternily teave,
one was on vacatlon, and one was a PRN (as

i needed) steff who had not worked since the

:incldent. Staff signaiures were confirmed by

; Crogs-check with a masler fisl of facility

ermployees. Document review verified the PIN

: numbers required for clocking in had been

: chenged by the facllity for the thras (3) siaff still

i requirtng the tralning. A notice was posted at the

' Interview wilh the Staff Devetopmeant Coordinator E

suspected, protecting the restdent, and reporting
- {o the charge nurse, ihe Administrator, the Soclal :
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~time-eloex-instructing theee-staff-toreport-te-the
. SDC, DON, ADON or Administrator ptiot to
. reporting to their unil of duly.

9. Review of the sign-in sheets reveated sl

. nuréeg who served in a supervisory or

- administralive role attended abuse training on
04/16/13 The treining was conducied by the

i
i
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F 226 Continued From page 50 F 226!
. DON end ths ADON, Instructional methods i
i Included handouts, discussion and a Guestion i

“and Answer sesslon. Toples included identifying
abusrve situations, protecting the resident, i
rnveatrgatmg the incident end reporting to the :
famr!y physictan and State Agency. ;
10 nlerview with the Administrator, on 04124113
- at £:40 AM, revealed the Abusg tnvestigation _
 Team consisted of the Administrator, the DON, ! ;
; Ihe ADON and the Social Services Director i
(SSD) Al atlegations of abuse were to be I
{reviewed dally, seven days a week, to determine ! i
f who would be in charge of the Investigation. ;
Rewew of the Continuous Quality Improvernent |
{CCH) tool for “Abuse Investigation and Repcrttng"i
i and continued interview with the Administrator : .
 revealed the tool woutd be used for every
I allegation of abuge. The CQI toot included a i
i checkllsl to ensure every step in the investigalion |
! process, including but not limited to identifying the |
- concern, protecting the resident, suspension of
- an alleged employee perpetrator, contacting the |
 physicien and famtly, investigating the Incldent ;
and reporting to the appropriate Stale Agency, i

i 1'§ Interview with the Quality Assurance (QA)
: nurse, on 0412312 revealed the Medical Director |
: wes very invotved with the QA committee, He

wﬂ—mehﬂ'Rev!&W%aﬁrmtaﬁﬂgslgMn sheois

i confirmed his attendance, elther in parson or by i
i phone. She slaled the Medicat Director took an |

: active role by making recommendations and

. reviewing policy changss.

!
; attended at least quarterty, but usually every |
i

| Interview with the Medical Direcior, on 04/16/1 3
: at 3:08 PM, revealed all allegations of abuse were
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F 226 Conlinued From page 51

! discussed in monthly QA meetings, He stated

; there had riot been e format QA meeting related

. to the incldent of 04/1:2/13 bu| one had been

i scheduled for the followlng day, He furiher stated
: he had been in close conlact with the !
Adm intslrator thus far in the follow up to the i
rnc;dent and been active in interviewing and i
examlnmg every resident.

!
i
;
f

: lntervraw with the Adminjstrator, on 04/24/13 at
£ 9:40 AM, revealed the facility's QA committee met
: on 04/17/13 to review the incident of 04/12/13.
. Revlew of the sign-in sheet revealed the masting :
 was atlended by the Admintstrator, the DON, the
I ADON, the QA nurse, end the Soclal Services
_ Departmenl. The sign-In sheet Indlcated the
- Medical Director attended via telephone., The
{ Administrator stated the meeting Included a
" detalled review of the AQC as ithad been
. completed on thet date. Subseguent revisions
: were made prior ta the AQC belng accepted by
‘ ' the State Survey Agency. The Administrator
staled the Medical Director was in agreement
. with the AQC and had no addtional i
i recammandatiorzs

_12. Continued intervisw with the Administrator, |
: N 04/24/13 at 8:10 AM, revealed the CQ tool for |

; utllized with every allegation, Results would be

F 226

Treviewstrweekly for four-t4)- weeksand-rmonthly—|
: thereafter. All results were to be reported to and !
_reviewed with the contracted Nurse Consuttant
. during her monthly visits. The next QA meeting |
! was scheduled for 04/26/13. |
F 273 : 483.20{b)(2X1) COMPREHENSIVE :
55=D | ASSESSMENT 14 DAYS AFTER ADMIT :

i

: Abuse Investigating and Reporling would be !
!

|
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F 273 : Continued From page 52
- Afacility must conduct a comprehenslve |
. assessment of e resident within 14 calendar days
_ after admiagion, excluding readmissions in which
: Ihere 18 no significant change in the resident’s
physical or mental condition. {For purposes of
_this sectlon, "readmission” means a return o the
- facility following a temporary absence for
 hospitalization or for therepeutic leave.)

i This REQUIREMENT is not met as evidenced |

by:

The findings include:

" Review of the facility's poliey titled "RAI

i Based on intervlew, record review and review of
! facility's palicy, it was determined the faciliy faited !
i to ensure an initlal Comprehensive Assessment
L was conducted for one (1) of fiva (5) sampled

; restdents (Resident #4), within fourigen (14)

t ealendar days efter admission. The facility

f admitted Resident #4 on 02/28/13; howaver,

. review of the clinicat record, on 04/23/13,

‘ revealad no comprehensive azsessment had

- been completed for Resident #4.

: Completion”, undated, revealed it was the poficy !
- of the faclitty to follow Federal and State ;
. guidelines for completion of the Reaident
: Assassmeni Instrumant (RAI) in accordance with :

 Review of the MDS 3.0 Menual revealed the |
- Admission Comprehensive Assessment must be
- completed by the fourteenth {14th) calendar day

—————the-Minimum-Bala-Set-HMBS)8-0-Man

of the rasident's admisaion.

, Review of the clinical record revealed the facitity

F273

F 273 Comprehansive Assessment

A faclilty must conduct a
Cemmprehensive assessmant of a
resident within 14 catendar days after
admieston, excluding resdmissions in
which thers Ig no signiflcant changs jn
1he residenl's condilian.

Criterta 4; The admission assesemant
for residen! #4 was complaled by the
MDS Team on 42313,

Critadda 2: An audit of all residents
admitled wiin tha tast 90 days was
complated by the [ION on 425413 fo
determine that the sdmission
aesessments had been comploted,
Thare were no missivg admisslon
asssssments identifiad,

CHleria 3t The MDS Nurses have
recefved inservice education by the
DON on 4/25/13 on he complalion of
adrission assessmanis within 14 days
of admiszion for all naw rastlents.

Critaria d; = All new admiazions
will be reviswed in the facilty mofming
reeting by day 44 of admission Io
determine thal the admission assessmen
15 completed,

~Tha CQf Indicator for
tha menftoring of (e RA! process will
be utiizeg monthly X 2 monihs, and

then every 6-menthe-tharmaerin

[

ek,

"

accordance with the CQI ealendsr, under
the supervision of the DON.

Criterla 5 ‘

4126113
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: admitted Resident #4 on 02/28/14, wilh

! diagnoses which included Chronic Airway

; Obstructive Disease, Chronlc Kidney Disease,
¢ Anxiety, Depression, and Chronic Pain, !
; Continued review, on 04/23/13, revealed na Initial | :
i Comprehensive MDS Assessment had been ; : I
i completed, 5 :
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: ;
F 273 Continued From page 53 | F273 ;
: i :
i i
i
i

 Interview whh the MDS Nurse, on 04/23/13 at :
. 1:10 PM, revealed sha been In the pasition since ; :
| 03/01/13. She stated she did not realize the ! :
: deadiine for Resident #4's comprehensive

: assessment had passaed. She further stated the

. resident was sent out to the hospital on 03/11/13

- and returned on 03/21/13, The foutteen (14) day
- deadline was 03/14/13 while the resident was out
- of the facifily. On return from the hospttal, she

- completed a Readmisslon Assessment as

! instructed, without reglizing the Inftiat

: Comprehensive Assesament had not been

: completad. Continued Interview revesled she

. was not aware of the oversight untit It was

: brought fo her attention by the State Agency

. Surveyor. i
| Inlerview with the Director of Nursing (DON), on !
F04/23/13 at 1:13 PM, revealed she was a
 resource for the new MDS Nurse, Sha stated the
: MDS Nurse askad her what type of assessment
t was due when Resident #4 returned from the

——hospital-Bheinstructed-the- MBS -Nursea
: Readmissfon Assessment wes to be completed i

- afler a stay In the hospital when the resldent went 5 i
: out and returned under Medicare services. She | :
+ further stated she had explainad the procedure i ;
. for return from a hospital stay without reallzing the |
¢ Initial Comprehensive Assessment had never ’
: been completed,
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§5=J | ADMINISTRATION/RESIDENT WELL-BEING

: A facility must be administered in @ manner that
; enables it to use its resources effeclively and

¢ efficiently to attain or maintain the highest

{ practicable physical, mental, and psychosocial
: well-being of each restdent.

i This REQUIREMENT is not met as evidenced
 by:

. Based on interview, record review and review of

* the facility's policy, It wag determined the facility

* falled to have an effective system to ensure it was
- atministered in @ manner that enabled It to use

! its resources effectively and efficiently to attain or
i malntaln the highest precticable physical, mental, |
! and psychasocial well-being for two (2) of five (5) |
¢ sempled residents (Res!dent #1 and Resident :
:#2). The facility failed to ensure poticy end

‘ procedures were implemented to protect
 residerts from abuse.

i On 01/25/13, Resident #2 reported an allegation
: that State Registered Nurse Aige (SRNAY#1 got
: In his/her bed and straddled him/her. Two {2}
| Social Workers (SW) interviewsd Resident #2
. and documented written staterrents of their ;

F 490/

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO, 0838-03014
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—]
F 480} 483.75 EFFECTIVE ; :
!

L.conversations-with-Resident #2—During-ntenisw_|

‘ with SW #1, and review of the written statements, |
. It was revealed both SWs reported Resident #2 ¢
! referred to a leaking water heatar over his/her ;
: head that needed fo be fixed immedlately and |
! that Resident #2 had hallucinations, Interviews |
' with Administrative Staff revealed they r
. determined, based on the SW interviews, that the :
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resident's confusion and changing of his/her

: story, and SRNA #1's adamant denial of the

: Incident, there was not a credible allegation to be

 thoroughly investigated or reporied. SRNA #4

- was allowed to continue working directly with
residents. There was no documented evidence

_ the facility's Administration ensured a thorough

: Investigation was completed to ensure the

- protection of other residents from potentlal abuse. |

- On 04/12/13, st approximately 2:45 AM,

. Registered Nurse (RN) #1 entered the room of

" Resident #1. She observed Resldent #1 to be

: lylng stdeways on the bed and State Registered

: Nursing Assistant (SRNA) #1 was standing

! betwsen Resident #1's open legs. During

- intarview, RN #1 revealed SRNA#1 Immediatety
| began adjusting his pants and moved away from
. Resident #1. RN #1 stated she turned on the
 light and noted SRNA #1 had an erection which

; was clearly vistble through his pants and hig belt
- was oper: with the ends of the belt hanging down
: on elther gide. Interview with the investigeting

- deteclive revealed SRNA#1 was arrested and

. charged under the Elder Justice Act, which

. prohibited abuse and a criminal investigetion was
- ongoing.

" The facility Administration's fallure to implernent
 Its policy related to Identifying, investigating,

1

F 480Administration

A facility must ba administerad In 3
manner tat enables I¥ t¢ use |z
rasources offectively and efflcientiy (o
altals or mainlaln the highast
practicable physical, mental, and
paychosoctal well-baing of esch
regidenl.

Crileslon -The iocal pofice
departmant, Daparten| for Community
Bused Services, and Office of Inspacior :
Genend were all nolified of the
allegalion on 4-12-13. The tacility
immadialely Inlikiied bvestigations on
44213 al 245 am.; the local police
&mmived shorly [hereafiar and began
Investigallyg 25 well. The Medicar
Dlrstior was contacled 8t 345 s m. !
-Residents # 1and 2 were sent 10 the :
heapiiat for evaluation and assessman, !
Both refumed to the faciity and have

baan offered/raceived lollow vp
counseling.

i -The conlracted compatale conlrcied

nirse consuiant was contacted on 4-12-

I 13 lor notification and review of the

j akegalion, and dlscusston/planning of att

inlerventions initiatad by the
Adminisirator,
-The Kontillad staf member waz
removed immadlaedy and senta

ceriified jelter taminating.hls

—rprotectingresidents-from-further-abuse-and

; reparting an allegation of abuse against SRNA #1

. on 01/25/13 has caused or is likely to cause

. 8erious injury, harm, impairment or death to a

- resident. The Immedlate Jeopardy was identified
i on 04/15/13 and was determined to exist on

: 01/25/13. The facility was notiffed of the

| Immediate Jeopardy on 04/15/13.

emplaymen! on 4-13-13,

Crierion 2: -All residents were :
interviewsd by the Madlcal Diractor ko i

i
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H

| (Refer to F-223, F-225 and F226)

* Complience (AQC) ralated to the Immediate
- Jeopardy (L) on 04/2313, with the facility alle
-the 1J had been removed on 04/18/13. On

; was removed on 04/18/13 as alleged with
¢ remaining non-compliance 42 CFR 483.75

' (8/5) of a "D” while the facility developed and
. implemented #s Plan of Correction and the

. monitor and ensure residents were protected
. from abuse.

¢ The findings include:
: of mistreatment, neglect, or abuse were

addition the facility's Administration failed to
ensure residents were protected from further
| abuse,

Review of the faciity's policy titled "Policy on
Abuse", undated, revealed the fachity would

: The facility provided an acceptable Aliegatton of

1 04/24/13, the State Survey Agency verified the 1
i' Administration, F-480 at a Scope and Severily

 facility's Quality Assurance Program continued to

| The faciitty falled to ensure all alieged violations

! thoroughly investigated and repored to the State
| Agency per facilily policy and per regulations. in

actively promote the absence of abuse from aft
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F 400! determine if they have experienced any :

1

aing |

|

potsitial negative efacts ralaled to this
allegalion, AH residenls, excapt 6 who
refused, have boers physicaly examined :
by the Medical Dimctor, with i
dotumentation ol af intarvisw and
assassmenl findings. The
inlerviews/aams were perormed by the
Medical Director on 41213, 413012,
4/14/12, and complated on 4415/13. No
restdants exhibiled emolional, verhal or
physical Indications of hamm,

-All residents have had completon ot :
Ihe PHCR interviaw, of the PHGR-OV :
stall assesamenl for mood/anylety, s
complalad by the Social Services slalf
on 4-12-13, |0 Identify ary who may be
experiencing distressfanxlety refaled to
Ihe reported altegation. Reskents wers
alzo asked quaslions during these
imendaws/assessments io detammine If
they had any concarms fegaming Iheir
Gare of caregivars, B they fell sefe in the
facidty, or if they had any concoms
refated fo abuss, No residants had 3
seore on the PHOG, or PHOB-OV that
Indicaled any maod or andety issues.
Tha PHQY interview andfor PHRG-OV
assassmient, and inlerview questions :
perlaining o cars/caregivers and any ;
Goncems refatad to abuse, will be redons {
again te 1 week, and in 2 waeks by the !
Socta! Seivive slaff lo daterming (hat H
there are no delayed effects experenced !
by Ihe residants.
-The tdendified staff mamber was

rameved Krmediately and sent a

cegilied leliarterminaling his

irdividuals-protectresidents-during-an

employment on 4-13-13,

i Investigation; investigate all alleged violations:
i and report abusive situations to the required

- amployea involved in an allegation of abuse or |
! neglect would be suspended immadiately panding;
! investigetion, and all allegations and investigation
: results would be reported to the appropriate State

regulatory agencles. Further review revealed any

Criterlon 3; -The Adminkslretor,
Social Service Direcior, DON. and

ADON receivad Insarvice educalion on

tha Investigation and raporting of abuse

a5 providad by the confractéd Nurse
Coasuttant on 4/16H3, inchuding, bel ngl

Fmited to: idendlficalion of evenls
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F 4080 | Continued From page 57
Agency, including the State Survey Agency.

: Interview and record review revealed the facility
! failed to thoroughly investigate an allegation

- made by Resident #2, on 01/25/13, that State

- Reglstered Nursing Asslstant (SRMNA) #1 had

- straddled him/her in the bed. In addition, the

. Administration failed to report the allegation of

: ubuse to the State Agency.

Interview with the Administrator, on 04/42/13 at
2:10 #M, revealed Resident #2 alleged, o few
months ago {01/25/13), SRNA #1 had straddled
him/her in the bed. She stated two Social

- Workers (SW) went imm ediately to intervlew the
. tasident, who then denied the allegation.

. Continued tnterview with the Administralor, on
04115113 at 3.05 PM, revealed based on the
 rasident's confuslon at the time of the allegation,
and the resident changlng his/her story, the
Administrator concluded the initial allegatlon had
| no merit and was not credible, and therefore no
further Investigation or reporting was warranied.

However, interview with the Medical Director, on
04716/13 at 3110 PM, revealed while Interviewing
Resident #2 on 04/12/13, the regident repartad

i again that someone, an employee, straddied

- him/her some time ago and he/she told the

. perpetrator, "get off you SCB".

i reqiring invesligation; interviswing of

| residents, staff and afl winesses; and

l reporting o alagations and findings.

H -Alt nurse supervisers and adminialralive
i nurses have racelved inservice education
; on the investiyation and reporting of
abuse a5 provided by Ihe DON and
ADOM on 4-16-43, including bul no!
fmbted ¥ identification of evenia
requiring invesligation, ntesviewing of
residents, staff and all witnasses; and
reporting of allagations and findings.

Griterion 4:
-The fatlity QA Commltes, Induding the

a.m. |6 review the crcumstances of the
avenls, the response of the

gdminislmiive siafl, the wéulls of the
resldent nlerviews 2nd exammallon and
attinlarvenllons which have bean and

wil bas Implemented by the facifity. The feility
QA Gomrriles mel again on 5-23-13 with the
Medicat Direcior for ha requlary scheduld
QA Commities Maeting.

i -The Admipistralor shall complele an allegation

! checklis! wilh: each slisgation mvesligation to

detalls the raquired sleps of the investigation
process from beginaing 1o end fo slep the
invesfigator thiough sll aspests, If the
Administrator & unavallable, the DON or

; Soclal Sewvices Diracior will complete

i the chackllsL Any itam on the checklisl

unider the supervision of the Adminisiralpr
ot thea

Madlcal Diractor, convanad on 4-17-13 219:28

determine thal facility policy and procedurs was
acclirstely and thoraughly foflewed. The chacklial

deternined o be incomplete shall be coneried

Further interview wilh the Admintstrator, on
04/24/13 at 340 AM, revealed the faclity shoutd
have investigated the allegation o ensure other
residents were protected.

Review of the State Agency Intake Information,

| deted 04/12/13 (approximately three months after |

; and Investigated,

-The GOB tndtcator for the mantioring of compliance

wh the components ol the abuse regulation
inciuding, bul ne! imiled to, Ivestigating and
reporting of abuse, will be villzed waakly X 4
wesks and lhen menfivy thareafter under the
supervision ol the Adminisiralor,

-Tha Administrator wil complaie an alfegalion
checkiist audit for 100% of the allegalions mads
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F 480 ' Continued From page 58 F 400 The findings of tha completed atlegalion
; the allegation made by Resident #2 against i checkists and CQ irdicators wil be reviewad by
| SRNA#1), revealed the facliity reported an i ﬁﬁgﬁgﬁﬁﬂgxgxﬁx@m&ﬁ%
Iy " r . i 3 ) i
incident of possible s?xual assa'ul_t' wher} SRNA i Inveeligaled and reported a3 ndicated.
f #? was o_bserved in a "compromising position” ; -In thes evenl ol an allegation checkist found to be
i with Resident #1. During interview, on 04/1213 incormplete andior the CQI Indicalor falls lo mest
! at 4:50 PM, Resident #1 stated "l was raped last : :';Leﬁhﬂ‘ﬂe mﬂﬁmli;ﬂfn wI;éﬁtgaidglnce ?UAr&i :
right" and referr : nurse GoMngusan ariptate a Plan of Ascn :
; g ed to SRNA#1 by name. : . and present Il o the GA commilize for review and ;
: : reeommondalions.
: The faciity provided an acceptable ACC on i ' TheAdminisirator devaloped & Plan o Gomestion
- 04/23/13 with @0 alleged removal of the IJ on i checklis!to assure ongoing complation of correctve
: 04/18M3. Revlew of the AQC by the State Survey: agmvg 3 Tﬁe;i; g{;ﬂﬁ?ﬂ g:rf&ﬂﬁvieeégﬂms o
: Agency revealed the f e : ' includad. 5 compleled morthly
fo?iow?:g actions: aclity implementec the : % 4. Tha Adminislralor will report lhe results lothe
: QA Comenifles monthly. :
) ) s -All allegatisns wii be reviewed by the :
1 Thg facillity Immediately initiated an ; ) laciity fnvestigation leam X
: investigation on 04/12/13 at 2:45 AM. The Police | : (Administrator, Socll Service Direclor, :
- Department (PD), the Department for Community | | DON, ADON] ko defermine which téam ;
" Based Services (DCBS), the Dfflce of the i i mambers will Investigale and report the :
! . H : allegation 1o lhe required authorltes E
Inspecior General (OIG, referred to as State : ' seven days per week, The Adminisirator
Agency), and the Medical Director were notified, wit ramiain Informed of tha invesligation ,
: and reparnt all gotions to confracted nurse :
2. Resldents #1 and #2 were sent to the hospital i : consultant dafly for eview and consudalion.
for gvaluation on 04/12/13. Both residents E %TheAém&mwaggﬁﬂaf :
returned to the facility the same day snd were ; 1%@3;%?&% Z}uﬂw mfaz?e:ged :
! offered follow-up counseling by the consultant nurse consudiant whh each eflegation fo
P’sychaatnc Services and/jor the Rape Crisis ! cordir that all necessary Invesfigalion J
' Center. and reporling interventions have been !
: Inttialed. If any issues are noted, frier
: 3. The contracted Nurse Gonsultant was wﬁﬁg&?@ﬁﬁﬁﬁﬁm :
_contacted 0n\04¢'12f13 for notiflcation and raview | ' grurse gonsullant
~ofthe-aliegation-and-diseussion-and-planring-of The-purse-censultantwill review.fe.Llan of i
all interventions initiated by the Administrator. ? Guarection checkiist audit results and mport fo
: ‘ e Bused monihly. Corrective aclion will he
- 4. The identified staff member was removed : : lﬁﬁhtwh"ﬁfﬁfdnmam:mr
; immediately and sent & certified letter termmating , ta fa{lupwmg @f maeling,
has ermployment on 04/13/13. §
! Criterlon 5t BB
t 5. All residents were Interviewed by the Medica j
: {
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: Director to determine if they had experlenced any |

i ! potentlal negative effects related to the allegation. | i
* All residents, except six (8) who refused, were |
physacaﬂy examined by the Medical Diractor, ‘
begnnnmg 04/12/13 and completed on 04/15/13. ’ ;
6 The Soclal Bervices staff completed the PHQQ : i
! interview, or the PHQ9-0V Assessment for ‘ :
: moodianxiety on (4/12/13. No resldent hed &

i score on the PHQY interview or the PHQS-OV
: Assessment that indicated any mood or anxisty

i concerns, The faclity was to repest the
: Interviews/assessments In one week and In two
* waeks, to evaluate for any delayed effects
expenenced by the residents.

The Administrator, Social Services Director,
the Dirgctor of Nursing (DON) and the Assistant
| Director of Nursing {ADON) were educated on the
anvestlgataon and reporting of abuse as provided
: by the conlracted Nurse Consultant on 04/16/13,
: Training topics included, but were not limited 1o
f identification of events requiring investigation;
! Interviewing of residents, staff and ail witnegses:
i and reporting of allegations and findings.

‘8. All nurse supervisors and adminlstrative

{ nurses received inservice education on the
: Investigation and reporting of abuse as provided
by the DON and the ADON on 04/16/13, mcludmg :

but—noHimlleti—m*—ldeﬁt;ffcahsn%evema
. requiring investigation; intervlewlng of residents,
s staff and all witnesses: and reporting of
* allegations and fand[ngs

9, The facilitys Quality Assurance (QA)
Committee, with the Medical Director, met on
. 04/17/13 to review the circumstances of the

1
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: allegation and all interventions which had been or
! would be implemented by the facility. :

. ‘50 All allegations are to be reviewed seven days |
| per week by the facility investigation team, '
consisting of the Administrator, the Social Service ! ;
Director, the DON and the ADON, to determing ¢ ;

which teans members will investigate and report : ,
the allegation to the reditred authorltes, ; :

11. The Administrator will report all findings and
! actions of the facillity's investigalion team to the
contracled Nurse Consultant with each allegation
to confirm that all necessary investigation and
raporting Interventions have heen Inlfiated. ; ; ;
: Further education and consultation will be i
| provided immedistely by the Nurse Consultantif ¢
5 any concerns are identified.

12 The CQI indicator far the monitaring of
; compliance with the components of the sbuge : i :

i regulation, Including, but not limited to,

- investigating and reporting of abuse, aretobe | i
- utilized with each allegation. The CQ indicator is |
‘o be used at least weekly for four (4) weeks, then-
- monthly under the supervision of the .
; Administrator.

 The State Survey Agency validated the
¢ implementation of the facilty's AOC as follows:

- 1. Interview with the Administrator, on 04/12/13 | ;
P at 2:10 PM, revealed she had called 8-1-1 :
{immediately after receiving the report of the ' '
:incident, She stated the PD responded

. immediately. Interview with the Lead Deteclive,
~on 0415/13 at 1:40 PM, revealed he had

-assumed charge of the Investigation on the I
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12 Areview of hospital records revealed Resadent

: transferred back to the facility on 04/12/13.

: Inferview with Residant #2, on 04/23/13 a( 2:50
PM revealed a lot of peaple had been talking to
her but she did not remember who.

interview with Resident #1, on 04/23/13 at 3:00

' PM, revealed she had talk@d to the Rape Crisis
Counseior but she did not think she needed to.

* Interview with the Administrator, on 04/24/13 at

| 9:40 AM. revealed she had spoken wit: the Rape
; Crisis Counselor in the facility on 04/15/13 and

i D4/16/13. She stated the counselor had a private
! interview with Resident

- #1 on 04/16/13 and would return weekly ag
rzeeded She further stated Resldent #2 refused
tha service,

intemew with the confracted Psychiatric Servnces
{}hyslcaan on 04/16/13 ot 3:20 PM, and review of |
: examination notes, revealed he had seen and
:' evaluated Resident #1 and Resident #2 on that
. day.

i in the facility on 04/12/13 when the State Survey

" #1 and Resldent #2 were evajuated in the ED and ! :

. 3. The contracted Nurse Consultant was present !

:
E
i
z
!
!
i

i

t
H
!

-mﬁ&geney-aega nthelrirvestigation—Sha-was
; actively involved In assisting with the survey

| process and was observed In consuliation with

i the Administrator. During interview, on 04/12/43

: at 4:00 PM, the Nurse Consultant revealed the

i nat just the female residents on the hall where

| decision hatf been made for the Medical Director |
; to Interview/examine every resident In the faclllty, |

%

i
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Resident #2 resided,

t4. Interviews with LPN #2, on 04/16/13 at 3:45

; PM, RN #1 on 04/17/13 at 9:15 AM, and RN #2
on 04/21/13 at 8:30 PM revealed SRNA #1 had
Ieﬁ the facility immediately after tha incident and
| had not refurned. RN #2 cbserved SRNA #1

: leave via the side exit. LPN #2 went into the

¢ parking lot and conflirmed SRNA #1's car was
; done. Review of the lelter addressed to SRNA
#1 dated (4/12/13, revealed the following:

‘f "Effec:irve immediately, you are no longer an

i malled to you." Tha letter was algned by the
: Administrator. A review of the Certified Letter
:= ticket canfirmed the letler was sent as alleged.
, 5. Revlew of the Medical Director's notes

i revealed he Interviewed all 101 residents in the
F faclity between 04/12/13 and 04/15/13. A

{ residents refused the exam, but did participate in
" the interview. Continued review revealed only
: Resldent #1 and Resident #2 had identified

; concerns. All other residents denied any

: inappropriate sexual behavior or abuse. All

- physical exams were normal. Speclically, the

: absence of bleeding, bruising, discharge or

3 excoriation was documented by the Medical

employee of (this facilty). You are not to come to
! this facility for any reason. Your pay check will be

phyaacal exam was performed on 98 residents, 8
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rDireelar

l

’ 6. Review of the MDS Seclion D for Mood
(PHQ B) revealad every resident was assessed
: on 04/12/13 and again one week later, on
: 04/19/13. Continued review revesled no

f Immeadiate or delayed reactions to the incident

: were ldentified. The asgessments included

1
1
B
H
H
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standardlzed questions related to mood and
open~ended questions to identify any specific
! problems or anxtety. Interview with the
i Administrator, on 04/24/13 at 9:40 AM, revealed
; the assessments would be performed again at
‘ the two week mark, on 04/26/13.

. 7. Interview with the Administrator, on 04/24/13 i

: 2t 9:40 AM, revesled the contracted Nurse :

5 Consultant provided inservice educatign to the ; l

; Administrater, the Social Services Director and ?

i staff, the Dlrector of Mursing (DGN) and the

{ Assmtant Girector of Nursging (ADON), on

: 34116/13. Revlew of the gign-in sheets revealed
a'f partles attended the Ingervice. Topics Included |
rdentrflcatlon of events requiring investigation;

, mtememng of residents, staff and all witnesses;

and reporling allegations and findings. Methods

of instruclion included discussion, handouts and a
Poweri’:’omt nresentation, :

3 interviews with LPN #1, on 04/15/13 at 2115 | !
 PM, LPN #2 on 04/16/13 at 3:47 PM, RN #1 on | 5
10441?713 a1 915 AM, SRNA#2 on 04/18/13at | 5
: 10:24 AM, SRNA #6 on 04/23/13 at 1:32 PM, |
* East W1ng Unit Coordinator on 04/18/13 at 2116 | 5
PM and SRNA#5 on 04/23/13 at 3:50 PM, !

; | revealed alt had attended mandatory Inservices
; since the incident of 04/12/13. The fraining ;
! included appropriate responses to a witnessed or |

— ——wmwmpametabusawémahaslsmaa en-protecting-the—
: resjdent, ramoving the parpetrator, and reporting ; '
lmmedlately ‘

; Q‘ interview with the Qualtty Assurance (QA) ;
. nurse, un 04/23/12 revealed the Medical Direcior !
" was very Involved with the QAcommittee, He ;
¢ attended at least quarterly, but Ususlly every
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{ month. Review of QA meeling sign-in sheets
conf”rmed his attandance, either in person or by
i phone. She stated the Medical Director took an
. active role by making recommendations and

! reviewing policy changes,

; Interview with the Medical Director, on 04/16/13

i discussed in monthly QA meetings. He stated
! there had not been a formal (JA meeting related
" to the incident of 04/12/13 but one had been

he had been In close contact with the
Admmlstrator thus far in the follow up to the
incfdent and been active in interviewing and
ﬁxammlng every resident,

Fn?ervfew wilh the Administrator, ort 04/24/13 at

on 04/17/13 to review the incident of 34/12/13.

ADON, the QA nurse, and the Social Services
Depaﬂment The sign-in shest Indicated the

! Medlcal Director attended via telephone, The
Admmfstrator stated the meeting included &
det&ufad review of the AQC as it had besn
compieted on that date. Subsequent revisions
- watre made prior to the AOC being accepted by
. the State Survey Agency. The Administrator

; at 3:08 PM, revealed alf allegations of abuse wers ; i

. scheduled for the following day. He further stated '

9 40 AM, revealed the facility's QA committee met | :

Ravlaw of the sign-in sheet revealad the maating
" was attended by the Administrator, the DON, the
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: with the AOC and had np additional
recommendatlons

" at9:40 AM, revealed the Abuse anestlgahon
" Team consisted of the Administra tor, the DON,
. tha ADON and the Social Servicas Diractor

‘10 Interview with the Administrator, on 04/24/13

;

f
]
i
H
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' {88D). Allallegations of abuse were to be
! reviewed daily, seven days a week, to determine
{ who would be In charge of the investigalion.
Rewew of the Continuous Quality Improvament
(CQI) tool for "Abuse Investigation and Reporting" i
! and continued Interview wilh the Administrator :
: revealed the tool would be used for every
¢ altegation of abuse. The CQI tool included a :
: checklist to ensure every step in the investigation i
- process, inciuding but not limijted to identifying the ;
_ concern, protecting the resident, suspension of !
" an alfleged employee perpetrator, contacting the |
physician and family, lnvestfgatxng the ingident
. and reporting to the appropriate State Agency.

S 11, Interview with the Administrator, on 04/24/13
¢ at 9:40 AM, revealed the conlracied Nurse
Consultant visited monthly and would in the future
be reviewing all CQl data to venl‘y alf investigation
Interventions and reporting requirements had
besan Initiated. She stated the Nurse Consultant
would prepare a report based on the CQF data
and report to the facility Board (owners) monthly i
as well, :

12. Continued Interview with the Administrator, :
: on 04/24/13 at 9:10 AM, revealad the CQI too! for !
- Abuse Investigating and Reporting would be

 utilized with every allegation. Results would be
: reviewed weekly for four (4) weeks, and monthly

— TtrerentterAllresuits were o be reporEd o ENg

: reviewed with the contracted Nurse Consultant
- during her monthly visits. The next QA meeting
was scheduled for G4/26/13.

T
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| CFR: 42 CFR §483.70 (a)
BUILDING: 01

 PLAN APPROVAL: 1974

' SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFNF

; TYPE OF STRUCTURE: One (1) Story, Type Vv

(111} Unprotected

 SMOKE COMPARTMENTS: Seven (7) smoke
! compartments.

' COMPLETE SUPERVISED AUTOMATIC FIRE
: ALARM SYSTEM originally installed in 1974

' FULLY SPRINKLED, SUPERVISED (Dry
i SYSTEM) original in 1974

- EMERGENCY POWER: Type Il Diesel
. Generator. Criginal In 1974

' Alife safety code survey was initiated on 3/19/13
: and concluded on 3/20/13. The findings that
follow demonstrate nonicompliance with Title 42,
- Code of Federal Regulations, 483.70 (a} et seq

| to be in substantial compliance with the
. Requirements for Participation for Medicare and

. eighteen (118) beds and the census was one

_(Life Safety from Fire). The facility was found not

- Medicaid. The facility is licensed for one hundred
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: DEFICIENCY) :
K 000 INITIAL COMMENTS

K 000

"Disclaimer:  Preparation and execution of this'
s pPlan of correction does not constitute admission
“or agreement by the provider of the truth of the
“facts alleged or conclusions set forth in the
: statement of deficiency. This plan of correction

Ts prepared and executed solely because
 required by federal and state law,

: K025- Facility falled to maintain smoke ba

that would resist the passage of smoke between
* smoke compartments In accordance with NFPA

i standards.

Criteria 1 The unsealed penatrations |o the smoke .
- parfiions identified during the survey that extend
- above the ceiling have been repaired and sealed.

; Criteria 2: All smoke walls have been inspected and
_; repaired and sealed with no further issues identified.

- Criteria ., 37 e’ Waintenance  Supervisor

| T , . ;
%ﬁf the smike walis or%&%quaﬂer!y basis andfor when
% lileny senvice vendor haghad access to the altic space
’% ¢ . toassureany unsealed penelralions are corrected.

~ the Maintenance Supervisor monthly x 2,

quarlerly thereafler under the supervision of the

. Administrator,

Criterla 5:

R gﬁwﬂgﬁt%vﬁ“ﬂf@%@m inservice education on ;
o L by the Administrator on the need to inspect

“Crlteria 4: The CQI indicator, which includes the -
- menitoring of smoke walls in the atlic to assure there
¢ are no unsealed penefrations, shall be completed by -

it s

rriers

and

then

“hundred eight (108) the day of the survey. 5613
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K 000 Continued From page 1
- Deficiencies were cited with the highest scope
. and severity of an "F",
K 025 NFPA 101 LIFE SAFETY CODE STANDARD
88=F"
: Smoke barriers are constructed to provides at
- least a one half hour fire resistance rating in
~accordance with 8.3, Smoke barriers may
tterminate at an atrium wall, Windows are
. protected by fire-rated glazing or by wired glass
“panels and steel frames. A minimurm of two
! separate com partments are provided on each
i floor. Dampers are not required in duct
. penetrations of smoke barriers in fully ducted
" heating, ventilating, and air conditioning systems. |
119.3.7.3,19.3.7.5,19.16.3, 10.16.4

| This STANDARD is not met as evidenced by:

' Based on observation and interview, it was

; determined the facility falled to ensure smoke

. barriers were maintained according to National

! Fire Protection Association (NFPA) standards,

| The deficiency had the potential to affect five (5)
_of seven (7) smoke compariments, ninety-eight
* (98) residents, staff and visitors. The facility is
- licensed for one hundred eighteen (118) beds and ;
_the census was one hundred eight {108) on the

: day of the survey. ’

The findings include:

- Review of the facility's policy titled ‘Maintenance
“Program, not dated, revealed the maintenance

* staif should keep fire protection systems in a safe |
. and functional condition. Further review of the
policy revealed maintenance should keep

™

K 000"

K 025,
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Ko2s Continued From page 2
 electrical wiring, cords, and appliances in good
; working condition.

" Observation, on 03/19/13 between 11:05 AM and
: 11:58 AW revealed three {3} smoke barriers had .
. penetrations not sealed around sprinkler piping

" and daia wires penetrated the walls. Further

: observation revealed where the drywall adges ;
. met that they were not sealed with material equal
" or greater than the barrier material, with the

! potential to not resist the passage of smoke,

Interview, on 03/19/13 at 11:58 AM, with the

: Maintenance Director revealed he was unaware
. of the penetrations and needed to start
“immediately on the repairs.

. Reference: NFPA 101 (2000 edition)

' 8.2.4.4.1 Pipes, conduits, bus ducts, cables,
"wires, air ducts,

- prieumatic tubes and ducts, and similar building
' service equipment

 that pass through smoke partitions shall be

, brotected as

- follows:

1 {1) The space between the penetrating item and
the smoke

| partition shall meet one of the following

; conditions:

" a. It shall be filled with a material that is capable
! of limiting

, the transfer of smoke.

iis

. designed for the specific purpose.

£ (2) Where the penetrating item uses a sleeve to
: penetrate the

- smoke partition, ihe sleave shall be solidly set in

"b. It shall be protected by an approved device that

K025
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K 025 . Continued From page 3
“the
* srnoke partition, and the space between the jtem
i and the :
; sleeve shall meet ane of the following conditions:
a. Itshall be filled with a material that is capable
- of limiting
: the transfer of smoke. ;
. b. 1t shall be protected by an approved device that
s
i designed for the specific purpose. :
. (3) Where designs take transmission of vibrations ,
into consideration, :
- any vibration isolation shall meet one of the
: following conditions:
" a. It shall be made on either side of the smoke
" partitions.
. b. Tt shall be made by an approved device that is
. designed for the specific purpose.

K 025
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