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The Division of Health Service Regulation,
Nursing Home Licensure and Certification
Section, conducted a complaint investigation from
12/11/12 through 12/13/12. Immediate Jeopardy
began in 483.13 and in 483.25 on 12/03/412. It
was removed on 12/13/12 at 12:30 PM when the
facility provided and implemented an acceptable
credible allegation of compliance. The facility wili
remain out of compliance at a scope and severity
level E (no actual harm with potentiai for more
than minimat! harm that is not immediate
jeopardy) to complete employee education and
ensure monitoring systems put in place are
effective.

483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC PCLICIES

F 226 F 226

58=K

The facility must develop and implement written
poticies and procedures that prehibit
mistreatment, neglect, and abuse of residents
and misapproprigtion of resident property.

(1) Al

5
This REQUIREMENT is nct met as evidenced exual

by:

Based on observations, staff interviews and
record review the facility failed to implement their
policy and procedures to protect residents from 1
of 2 residents with sexually inappropriate
behaviors {Resident #1). Five residents were
affected by this behavior (Resident #3, #5, #8, #9
and #11).

Immediate jeopardy began on 12/03/12 when
staff became aware Resident #1 was exhibiting

sexually inappropriate behaviors toward Resident
P o

unit were immediately
protected from any inappropriate

with 1:
his discharge from the facility
on 12/31/12.

1713

residents on the secure

12/31/12
behaviors by Resident #1

124/7 supervision until
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Any deficigncy statement enling with an asterisk {*) denotes a deficiency which the institution may be excused from corr ermined that
ather safedugrds provide sufjcient protsction to the patients. (See instructions.} Except for nursing homes, the finding d abowm Iz 90 days
foliowing the date of survey whether or not a plan of correcticn is provided  For nursing homes, the abave findings a aﬁ&@ﬁ ction are sable 14
days following the date these documaents are made available to the facility. If deficiencies are cited, an approved pl f correction is requisite to?o tinued
program participation, = A q 'm‘\% =
Fed by
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#11. The administrator was notified of the ( ) . \
immedate jeopardy on 12/11/12 at 5:00 PM. Resident’s #3, #5, #8, #9, and
Immediate jeopardy was removed on 12/13/12 at #11 were assessed by Social
j2:30 PM when the facility pro\ndeq and Services on 12/12/12 for any
implemented an acceptable allegation of (dual eff - b
compliance. The facility wili remain out of resiaual el ects from the
compliance at a scope and severity levei E (no mnappropriate sexual
actual harm with potential for more than mininral behaviors--there were no
harm that is not immediate jecpardy) to complete ¢ -
employee education and ensure monitoring copcems noted.  An audit
systems put in place are effective. was conducted of all other
The findings are: residents on 12112/ 1,2 by ’rhe 12/12/12
: ADON and SDC for areview
A document titled "Abuse and Neglect" revised Of medical. Tecords apd any
10/20/11 read in part, residents of this facility history of mappropriate
shall no§ be sgbjected o ai_:use or neglect by sexual behaviors--there were
anycne inciuding other residents. The decument 0 .
specified, "The facility will strive to prevent and O NEW CONCETLS.
protect al! residents from abuse by another
resident. The following measures will be taken Residents admitted to the
depending upen the individual situation, type and - ]
frequency of abuse and the severity of the faclhty S}nc? 12/1_3/12 have
problem:" heen rvev1.ewed using the new
o o Admission Review for
- The reSIde_nt in guestspn v.wll >{>e separated Behaviors” form--there have 12/13/12
temporarily until the investigation is completed b . .
and prevention measures are in place. een no admussions with any
- Care planning measures will be identified and concerns for nappropriate -
developed to prevent reaccurrence of abuse sexual behaviors.
1. Resident #1 was admitted to the facility on
11/19/12 with diagnoses that included dementia.
The most recent Minimum Data Set (MDS3) dated
11/26/12 specified the resident had short and
long term memory impairment and moderately
impaired cognitive skills for daily decision making.
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. A , . by for all staff on 12/13/12
Review of Resident #1's medical record revealed : L
a nurse's entry made by Nurse #1 dated 12/03/12 by the Administrator on
at 7:00 PM that specified Resident #1 had his resident abuse and
hand up Resident #11's shirt and was fondling inappropriate sexnal
her breast and that the behavior was not behaviors. This in-service
consensual. No immediate intervention was T N
specified in the nurse's enfry as indicated in the agenda mcluded.
facilities policy and procedures. 1. Revised pmgedmg for
On 12/11/12 at 1:00 PM the Director of Nursing po-t_entlal admissions
(DON) was interviewed and explained that using th? new
inappropriate behaviors were expected with “Admussion Review for
demented residents especially on a secured unit. Behaviors” form.
She verbalized that she had educated staff to . .
separate and redirect the residents when 2. Staff Oblllga‘[lons an{i
inappropriate behaviors were observed. She expectations regarding 12/13
stated she did not consider Resident #1's any inappropriatg sexual 13/12
sexually mappro.pnate behaviors to be abusive behavior includin g the
because the resident was demented and . . >
unaware of what he was doing. She also mmediate protection of
explained that the residents that had been the resident by
touched inappropriately by Resident #1 were separation, immediate
demanted and unable to give consent. She . )
added that the residents had not been assessed lmpie.mentat‘]on of I'l
for injury because she did not perceive the care, 1mmediate
acfions to be abusive. notification of the MD,
On 12/13/12 at 10:25 AM nurse #1 was and immediate reporting
interviewed and reported that she had received 1o the DON/NHA.
training on abuse and neglect and was trained to 3. Expectations of the nurse
separate and protect the residents involved in an -
incident and report the incident to the Director of for.the b IQWSIOQ of
Nursing {DON). Nurse #1 stated that when she resident safety in the
observed Resideni #1 inappropriately touching event of any
Resident #11 she separaied the residents and ; :
redirected Resident #1. She stated that she mappropriafe sexual
notified the DON on 12/03/12 via a written behavior.
statement and continued to monitor Resident #1
FORM CMS-2567(02-89) Previous Versions Obsalete Event ID: HZEY11 Facility D 953470 i If continuation sheet Page 3 of 25
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as usual. She added that Resident #11 was not
assessed for injury.

On 12/13/12 at 9:40 AM the Administrator was
interviewed and reported that residents on the
secured unit required constant monitoring
because of their dementia status and poor safety
awareness. She explained that sexually
inappropriate behaviors were expected to be
reported immediately to either herself or the
DON. She stated thai the inappropriate sexual
behaviors displayed by Resident #1 had not been
reported immediately to the DON. The
Administrator stategd she would have expected
immediate interventions {o be put in place to
prevent subsequent behaviors from Resident #1.

2. Resident #3 was admitted to the facility on
04/30/12 with diagnoses that included
Alzheimer's disease, dementia and anxiety. The
most recent Minimum Data Set (MDS) dated
10/22/12 specified the resident had short and
long term memory impairment and severely

impaired cognitive skills for daity decision making.

The MDS also specified the resident required
extensive assistance with activities of daily living
(ADL).

Review of Resident #1's medical record revealed
2 nurse's eniry made by nurse #1 dated 12/03/12
at 7.20 PM specified Resident #1 was licking and
kissing the lips of Resident #3. Resident #1 was
redirected by nurse #1 but none of the other
policy and procedures were implemented.

On 12/11/12 at 1:00 PM the Director of Nursing
(DON) was interviewed and explained that
inappropriate behaviors were expected with

4. Implementation of a new
behavior reporting form
to be completed by the
murse for documentation
of immed:ate
actions/notifications.

5. Management follow-up’
on a daily basis,
mcluding weekends, for
any inappropriate
behaviors reported and
monthly QA reviews.

6. Overview of
Inappropriate sexual
behaviors {what they
are/what they are not)
and mformed consent.

7. Review pf the revised
Abuse/Neglect policy
and procedures mcluding
prevention, protection

-and investigation.
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demented residents especizally on a secured unit.
She verbalized that she had educated staff to
separate and redirect the residents when
inappropriate behaviors were observed. She
stated she did not consider Resident #1's
sexually inappropriate behaviors to be abusive
because the resident was demented and
unaware of what he was doing. She also
expiained that the residents that had been
touched inappropriatety by Resident #1 were
demented and unable to give consent. She
added that the residents had not been assessed
for injury because she did not perceive the
actions to be abusive.

On 12/13/12 at 10:25 AM nurse #1 was
interviewed and reported that she had received
training on abuse and neglect and was trained to
separate and protect the residents involvad in an
incident and report the incident o the Director of
Nursing (BON). Nurse #1 stated that when she
observed Resident #1 inappropriately touching
Resident #3 she separated the residents and
redirected Resident #1. She stated that she
notified the DON on 12/03/12 via & witness
statement and continued to monitor Resident #1
as usual. She added that Resident #3 was not
assessed for injury.

On 12/13/12 at 9:40 AM the Administrator was
interviewed and reported that residents on the
secured unit required constant monitoring
because of their dementia status and poor safely
awareness. She explained that sexually
inappropriate behaviors were expected to be
reported immediately to either herself or the
DON. She stated that the inappropriate sexuat
behaviors displayed by Resident #1 had not been

by the ADON (back-up
Nurse in Charge/Nursing
Supervisor) Monday through
Triday and by the Nurse in
Charge/Nursing Superviser
each weekend through the
use of the newly created
Inappropnate Behavior
Report forms. Nurses will
comiplete these formsas
necessary and as reviewed
each day, will also provide a
verbal report to the ADON
and/or Nurse in
Charge/Nursing Superviser
of anv concemns for
inappropriate sexual
behaviors. These reports
will then be reviewed with
the Safety Comnuttee
Monday through Friday by
the ADON (or back-up) for
further communication and
discussion of interventions.
On weekends, this
information will be-reviewed
by the Nurse in
Charge/Nursing Supervisor
and the DON wvia conference

12/1412
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reported immediately {0 the DON. The
Administrator stated she wouid have expected
immediate interventions o be put in place to
prevent subsequent behaviors from Resident #1.

3. Resident #5 was admitted to the facility on
05/14/12 with diagnoses that included Alzhetmer ’
s disease and anxiety. The most recent Minimum
Data Set (MDS} dated 08/12/12 specified the
resident had short and long term memaory
impairment and severely impaired cognitive skills
for daily decision making. The MDS aiso
specified the resident required extensive
assistance with activities of daily living (ADL).

Review of Resident #1's medical record revealed
a nurse's entry dated 12/04/12 at 7:35 AM that
specified Resident #1 was in hed with Resident
#5. Resident #1 had his hand inside Resident
#5's brief  Resident #1 was redirected back to his
bed and the two residents remained in the same
room. No further intervention was documented
nor implemented per the facilities policy and
procedures. A nurse's entry dated 12/04/12
specified Resident #1 was found in Resident #5's
room kissing the resident. Resident was
redirected and given Valium which the note
specified was not effective. A nurse's entry dated
12/07/12 at 8:15 AM specified Resident #1
wearing only a t-shirt was in bed with Resident
#5. The entry specified Resident #1 was
redirected back o his own bed. No other
interventions were documented. A nurse's eniry
dated 12/07/12 at 11:50 PM specified Resident
#1 was found in bed with Resident #5. Resident
#1 was removed from the room and taken tc the
activity room. A nurse's entry dated 12/11/12 at
3:00 AM specified the door to Resident #1 and

communicafion and
discussion of interventions.
Any admission from home
will now be
assessed/evaluated by the
assigned nurse using a new
screening tool which
specifically reviews any
behavioral history including
nappropriate sexual
behaviors. This form will
oe used to help determine 1f
the facility can 1n fact meet
the needs of the potential
resident prior to the
admissiox.

The Admissions Policy &
Procedure was revised to
nclude a team approach to
discussing resident history,
including any concerns for
Inappropriate sexual
behaviors. This team will
consist of Social Services,

X4) 1D
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Resident #5's room was closed and a fall mat had MDS Nurse, Nurse in _
been placed behind the door. The staff member Charge/Nursing Supervisor,
was_able to get ms_!de the room an.d found and DON/ADON/NHA A
Resicdent #1 with his pants off waving his penis in £ eated 10
the face of Resident #5. Resident #1 was new Iorm waSA et
collect such history 1/7/13

redirected back to bed. No other interventions
were implemented as per the facilities policy and
procedures.

0On 12/11/12 at 1:00 PM the Director of Nursing
{DON) was interviewed and expiained that
inappropriate behavicrs were expecied with
demented residents especially on a securad unit.
She verbalized that she had educated staff {c
separate and redirect the residents when
inappropriate behaviors were observed. She
stated she did not consider Resident #1's
sexually inappropriate behaviors to be abusive
because the resident was demenied and
unaware of what he was doing. She also
explained that the residents that had been
touched inappropriately by Resident #1 were
demented and unable to give consent. She
added that the residents had not been assessed
for injury because she did not perceive the
actions to be abusive. She added that Resident
#5 remained in the same room with Resident #1
because no other male beds were available on
the secured unit.

On 12/13/12 at 9:40 AM the Administrator was
interviewed and reported that residents on the
secured unit required constant monitoring
because of their dementia status and poor safety
awareness. She explained that sexually
inappropriate behaviors were expected to be
reported immediately to either herself or the
DON. She stated that the inappropriate sexual

(Admission Data Collection)
1 order to impiement
immediate interventions as
necessary.  The Nursing
Admission Evaluation was
revised to include questions
related to any type of
behavior and implementation
of further interventions as
necessary  Managers
involved 1n the admissions
process and all nurses will be
in-serviced on these changes
by 1/6/13 with
implementation on 1/7/13.
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The Safety Commuttee will

behaviors displayed by Resident #1 had not been i o
review all new admission

reported immediately to the DON. The

Administrator stated she would have expected records within 24 hours of
immediate interventions to be putin place to the adniission or by Monday
prevent subsequent behaviors from Resident #1. o . '
for any adnuission ocourring
4. Resident #9 was admitted to the facility on after 4:30pm the previous 177713
07/13/12 with diagnoses that included Friday. This review will
Alzheimer's disease and dementia with enslre compl etion of the

behaviors. The most recent Minimum Data Set

(MDS) dated 10/04/12 specified the resident and Admission Date Collection

short and long term mamory impairment and and Nursing Admission
moderately impaired cognitive skilis for daily ) Bvahation forms in terms of
decision making. The MDS also specified the ficint By f
resident was dependant on staff for assistance SpecL 1? n eryentlons or
with activities of gaily living {(ADL). _ safety mncluding those for

A ‘ _ inappropriate sexual
Review of Resident #1's medical record revealed hehaviors. A ny further

a nurse's entry 12/04/12 at 10:1% PM that

specified Resident #1 was kissing Resident #9 on recommendations for

the lips. Resident #1 was told to stop by the interventions from the Safety
nurse. A nurse's entry dated 12/07/12 at 10:00 Committee will be

-PM specified Resident #1 was kissing Resident : . .

#9 oh the mouth. Resident #1 was redirected. implemented at that time 1o
No other interventions were implemented as per ensure continued

the facilities policy and procedures. comphance. )

On 12111712 at 1:00 PM the Director of Nursing The Social Worker or Social
(DON) was interviewed and explained that Services Assistant will
inappropriate behaviors were expected with review and 1ep ort any

demented residents especially on a secured unit.

She verbalized that she had educated staff to concemns related to

separate and redirect the residents when mappropriate sexnal
inappropriate behaviors were observad. She behaviors to the Quaiity
stated she did not consider Resident #1's )
sexually inappropriate behaviors to be abusive Assessment & Assurance
because the resident was demented and Committee monthly as

gnaware of what he was doing. She also
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explained that the residents that hac been
touched inappropriately by Resident #1 were
demented and unable to give consent. She
added that the residents had not been assessed
for injury becausa she did not perceive the
actions o be abusive.

On 12/13/12 at 9:40 AM the Administrator was
interviewed and reported that residents on the
secured unit required constant monitoring
because of their dementia status and poor safety
awareness. She expiained that sexually
inappropriate behaviors were expected to be
reported immediately to either herself or the
DON. She stated that the inappropriate sexual
behaviors displayed by Resident #1 had not been
reported immediately to the DON. The
Administrator stated she would have expected
imrmediate interventions to be put in place o
prevent subsequent behaviors from Resident #1.

5. Resident #8 was admitted to the facility on
12/05/09 with diagnoses that included senile
dementiz and depressive disorder. The most
recent Minimum Data Set (MDS) dated 10/12/12
specified the resident had short and long term
memory impairment and moderately impaired
coegnitive skills for daily decision making. The
MDS aiso specified the resident required
exiensive assistance with activities of daily living
(ADL}.

Review of Resident #1's medicai record revealed
a nurse's entry dated 12/04/12 that specified
Resident #1 was sitting in Resident #8's bed with
his pants off fondling her breast. Resident #1
was redirected and became combative. No other
interventions were implemented per the facilities
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scheduled.  Any further
recommendations for
Interventions from the
QA&A Committee will be
mmplemented at that time to
ensure continued
complance.
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policy and procedures.

On 12/11/12 at 1:00 PM the Director of Nursing
{DON) was interviewed and explained that
inappropriate behaviors were expected with
demented residents especially on a secured unit.
She verbatized that she had educated staff to
separate and redirect the residents when
inappropriate behaviors were observed. She
stated she did not consider Resident #1's
sexually inappropriate behaviors tc be abusive
because the resident was demented and
unaware of what he was doing. She also
explained that the residents that had been
touched inappropriately by Resident #1 were
demented and unable to give consent. She
added that the residents had not been assessed
for injury because she did not perceive the
actions to be abusive.

On 12/13/M12 at 9:40 AM the Administrator was
interviewed and reporied that residents on the
secured unit required constant monitoring
because of their dementia status and poor safety
awareness. She explained that sexually
inappropriate behaviors were expected to be
reported immediately to either herself or the
DON. She stated that the inappropriate sexual
behaviors displayed by Resident #1 had not been
reported immediately fo the DON. The
Administrator stated she would have expected
immediate interventions to be put in place to
prevent subsequent behaviors from Resident #1.

The administrator was notified of the immediate
jeopardy on 12/11/12 at 5:00 PM. The facility
provided a credible allegation of compliance on
12/12/12 at 445 PM. The following interventions
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were put into place by the facility to remove the
Immediate Jeopardy:

Credible Allegation of Compliance:

All residents of the facility were immediately
protected from any alleged sexual behaviors by
having resident #1 provided with 1:1, 24/7 nursing
aide sitter until he was inveluntary committed to
the hospitat on 12/11/12 at 10:15pm.

Resident #5 was assessed by the Social Work
Director on 12/12/12 at 11:15am for any residual
effects from the sexuslized hehaviors of Resident
#1. No concerns were noted.

Resident #3 was assessed by the Social Work
Directer, on 12/12/12 at 2:00pm for any residual
effects from the sexualized behaviors of Resident
#1. No concerns were noted.

Resident #8 was assessed by the Social Work
Director on 12/12/12 at 2:25pm for any residual
effects from the sexualized behaviors of Resident
#1. No congerns were noted.

Resident #9 was assessed by the Social Work
Director on 12/12/12 at 2:30pm for any residual
effacts from the sexualized behaviors of Resident
#1. No concerns were noted.

All remaining residents on the locked unit were
assessad by the Social Work Director and Social
Work Assistant on 12/12/12 for any history of
sexuat behaviors that rave not been identified or
addressed.

An in-service was immediately developed and
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conducted ont 12/11/12 by the SBC on reporting
sexual abuse to DON or Administrator. In-service
began to include all staff and completed by
12/12/12 at 12:00pm. Any full-time, part-time or
PRN staff that were unavailable will not be
allowed to waork in the facility until they have
completed the in-service. This in-service
included:

A) Recognizing sexual behaviors

B) Identifying and reporting of sexual behaviors
immediately by phone to the DON or
Administrator 24 hours a day, 7 days a week. The
telephone numbers are posied at each nursing
station ‘

C) Staff response to include immediate
separation of residents and initiating 1:1 staffing
247 until further notice

D) Expectations of staff responsibility to ensure
that resident is monitored until management
receives notification of behaviors and implemeants
appropriate safety interventions, notifying the
medical provider by phone or in person of
incidents :

E) Prevention and how to supervise residents on
any unit for inappropriate sexual behaviors

F} Admigsion process for reviewing behaviors
and determining if facility can meet the needs of
potential admission candidates.

The abuse/neglect policy was revised under the
section of prevention o include the use of a newly
developed admissions tool for identifying any
sexual behaviors prior to determining
appropriateness for admission. This policy was
also revised to include immediate separation of
the residents involved in inappropriate sexual
behaviors inciuding initiation of 1:1 staffing and
immediate reporting of sexual behaviors fo the

F 226
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DON and/or Administrator 24/7 by the nurse on
duty for resident protection.

A daity audit wili be conducted by the QAJADON
{back-up will be Nurse in Charge) Monday
through Friday and the Nurse in Charge (back-up
is Manager on Duty) on the weekend. This daily
audit will be a review of a newly developed sexual
behavior incident report fo ensure compliance.
During these audits, the QA/ADON and the
Nursing in Charge (weekends) wili also obtain
verbal reports from staff of any other concerns
related to sexual behavicrs. These daily audits
and any other staff concerns related to sexual
behaviors will be reported o the Safety
Committee Monday-Friday by the QA/ADON for
further review. Any weekend audits or other staff
concerns related to sexual behaviors will be
called directly to the DON by the Nurse in Charge
for further review.

Reporting of the Sexual Behavior Incident
Reports, auditing tools, and any interventions
implemented will be reported by the Social Work
Director {back-up is the Social Work Assistant)
monthly to the Guality Assurance Team, any
further recommendations for interventions from
the Quality Assurance Team wilt be implemented
by the Team at that time to ensure compliance.

F 323 | 483.25(h) FREE OF ACCIDENT F 323 1/7/43
The facility must ensure that the resident unit were immediately
environment remains as free of accident hazards protected from any inappropriate
as is possible; and each resident receives sexual behaviors by Resident #1

adequate supervision and assistance devices to
prevent accidents.

with 1:1 24/7 supervision untii 12731112
his discharge from the facility
on 12/31/12.
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Resident’s #3, #5, #8, #9, and
#11 were assessed by Socal
This REQUIREMENT is not met as evidenced Services on 12/12/12 for any 12/12/12

by: .
Based on abservations, staff interviews and residual effects from the
record reviews the facility failed to protect mappropriate sexual

residents from a resident with sexually behaviors--there were no

inappropriaté behaviors for 1 of 2 sampled
residents with sexually inappropriate behaviors
(Resident #1). Five residents were affected by was conducted of all other
this benavior (Resident #3, #5, #8, #9 and #11}. : residents residing on the

1 2
Immediate jeopardy began on 12/03/12 when Secgre it Qn 12/12/12 bY
staff became aware Resident #1 acted sexually Social Services for a review
inappropriate toward Resident #11. The of medical records and any

administrator was notified of the immediate history of mappropriate

jeopardy on 12/11/12 at 5:00 PM. Immediate ;
jeopardy was removed on 12/13/12 at 12:30 PM sexual behaviors that had not

when the facility provided and implemented an been assessed or
acceptable credible allegation of compliance. addressed--there were o

The facility will remain out of compliance at a e . An aud;
scope and severity level E {no actual harm with NEW COnCErns. audit was
also conducted of all

potential for more than minimal harm that is not

concerns noted.  An audit

immediate jeopardy) to complete employee residents residing on other

education and ensure monitoring systems pui in .

olace are effective. units on 12/12/12 by the |
ADON and SDC for areview

The findings are: ' of medical records and any

Resident #1 was admitted from home to the

facility on 11/19/12 with diagnoses that included
Aizheimer's dementia and psychosexual disorder
(12/07/12). A document titled "Long Term Care
Services" (FL2) dated 11/19/12 specified

Resident #1 was verbaily abusive at times. The
"Nursing Admission Assessment and Review”
dated 11/18M12 completed by Nurse #1 specified
the resident had inappropriate sexual behavior.
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The initial Minimum Data Set (MCS) dated
11/26/12 specified the resident had short and
long term memory impairment and moderately
impaired cognitive skills for daily decision making.
The MDS also specified the resident had physicai
behavior symptoms directed toward others in the
last 1 to 3 days (e.g. hitting, kicking, pushing,
scratching, grabbing, and abusing others
sexually). The MDS specified that the resident's
behavior put others at risk for physical injury,
intruding on the privacy of others and significantly
disrupting care or living environment for athers.
Resident #1 was assessed by the MDS to require
extensive assistance with activities of daily living
(ADL) and was ambuiatory.

The behavior Care Area Assessment (CAA)
dated 11/26/12 specified, "Resident has impaired
cognition, safety awareness and daily decision
making abilities. Resident has episodes of
grabbing at staff in inappropriate areas on their
body. Resident wanders into other residents’
rooms. He is not easily redirected.”

Resident #1's behavior care pian dated 11/27/12
specified a problem with wandering into other
residents' reoms and a history of grabbing at staff
in inappropriate areas. Approaches to reduce the
number of inappropriate behaviors included:

- explain to resident that behavior is not
acceptable

- redirect resident away from cther residents’
rcoms

- redirect resident when displaying sociaily
inappropriate behavior

- provide frequent and constant supervision

¢ New CONCEInS.

Residents admitied to the
facility since 12/13/12 have
been reviewed using the new
“Admission Review for
Behaviors” form--there have
been no admissions with any
concerns for inappropriate
sexual behaviors

An n-service was conducted.
by for all staff on 12/13/12
by the Administrator on-
resident abuse and
mappropriate sexual
behaviors. © This in-service
agenda 1ncluded:

1. Revised procedure for
potential admissions
using the new
“Admission Review for
Behaviors” form.

2. Staff obligations and
expectations regarding
any inappropriate sexual
behavior including the
mmmediate protection of
the resident by
separation, immediate |
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Review of Resident #1's nurses' notes revealed
the following sexuzlly inappropriate behaviors:

1. Resident #11 was admitted fc the facility on
01/18/10 with diagnoses that included dementia.
The most recent Minimum Data Set {MDS) dated
11/12/12 specified the resident had short and
iong term memaory impairment and moderately
impaired cognitive skills for daily decision making.
The MDS alsa specified the resident was
dependant on staff for activities of daily living

1 (ADL). A nurse's entry dated 12/03/12 at 7:00
PM specified Resident #1 had his hand up
Resident #11's shirt and was fondiling her breast.
No immediate intervention was specified in the
nurse's entry.

2. Resident #3 was admitted to the facility on
04/30/12 with diagnoses that included
Alzheimer's disease, dementia and anxiety. The
most recent Minimum Data Set (MDS) dated
10/22112 specified the resident had short and
long tefm memory impairment and severely
impaired cognitive skills for daily decision making.
The MDS also specified the resident required
extensive assistance with activities of daily living
(ADL). A nurse's entry dated 12/03/12 at 7:20
PM specified Resident #1 was licking and kissing
the lips of Resident #3. Resident #1 was
redirected.

3. Resident #5 was admitted to the facility on
05/14/12 with diagnoses that inciuded
Alzheimer's disease and anxiety. The most
recent Minimum Data Set (MDS) dated 08/12/12
specified the resident had short and long term
memory impairment and severely impaired

cognitive skills for daily decision making. The

F 323 implementation of 1:1
care, 1munediate
notification of the MD,
and 1mmediate reporting
to the DON/NTIA.

3 Expectations of the nurse
for the provision of
- resident safety in the
event of any
Inappropriate sexual
behavior

4. Implementation of a new
behavior reporting form
to be completed by the
nurse for documentation
of immediate
actions/notifications.

5. Management follow-up
on a daily basis,

-including weekends, for
any mappropriate _
behaviors reported and
monthly QA reviews.

6. Overview of
mappropriate sexual
behaviors (what they
are/what they are not)
and informed consent.
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MDS also specified the resident required
extensive assistance with activities of daily living
(ADL). A nurse's entry dated 12/04/12 at 7:35
AM specified Resident #1 was found in bed with
Resident #5. Resident #1 had his hand inside
Resident #5's brief. Resident #1 was redirected
back to his bed and the twe residents remained in
the same room. No further intervention was
documented. A nurse's entry dated 12/04/12
specified Resident #1 was found in Resident #5's
room Kissing the resident. Resident was
redirected and given Valium which the note
specified was not effective. A nurse's entry dated
12/07/12 at 8:15 AM specified Resident #1
wearing only a t-shirt was in bed with his
roommate, Resident#5. Resident #1 was
redirected back to his own bed. No cther
interventions were specified. A nurse’s entry
dated 12/07/12 at 11:50 PM specified Resident
#1 was found in bed with his roommate, Resident
#5. Resident #1 was removed from the room and
taken to the activity room. A nurse's entry dated
12/11/12 at 3:00 AM specified the door to
Resident #1 and Resident #5's room was closed
and a fall mat had been piaced behind the door.
The staff member was able to get inside the room
and found Resident #1 with his parts off waving
his penis in the face of Resident #5. Resident #1
was redirected back to bed

4. Resident #8 was admitted to the facility on
07/93/12 with diagnoses that included
Aizheimer's disease and dementia with
behavicrs. The most recent Minimum Data Set
(MDS) dated 10/04/12 specified the resident and
shert and long term memory impairment and
maoderately impaired cognitive skills for daily
decision making. The MDS aiso specified the
resident was dependant on staff for assistance
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F 323 | Continued From page 16 F 323 7. Review of the revised

Abuse/Neglect policy

and procedures including

prevention, protection
__and investigation.

1) |
Eé\n audit will be conducted
by the ADON (back-up
Nurse in Charge/Nursing
Supervisor) Monday through
Friday and by the Nurse m
Charge/Nursing Supervisor
each weekend through the
use of the newly created
Inappropriate Behavior
Report forms.  Nurses will
complete these forms as
necessary and as reviewed
each day, will also provide a
verbal report to the ADON
and/or Nurse 1n
Charge/Nursing Supervisor
of any concerns for
mappropriate sexual
behaviors. These reports
will then be reviewed with
the Safety Commuttee

12/14/12
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entry 12/04/12 at 10:15 PM specified Resident #1
was kissing Resident #9 on the lips. Resident #1
was told to stop. A nurse's entry dated 12/07/12
at 10:00 PM specified Resident #1 was kissing
Resident #9 on the mouth. Resident #1 was
redirected. :

5. Resident #8 was admitted to the facility on
12/05/08 with diagnoses that included senile
dementia and depressive disorder. The most
recent Minimum Data Set {MDS) dated 10/12/12
specified the resident had short and long term
memory impairment and moderately impaired
cognitive skills for daily decision making. The
MDS also specified the resident required
extensive assistance with activities of daily fiving
(ADL) A nurse's entry dated 12/04/12 specified
Resident #1 sitting on bed with his pants off
fondling Resident #8's breast. Resident #1 was
redirected and became combative.

6. A nurse's entry dated 12/05/12 at 9:25 PM
specified Resident #1 was found standing over
another resident (not identified). He had removed
the resident's shirt and was kissing her and
fondling her breasts. The resident asked
Resideni #1 to stop. The entry specified the
immediate intervention was to continue to monitor
Resideni #1.

On 12/11/12 at 9:10 AM Resident #1 was
observed on the secured unit in ancther
resident's bed unsupervised. Nurse aide {NA) #1
was interviewed during this observation and
stated Resident #1 was supposed o have a sifter
but added she had nct seen the sitter that day.
NA #1 reported she was assisting other residents
and was not monitoring Resident #1. NA #1
assisted Resident #1 into the group activity and
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o page 1 323 Monday through Friday by
with activities of daily living (ADL). A nurse’s
the ADON (or back-up) for

further comimunication and
discussion of mnfterventions.
On weekends, this
information will be reviewed
by the Nurse 1n
Charge/Nursing Supervisor
and the TYON via conference
call for further
communication and
discussion of interventions

Any admission from home
will now be ,
assessed/evaluated by the 1/7/13
assigned nurse using a new
screening tool which
specifically reviews any
behavioral history including
1nappropriate sexual
behaviors. This form will
be used to help determine 1f
the facility can in fact meet
the needs of the potential
resident prior to the
admission.
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her the resident's sexually inappropriate behavior
had worsened toward his wife and had caused
the family to be unable to care for him at home.
The Assistant Social Worker stated she did not
report the concern of being sexually inappropriate
to anyone after meeting with the family because
the resident was going to be placed in the
secured unit for behavior monitoring. The
Assistant Social Worker also stated nro
interventions were implemented to address the
resident's sexually inappropriate behavior
because she didn't feel that he posed any
concemns to other residents.

Cn 12/11/12 at 1:00 PM the Director of Nursing
(DON} was interviewad and reported that
Resident #1 was admitted to the faciiity without
knowiedge of the resident being sexually
inappropriate to women. The DON stated that
after his admission io the facility Resident #1 was
sexually inappropriate toward staff but added staff
were trained to handle such behaviors. The DON
explained that inappropriate behaviors were
expected with demented residents especiaily on a
secured unit. She verbalized that she had
re-educated staff that when inappropriate
behaviors were observed she expected staff to
separate and redirect the residents.

The DON stated she was unaware of incidents of

consist of Social Services,
MDS Nurse, Nurse 1n
Charge/Nursing Supervisor,
and DON/ADON/NHA. A
new form was created to
collect such history
{Admission Data Collection)
In order to implement
immediate interventions as
necessary. The Nursing
Admission Evaluation was
revised to include questions
related to any type of
behavior and implementation
of further interventions as
necessary. Managers
mvolved 1n the admissions
process and all nurses will be
m-serviced on these changes
by 1/6/13 with
impliementation on 1/7/13.
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waited until a sitter arrived. Pl‘ocedure Was fevised to
On 12/11/12 at 12:15 PM the Assistant Social mclude a team approach to
Worker was interviewed and stated she met with discussing resident history,
Resident #1's family on 11/19/12. She stated she including any concerns for
had reylewed the FL2 'ancl spol.<e to the famu{y inappropriate sexual
regarding Resident #1's behaviors. The Assistant b . ) .
Social Worker stated that the family repertad to ehaviors.  This team will 1/7/13
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Resident #1 acting sexually inappropriate with
other residents on 12/03/12 or 12/04/12. She
stated she was first made aware of Resident #1's
sexual inappropriateness toward residents on
12/05/12. She added that Resident #1's
physician's assistant was contacted on 12/05/12
for madication adjustments fo decrease the
rasident's sexually inappropriate behaviors. She
reported that on 12/06/12 Resident #1 was
placed on 1 on 1 supervision from 7AM to 7PM
after the resident had been observed again being
sexually inappropriate with another resident on
the secured unit. The DON explained the
resident only needed 1 on 1 supervision from
7AM to 7PM because after 7PM Resident #1 was
in bed and added it was an easier time of day for
staff to monitor him. The DON also stated a bed
pad alarm had been placed on Resident #1's bed
to alert staff when the resident got out of bed.

The DON provided a wriiten statement dated
12/10/12 that specified she believed that facility
was doing alt they could to address Resident #1's
sexually inappropriate behaviors. The statement
outlined her plan for implementing interventions
to decrease Resident #1's sexually inappropriate
behaviors that included allowing time for the
medication changes io take effect, continue to
redirect hirn and keep him busy during the day.

An interview was conducted with Nurse #1 on
12/13/12 at 10:25 AM. Nurse #1 stated she
completed the admission assessment with
Resident #1's family who reported that the
resident was sexually inappropriate with women.
Nurse #1 stated she documented on the "Nursing
Admission Assessment and Review" that the
resident was sexually inappropriate and notifred

unit will be required to take
all breaks ON the umit--these
will be paid breaks
(including lunch) and will
ensure that staff 1s always
readily available as needed
for any concerns telated to
safety.
(4)
The Safety Commuittee wili
review all new admission
records within 24 hours of
“the admission or by Monday
for any admission occurring
after 4:30pm the previous
Friday. This review will
ensure completion of the
Admission Date Collechon .
and Nursing Admission
Evaluation forrns 1n terms of
specific interventions for
safety including those for
1nappropriate sexual
behaviors. Any further
recommendations for
interventions from the Safety
Commuttee will be
implemented at that time to
ensure continued
compliance.
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the encoming nurse but did not report the ) i .
concern to anycne else. She explained that she . The Social Worker or Social
did not feel the sexually inappropriate behavior SQervices Assisiant will

needed to be reported because the resident was

being admitted to a secured unit for behavior review and IBpOl”E Y

monitoring. She also stated that she was trained concerns Telated to /7713
to immadiately intervene when a resident to inappropuiate sexual
resident incident ocourred. She added that she behaviors to the Quality

would separate the residents involved in a

physicat incident, assess for injury and them Assessment & Assurance

complete an incident repert or if the incident was Committee monthly as
serious she would contact the Director of Nursing scheduled.  Any further
(DON). recommendations for

On 12/13/12 at 11:00 AM the Administrator was interventions fr.o'm th?
interviewed and reported that residents on the QA&A Comrmttee will be
secured unit required constant monitoring implemented at that time to

because of their dementia status and poor safety
awareness. She explained that sexually )
inappropriate behaviors were expected to be COInpllaIlCC
reported immediately to either herself or the
DON. She stated that the inappropriate sexual
behaviors displayed by Resident #1 had not been
reported immediately tc the DON. The
Administrator stated she would have expected
immediate interventions 1o be put in place to
prevent subsequent behaviors from Resident #1.

ensure contuued

The administrator was notified of the immediate
jeopardy on 12/11/12 at 5:00 PM. The facility
provided a credible allegation of compliance on
12/12/12 at 4:45 PM. The following interventions
were put into place by the facility to remove the’
Immediate Jeopardy:

Credible Allegation of Compliance:

Resident #1 was immediately assigned to a nurse
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aide for one on one supervision beginning on
12/11/12 at 5:0C PM for 24 hours. One on cne
supervision continued untit 12/11/12 at 10:15 PM
when Resident #1 was inveluntarily committed to
the hospital for evaluation and freatment.

Resident #5 was assessed by the Social Work
Director on 12/12/12 at 11:15 AM for any residual
effects from the sexualized behaviors of Resident
#1. No concerns were noted.

Resident #3 was assessed by the Social Work
Director, on 12/12/12 at 2:00 PM for any residual
effects from the sexualized behaviors of Resident
#1. No concerns were noted.

Resident #8 was assessed by the Social VWork
Director on 12/12/12 at 2:25 PM for any residual
effects from the sexualized behaviors of Resident
#1. No concerns were noted.

Resident #9 was assessed by the Social Work
Director on 12/12/12 at 2:30 PM for any residual
effects from the sexualized behaviors of Resident
#1 Ne congerns were noted.

Resident #11 was assessed by the Social Worker
on 12/12/12 at 2:40 PM for any residual effects
from the sexualized behaviors of Resident #1.

No cencerns were noted.

All remaining residents on the locked unit were
assessed by the Social Work Director and Social
Work Assistant on 12/12/12 for any history of
sexual behaviors that have not been identified or
addressed.

A new system of reporting, monitoring,

F 323
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documenting, and responding to sexually
inappropriate behaviors on the secured unit was
developed as a facility policy. The components of
new system include the following:

1. Any new admission candidates to the
secured unit will be reviewed prior te acceptance
for any history of sexual behaviors to ensure
facility can meet the needs of the candidate prior
to admission acceptance.

2. Any staff noting inappropriate sexual
behaviars, must immediately separate the
residents involved, initiate 1.1 supervision 24/7,
notify the medical provider and report to the
nurse in charge, who will then notify the DON or
the Administrator immediately either in person or
by telephone. The telephtne numbers are posted
at each nursing station.

3. Daily audits will be conducted on the securs
unit by the QA/ADON nurse (back-up will be
nurse in charge) Monday-Friday. Weekend daily
audits will be conducted by the Nurse in Charge
{back-up is Manager on Duty) This daily audit will
be a review of a newly developed sexual behavior
incident report to ensure compliance that the
facility is meeting the above concerns and will
also include discussion with staff of any other
concerns for sexual behaviors. The daily
audits/staff discussions will be reported o the
Safety Commitiee Monday-Friday by the
QA/ADON and any weekend audits wili be catled
to the DON by the Nurse in Charge for
determination of any further interventions.

An in-service was immediately developed and
conducted on 12/11/12 by the SDC on reporting
sexual abuse to DON or Administrator--this
included all staff and was completed on 12/12/12

F 323
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at 12:00prn-any staff that was unavailable for the
in-service will not be allowed $o work in the faciiity
until they have completed it. This in-service
included:

Recognizing sexual behaviors

Identifying and reporting of sexual behaviors
immediately by phone to the DON or
Administrator 24 hours a day, 7 days a week. The
telephone numbers are posted af each nursing
station

Staff response 0 inciude immediate
separation of residents and initiating 1:1 staffing,
24/7, until further notice

Expectations of staff responsibility to ensure
that resident is monitored until management
receives notification of behaviors and implements
appropriate safety interventions, netifying the
medical provider by phone or in person of
incidents

Prevention and how io supervise residents on
a secure unit for inappropriate sexual behaviors

Admission process for reviewing behaviors
and determining if facility can meet the needs of
potential admission candidates.

A daily audit will be conducted on the secure unit
by the QA/ADON nurse (back-up will be nurse in
charge) Monday through Friday and on weekends
by the nurse in charge (back-up is Manager on
Duty). This daily audit will be a review of a newly
developed sexual behavior incident report to
ensure compliance. During these audits staff will
be interviewed by the QA/ADON nurse for any
other incidents. These daily audits and any staff
concerns wilf be reported to the Safety
Committee Monday-Friday by the QA/ADON and
wiil be called to the DON by the Nurse in charge

F 323
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on weekends before implemeniation of further
interventions not already in place.

Reporting of the Sexual Behavior Incident
Reports, any auditing tools, and any interventions
implemented will be reported by the Social Work
Director {back-up is Social Work Assistant)
manthly to the Quality Assurance Team. Any
further recommendations for interventions from
the Quality Assurance Team will be implemented
by the team at that time to ensure compliance.
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