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with a new roommate.
Findings include;

Review of the facility's "Policy Regarding Abuse,”
dated 09/03/08, revealed, "any suspected abuse
of a resident was to to be reported immediately to
the administrator or designee in the absence of
the administrator. The administrator or designee
would conduct an investigation of the alleged
abuse and report the incident to the appropriate
agencies in accordance with State and Federal
requiations.” Review of the facility's policy and
procedure, "Abuse Prevention”, dated 08/03/08,
revealed "abuse could be verbal, sexual physical,
mental, corporal punishment, and involuntary
seclusion. Further review revealed verbal abuse
included saying things lo frighten a resident, a
loud, condescending tone of voice, or saying
unkind things to a resident.

A record review revealed the facility admitted
Resident #1 on 04/18/11 with diagnoses 10
include Mental Retardation, Alzheimer's Disease,
Schizophrenia, Hypothyroidism, Diabetes, Benign
Prostatic Hypertraphy, Osleaporosis, Chronic
Putmonary QGbstructive Disease, Gastritis and
Anemia. Further review revealed no previous
history of sexually inappropriate behaviors.

A review of the annual Minimum Data Set (MDS),
dated 02/17/12, revealed the facility assessed
Resident #1 to be cognitively impaired, with no
behaviors, and requiring extensive assistance of
one staff for bed mobility, transfers, toileling and
ambulation. The resident was frequently’
incontinent of bowel and had a supra-pubic
catheter.
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the receiver. Note that

the receiver of the reporxt
will either be the administratoy,
the Director of Nursing df
the charge nurse on duty.
Both the person reportiné
the allegation and the
receiver of the report wﬂll
both sign the report for

so that there will be
no misunderstanding of
information. gijgnatures
will acknowledge that thg
report containscommplete
information and further
will attest to the fact
that no information is
being left out (the re-
porter is accurate in hig/
her report and the receiver
has clarity and understand-
ing).

To monitor performance, the
following will cccur:

Staff will be given education
by April 30, 2012 regarding
reporting patient to patient
incidents/allegations of abuse¢.
New hires will be educated
during orientation. Bubsequent
inservices will be held at
least annually to re-educatéon
staff,

To_further monitor, report forms
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A review of the Comprehensive Care Plan, dated
04/29/11 and updated on 03/06/12, for impaired
Cognitive Function, Impaired Thought Processes
and Impaired Communication related to
Alzheimer's Dementia, Menta! Retardation and
Schizophrenia, addressed inappropriate sexual
behaviors and included interventions to place the
resident in a room without a roommate, monitor
and document fhis/her] behaviors, and 1:1
supervision from 7:00 AM to 7:30 PM. On
03/08/12, a stop sign across the door when a
sitter was not present was added to the care plan,
and on 03/19/12, a door sensor alarm was added
to the care plan.

A record review revealed the facility admitted
Resident #2 an 08/24/09 with diagnoses to
include Diabetes, Congestive Heart Failure, Atrial
Fibulation, Hypertension, Insomnia, Dementia
with Delusions, Anxiety and Depression.

A review of the quarterly MDS, dated 01/45/12,
revealed the facilily assessed Resident #2 to be
severely cognilively impaired with physical
behavioral symptoms directed toward others. The
resident was incontinent of bowel and bladder
and required extensive assistance of two staff for
bed mobility, transfers, and toileting. He/she
required extensive assistance of one staff for
dressing, eating and personal hygiene.

A review of the Comprehensive Care Plan, dated
01/27/11, revealed Impaired Cognitive Function
refated to a diagnosis of Dementia with agitated
features, Depression, shori-term memory deficit,
and delusions. Further review revealed the
resident was resistive to care and was verbally,
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will be monitored by numberin
each one. The forms will be kepb

in one specific location avawlable

at all times. Completed form

are to be routed to the administrator
and will be kept in chronological
order in administrator's office.

This will ensure that consecttive
reports are presaent with no
gaps in numbered reports which
could indicate a missing report.

The administrator or designee
in administrator's absence
will check both the report bo&k
contafning completed reports :and/or
report documents which are blink

to ensure that all forms are in
numerical order and accounted
for, This check will be docuk
mented weekly.

Reports will be given to the
Quality Assurance Committee
to ensure effectiveness and
compliance,
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physically and socially inappropriate with the staff
at times. ’

An interview with Certified Nurse Aide (CNA) #2,
on 03/21/12 at 4:15 PM, revealed she had not
observed any sexually inappropriate behaviors
from Resident #1; however, she had observed
Resident #2 point at Resident #1 and tell him/her
to stay away from his/her bed and not to be frying
to pull down hisfher "britches.” She stated she
always reported the comments to the nursing
staff. She stated, on 03/02/12, she again
reported comments to the Charge Nurse when
Resident #2 was “threatening to kil" Resident #1
if the staff did not remove him/her from the room.
CNA #2 stated nursing staff felt the incident was
related to Resident #2's history of behaviors. On
03/22112 at 2:10 PM, she stated Resident #2 had
a history of frequently making fafse accusations
about ofhers grabbing histher pants and never
wanted to be undressed.

An interview with Licensed Practical Nurse {LPN}
#1, on 03/22/12 at 10:04 AM, revealed, on
03/02/12 at approximately 8:30 PM, he was at the
medication cart when he heard yelling, and CNA
#2 came to him and told him "something was
wrong" with Resident #2. CNA #2 told him that
Resident #2 was upset and would not allow the
staff to undress him/her or provide personal care.
LPN #1 stated when he went to Resident #2's
room, the resident was in the bed, and tofd him
that he/she was "going to kill’ Resident #1, and fo
to get himMer out of the room. He explained to
Resident #2 that Resident #1 lived in the room
also; howevaer, Resident #2 said hefshe did not
care and kept saying hefshe wanted Resident #1
out the room repeatedly. He stated Resident #2
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had a history of catastrophic outbursts. He stated
Resident #1 was in a wheelchair by the door and
was "shaking,”" so he removed him/her from the
room {o a place of safety. He stated Resident #1
stated hefshe did not want to go back in the room
with Resident #2. He stated he was never told
anything about Resident #2's complaints about
Resident #1 pulling back his/her covers or pulling
down hisfher pants. When LPN #1 was asked if
he initiated an investigation, he stated he moved
Resident #1 to a place of safely and passed the
information on to the next shift.

An interview with the Director of Nursing (DON},
on 03/23/12 at 11:00 AM, revealed prior to
03/21/12, she had no knowledge of Resident #1
“messing with” Resident #2. She stated there was
an abuse training in Febsuary 2012 and the poticy
was reviewed. Additionally, less obvious forms of
abuse were discussed. She expected to be
notified if Resident #1 was suspected of touching
Resident #2.

An interview with the Administrator and the DON,
on 03/23/12 at 3:30 PM, revealed Resident #2
had a history of behaviors to include delusions
and made threals against the staff and family,
Resident #2 was very modest and never liked
anyone removing hisfher clothes. Hefshe was
having outbursis, which was associated with fiuid
overload and deoxygenation. The Administeator
stated she did not see the incident, on 03/02/12,
as a willful intent to harm Resident #1, as this
was nol uncharacteristic behavior for Resident
#2,
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