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This amended report is the result of an
unannounced Abbreviated with Partial Extended
Survey conducted at Cashmere Convalescent
Center on 02/04/15, 02/09/15, 02/10/15, 02/11/15,
02/12/15, 02/18/15 and 02/19/15. A sample of 12
residents was selected from a census of 64. The
sample included 10 current residents and the
records of 2 discharged residenis.

On 02/11/15 an immediate jeopardy was
identified related to F226, Staff Treatment of
Residents. The facility abated the immediate

- jeopardy on 02/18/15, before the completion of
- the Partial Extended Survey on 02/19/15.

The following were complaints investigated as
. part of this survey:

#3070691
#3074502
#3075377

The survey was conducted by:
| Lisa Herke, R.D.

Hermelinda Thompson, R.N.
Brenda Webster, R.N.

j The survey team is from:

Department of Social & Health Services
Aging & Long-Term Support Administration
Residential Care Services, Region 1, Unit D
. 3611 River Road, Suite 200

7Yakima, WA 98

jj

/
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Ahy]deficiency statemenisﬂﬁ?ﬁg with an asterisk (7} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homaes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of comrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Telephone; (509) 225-2800
Fax; (509) 574-5597
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Residential Caré Services Dat

F 226 | 483.13(c) DEVELOP/MPLMENT
§8=J | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
pollcies and procedures that prohibit
mistreatment, neglect, and abuss of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to implement policies and
procedures to protect 3 of 18 female residents
(#s 2, 3 and 4) residing in the dementia unit from
sexual abuss. Resident #1 had a change In
behavior resulting in him pursuing physical sexuat
contact with Resident #3. The fallure of the
facliity fo identify his behavior as peiential abuse
and to implement effective interventions to
prevent him from further inappropriate sexual
contact allowed Resident #1 to sexually abuse
two other residents (#'s 2 and 4), which
constituted an immediate Jeopardy. In addition,
the facility failed to report incidents involving
Resident #s 2 and 3 to the siate raporting hotline
per facility pollcy. Findings include:

¢ The facility "Abuse Prohibition Program," on page
| 5, identified, "It is the policy of the facility o

OC FOR CITATION RECEIVED 2/27/15
F-226 SS-4

[Y&EWTHE NURSING HOME WILL CORRECT
THE DEFICIENCY AS IT RELATES TO THE

F 2 BEBIDENT(S);

Resident #1 was discharged to acute care
Haspital on _ In addition,
a policy that specifically addresses Sexual
Advances Made from One Resident
toward another Resident was developed
onfFebruary 11, 2015 and added to the
Abuse Prohibition Policy and Procedure to
give staff guideiines regarding this type of
behavior. The residents invoived and any
resident in a similar situation will be
protected by improved staff knowledge

ard ability to intervene appropriately in
the event of another situation where cne
resident approaches another resident in a
sexual manner.

HOW THE NURSING HOME WILLACT TO
PROTECT OTHER RESIDENTS IN SIMILAR
SITUATION;

A policy that specificalty addresses Sexua!
Advances Made from One Resident
toward another Resident was developed
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F 226 Continued From page 2

residents.."”
- defined as:

- Resident #2. Admitted on

maintain an environment free of abuse and

‘neglect. The resident has the right to be free |

from verbal, sexual, physical and mental abuse,
corporal punishment, and involuntary seclusion.
Residents will not be subjected to abuse by '
anyone, including, but not limited to.....other

On page 7, sexual abuse was

“This includes, but is not limited to
sexual harassment, sexual coercion or sexual i
assault. 42 CFR 483.13 (b) and (c)" and "Sexual

' contaci, including fondling, with a resident caused |

by an employee, agent, or other resident of & Iong
term care facility by force, threat, duress,
coercion, ot sexual contact where the resident
has no ability to consent.” In the section named
"Response and Reporting” on page 41, “ltis the
policy of this facility that all alleged violations and

- all substantiated incidents will be reported to the
- state agency and to ail other agencies as
“required.” On page 42, employees are directed,

"When & mandated reporter has reasopable
cause to believe an incident is abuse, neglect,
invoiuntary seclusion, or financial exploitation,
he/she must report to the DSHS [Department of
Social and Healith Services] Hotline within 24

- hours of the incident.”

| Resident #1. Admitted on-with

diagnoses including
His laiest comprehensive assessment dated

- 01/14/15 revealed he had significant cognitive
- impairment, and was able to transfer and to walk
. about the haliway:. i

with

diagnoses including Her latest ;

. comprehensive assessment dated 12/05/14
- revealed she had severe cognitive impairment
. and she was able to walk about the unijt. Per a

E %Februarv 11, 2015 and added to the
Abuse Prohibition Policy and Procedure to
give staff guidelines regarding this type of
behavior. The residents involved and any
resident in a similar situation will be
pro‘t’ected by improved staff knowledge
andiability to intervene appropriately in
the éevent of another situation where one
resi;ﬂent approaches another resident in a
sextial manner.

MEASURES THE NURSING HOME WILL
TAKE OR THE SYSTEMS IT WiLL ALTER TO
ENSURE THAT THE PROBLEM DOES NOT
RECUR

All nursing staff to include Licensed
Nurses, NAC's NAR's and neighborhood
support staff and Activity staff wilt attend
in-service education regarding this new
policy and the concept of consent. in-
service training was held on 2/17/15,
2/19/15, 2/20/15 and 2/27/15.
Mandatory reporting will also be
reviewed at this in-service. We will review
appropriate actions to be taken in the
event of this type of interaction-see
attached

HOW THE NURSING HOME PLANS TO
MONITOR ITS PERFORMANCE TO MAKE
SURE THAT SOLUTIONS ARE SUSTAINED
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F 226 | Continued From page 3 F m, Social Services and Administrator {or
| progress note dated 12/09/14, due to advancing designee) will continue to monitor the
: dementia and memaory loss, the resident was da”y care and interactions between
.; unable to participate in the assessment process. residents via 24 hour report, progress
; Resident #3. Admitted on ith notes and Communication within our
diagnoses including & electronic medical record and follow up
I -cview of her latest comprehensive ! with staff in the event of this type of
- assessment dated 01/30/15 revealed she did not behavior/incident.
~walk and was totally dependent on staff for
transferting. The comprehensive assessment DATE WHEN CORRECTIVE ACTION WiLL BE
aiso noted significant cognitive impairment, with ;
- disorganized thinking and inattention. She was COMPLETED
! identified as having highly impaired hearing and
: unclear speech. , February 27, 2015
Resident #'s 1, 2 & 3 all resided on the dementia TITLE OF THE PERSON(S) RESPONSIBLE TO
unit, ENSURE CORRECTION
' During an interview on 02/10/15 at approximately | DNS, Administrator and Social Services
- 11:00 a.m., Staff Member C, a housekeeper, ‘
- stated on 01/16/15 in the evening after dinner she i
' noticed Resident #1's walker was outside ! ! :
Resident #3's door. The housekeeper stated she ° i
jeft the hallway and returned a short time later, | i ;
- Resident #1's walker was still outside the door, so | “ {
: she stepped into the room to investigate. She ;
- stated Resident #1 was standing next to Resident
{ #3's bed with his blue jeans down around his ‘:
legs. She saw his genitals were exposed and |
- Resident #1 had his hand around Resident #3's f
- hand, Her hand was being guided by his in ;
- touching his [genitalia]. The housekeeper stated i
- she "hollered at him to stop” and he did. She
' then reported the incident to Staff Member D, a |
licensed nurse (LN). She stated she did not hear
- Resident #3 say anything during the incident, but
. it was very hard to hear her because she had a
- sore throat. The housekeeper further noted the
. Director of Nursing (DNS or DON) was notified,
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| but she did not call the state hotline number as
. per facility policy.

' During an interview on 02/10/14 at 11:45a.m.,

- Staff Member D, a LN, stated on 01/17/15, a

| nursing assistant reported to her that Resident #2
was in Resident #1's room. The LN stated she
and another LN went to the room {o investigate
and found Resident #1 lying on his back with his
private area exposed. His hands were behind his |
head. Resident #2 had her hand on "his private
paris" and was fondling them. The LN asked
Resident #2 if she wanted to be there. She said
the resident replied she was fired of looking at the
snow. The LN stated she directed Resident #2
out of the room, as the resident could not answer
the consent question coherently.

. A progress note from Resident #1's medical
record dated 01/19/15 at 4:55 a.m. by Staff
Member E. a LN, noted Resident #1 was again in
- Resident #3's room. The LN documented

| Resident #1 was preparing to begin inappropriate
sexual behavior. The LN removed Resident #1
from the rocom. Resident #3 stated to her "he was
sexually abusing me." A progress note from
Resident #3's medical record made by Staff
Member E at 7:31 a.m. about the same incident
noted Resident #3 thanked her for "taking him out
. of here." The note also further clarified the.

- sexual abuse statement referred back fo a

- previous inferaction.

Further review of progress notes revealed at 2:12
p.m. on 01/19/15, documentation by Staff
Member F, a LN, noted Resident #1 tried to get
| Resident #2 o go to his room again.

 Review of progress notes from Resident #3
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documented concerns Resident #3 had about

i Resident #1, asking on 01/19/15 if Resident #1
“was still living here, and, on 01/20/15, "did that

man move out?" (the writer of the note assured
her he was not aliowed in her room any longer).

Review of Resident #1's care plan revealed it was
updated on 01/19/15 to identify a behavior
problem with sexuat advances. The behaviors

twere to be managed with removing him from the

sifuation and re-directing him from other
resident's rooms immediately.

Further review of progress noles revealed on

1 01/21/15 at 9:32 a.m ., Staff Member F, a LN,
i noted Resident #1 was trying to go into Resident
#3's room again, and a nursing aide {NA) had to

re-direct him from entering the room. A later
progress note by Staff Member F at 2:.06 p.m.
noted an interaction witnessed by an NA,
between Resident #1 and Resident #2, where he
putled her hands to his groin area. Resident #2
pulied her hands away from him, and stated "you
are being a little rough with me." The NA made
eye contact with Resident #1 and he walked
away.

During an interview on 02/10/15 at 8:20 a.m.,
Staff Member B, the Activities Director, stated she

was in the Pioneer dining room on the morning of |

01/22/15 heiping with breakfast. She stated she

How the nursing home will correct the
deficiency as it relates to the resident(s):

heard Resident #1 say, "l am a dirty old man and

you all like it." She stated it made other residents |

in the dining room uncomfortable. Resident #5, a
cognitively alert resident who does not reside on

i the dementia unit, expressed discomfort with the

| conversation and fold her, "I don't wani to be

' here." The Activity Director took her back to her
croom, She stated Resident #6, a cognitively alert

1.

Resident #1 was discharged
to acute care hospital on
I - -oiicy
that specifically addresses
‘Sexual Advances Made from
One Resident toward
Another Resident’ was
developed on February 11,
2015 and amended on
03/03/15. The policy was
added to the Abuse
Prohihition Policy and
Procedure in an effort to
give staff guidelines
regarding this type of
incident. The residents
involved and any resident in
a simifar situation will be
protected by improved staff
knowledge of ability to
intervene, protect, and
assess appropriately in the
event of a future situation
during which a resident
makes sexual advances
towards another resident,

(X4 SUMMARY STATEMENT OF DEFICIENCIES | D ! PROVIDER'S PLAN OF CORRECTION (X5}
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~own. Staff Member B stated she told the DNS,
- and the DNS tatked with Resident #1, but the
' conversation with Resident #1 "didn’t do any

resident who is mobile, got up and left an her

good.” She said the DNS told her there isn'f
anything we can do until he "crosses the line."

During an interview on 02/10/15 at 410 p.m.,
Staff Member A, the DNS, stated she had a
conversation with Resident #1 on 01/22/15, after

the incident in the dining room. She stated she
asked him to stop the inappropriate sexual

- comments and behaviors, and he told her he
- could not promise to do that.

. Review of progress notes revealed continued _
iinappropriate behaviors by Resident #1, including

- being in Resident #3's room again on 01/27/15,
- inviting Resident #2 back to his room s¢ he could

"give her some of his exercises” on 01/28/15, and
inviting Resident #7, a cognitively impaired
resident of the dementia unit to "come and share
my bed" on 01/29/15.

In a 02/10/15 interview conducted with printed
questions because of her impaired hearing,

| Resident #3 stated she did not feel safe here.

"They let him play with me. | didn't like it" She
further stated she thought he (Resident #1) was
still here and it bothered her he could come into
her room again.

The facility faited to recognize the incidents that
oceurred between 01/16/15 through 01/29/15 as
sexual abuse or sexual harassment. There was
no evidence of an effective plan to protect
residents from Resident #1's abusive behaviors,
thus residents continued to be at risk.

How the nursing home will act to protect
other residents in similar situations:
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F 226 Continued From page 6 F 226 2. An’Acute Change in

Behavior” Assessment was
developed. The residents
involved and any resident in
a similar situation will be
protected by improved
interdisciplinary team
assessment of potential
contributing factors to, and
the creation, of
individualized interventions
and/or recommendations in
response to a resident’s
change in behavior.

A policy that specifically
addresses ‘Sexual Advances
Made from One Resident toward
Another Resident’ was developed
on February 11, 2015 and added
to the Abuse Prohibition Policy
and Procedure in an effort to
give staff guidelines regarding
this type of incident. The policy
was amended on { date) with the
following addition to Procedure
#1 {please note the addition is
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F 226 Continued From page 7 E 226 italicized): “When a resident is .
- Review of an incident investigation revealed on | ~ observed making sexual "

. 02/02/15 at 5:00 p.m., Staff Member H, a NA, , ! advances toward another
- observed Resident #1 remove the Pioneer dining ! :
_room key from a tray box next to the door. He |

unlocked the door. When she next passed by the |

resident such as inappropriate
touching, sexual harassment,

dining room, she noted the dining room door was sexual coercion or sexual assault
_closed and lights were off. She entered the , intervene immediately and
- dining room, observed Resident #4's blouse and remove the initiating resident.

- t-shirt "entangled lying on the floor next to some Ensure all residents safet !
-water" and "Resident #1's hands on Resident #4's | v i

‘breasts." The NA immediately put the t-shirton . Assess the non-initiating resident
. Resident #4 and removed her from the area. The ! for physical injury and/or psycho-
investigation concluded Resident #$ was a victim _ social distress immediately.

of sexual abuse by Resident #1. Complete the “Capacity to

On 02/09/15 at 3:40 p.m., Staff member |, a LN, . Consent” assessment for each
stated Resident #1's behavior changed "3 or 4 resident.” The interdisciplinary
weeks ago," when he went from being "flirty" to | i team will include the information

more sexually aggressive. She stated they [the ; p ,
staff] watched him closely and tried to intervene gathere‘i in the Capaf:tty to
to keep him out of other resident rooms. On Consent” assessment in
02/11/15 at 2:45, she further noted she was at the | . Procedures #¥s6and7. The
opposite end of the hall from the dining room on residents involved and any
1 02/02/186 when Resident #1 was in the dining 5
- room with Resident #4, so she did not hear or see
i the incident. She stated the NA's were all busy .
- with meal time cares, so no one was in the vicinity | . knowledge of ability to
. to see Resident #1 go into the dining room. intervene, protect, and assess

; resident in a similar situation will
| be protected by improved staff

appropriately in the event of a

Resident #4. Admitted on_wuth future situation during which a

diagnoses including [ 5GcGcNGNGNGEGEGG-<

latest comprehensive assessment dated 01/09/15 | - resident makes sexual advances 5
- revealed she was severely cognitively impaired | ; towards another resident. |
(the mental status test could not be completed), -2, An‘Acute Change in Behavior

with disorganized thinking and inattention. She |
: required steff assistance to watk, but could move ‘ . o
about in her whee! chair independently. f - assess potential contributing

Assessment’ was developed to

- On 02/09/15 at 12:35, Resident #4 was observed
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- independently and was humming to herself. She |
was unable to be interviewed.

- 01/17/15 because she thought the behaviors

‘ further stated Resident #1 has rights that coufdn't
| be denied, too, including sexual gratification and

i RELATED SOCIAL SERVICE

i services to attain or maintain the highest
- practicable physical, mental, and psychosocial
- wel-being of each resident.

in her wheelchair coming out of the Vista dining
room. She was propelling her wheeichair

On 02/10/15 at 410 p.m., the DNS stated she did
not notify the state hotline about the incident with
Resident #3 on 01/16/15 and with Resident #2 on

were consensual, as the two female residents
did not object to Resident #1's behavior. She

intimacy needs. 3he stated when the incident

| with Resident #4 happened. it was definitely "over

the line," and she asked fo have the resident
transported o a local hospital and she reported
the incident.

Review of medical records for Resident #s 2, 3
and 4 revealed all had Power of Attorney
representatives for care decisions and financial
decisions. Care plans for all three women
identified impaired cognitive function with
moderate receptive and expressive language
deficits, which limited decision making abiiities,
but there was not an assessment in the records
of capacity to consent.

483.15(g){1) PROVISION OF MEDICALLY

The facility must provide medically-related social

interventions and/or
recommendations in the event of
a resident demonstrating an
acute change in behavior. The
assessment will be completed by
the interdisciplinary team. The
assessment will be initiated when
a resident is placed on alert
charting for change in behavioral
symptoms. The residents
involved and any resident in a
similar situation will be protected
by improved interdisciplinary
team assessment of potential
contributing factors to and the
creation of individualized
interventions and/or
recommendations in response to
a resident’s change in behavior.

Measures the nursing home will take or
the systems it will alter to ensure that
the problem does not recur:

F 250
Licensed nursing will be provided an in-

service education regarding the ‘Capacity
to Consent’ and 'Acute Change in
Behavior Assessment’. Activity Director
will be provided an in-service education
regarding the ‘Acute Change in Behavior
Assessment’.
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F 2505 Continued From page 9

: This REQUIREMENT is not met as evidenced
i by:

: Based on interview and record review. the facility :
- failed to provide medically related social services |
for 2 of 3 (#s 2 and 3) residents sampled for

: sexual harassment or sexual touching when

: Resident #1 became sexually aggressive toward

- the residents.  Failure to advocate for Resident

. #s 2 and 3 by assessing their decision making
| capacity and ability to consent to sexual overtures
and protecting them while the assessment was
ongoing caused harm 1o those residents, who

i were subjected to sexual abuse. Additionaily,

i failure 10 assess the circumstances around

: Resident #1's change in behavior placed all

: female residents in the dementia unit at risk for

- sexual harassment or assault. Findings include:

i Resident #1. Admitied on with

| diagnoses including

| I His latest
comprehensive assessment dated 01/14/15
‘revealed he had severe cognitive impairment.
- The assessment also revealed he was able to
. walk about the facility with no assistance from

: staff.

In an interview on 02/09/15 at 12:35 p.m., Staff
Member F, a licensed nurse (LN}, stated
Resident #1 had some anger issues since
admission, but until recently, he had no sexually
inappropriate behaviors. The LN described 3 to 4
weeks ago, Resident #1 began demonstrating
sexually inappropriate behaviors, inctuding
inappropriate verbal statements to residents and
staff, multiple attempts to go into rooms occupied
by female residents on the dementia unit and
inappropriate touching of femaie residents.

F 288w the nursing home plans to monitor

its performance to make sure that the
solutions are sustained:

Administrator {or designee), $SD, and DNS
will continue to monitor the daily care
and interactions between residents via
24H report, progress notes, and
Communication within our electronic
medica{ record to ensure compliance.

Date when correction action will be
completed:

03/03/15

Title of person(s) responsible to ensure
correction:

Administrator, Director of Social Services,
Director of Nursing Services

Fﬂ49j0 The Administrator failed to
adninister operations in an effective and
effitient manner

How the nursing home will correct the
deficiency as it relates to the resident(s):

‘1. Resident #1 was discharged to
acute care hospital on February
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| Resident #3. Admitted on I vith

diagnosis including NG
Review of her latest comprehensive assessment
reveaied she had severe cognitive impairment,

Status (BIMS) exam. The assessment also

| scoring 5 out of 15 on a Brief Interview for Mental

revealed she had highly impaired hearing. did not
walk and was dependent on staff for transferring. |

On 01/16/15, Staff Member C, a housekeeper,

cbserved Resident #1 in Resident #3's reom. ‘
The housekeeper noted Resident #1's pants were |
down. He was holding Resident #3's hand and

- guiding her hand in touching his private parts,
i The housekeeper immediately intervened, i
. separated the iwo residents and called the nurse. _

- Review of progress notes in Resident #3's
 medical record following the incident revealed

expressions of discomfort from the resident about
the incident. On 01/18/15, Staff Member &£, a LN,
documented Resident #1 was in Resident #3's
room again. The LN documented she removed
Resident #1 and Resident #3 told her "thank you
for taking him out.” On 01/20/15, Staff Member E
documented Resident #3 was still concerned
about Resident #1, asking "did that man move
out?"

in an interview on 02/10/15 with Staff Member A,

 the Director of Nursing Services (DNS), she
: stated she felt the incident was consensual and
Resident #1 had a right to pursue intimacy.

: Review of Resident #3's medical record revealed
: she had a Power of Attorney (POA) for health
- care and for financial decisions. Her care plan
" described her as having impaired cognitive
: function, compounded by severe hearing loss. it

addresses ‘Sexual Advances
Made from One Resident toward
Another Resident’ was developed
on February 11, 2015 and
amended on (date). The policy
was added to the Abuse
Prohibition Policy and Procedure
in an effort to give staff
guidelines regarding this type of
incident. The residents involved
and any resident in a similar
situation will be protected by
improved staff knowledge of
ability to intervene, protect, and
assess appropriately in the event
of a future situation during which
a resident makes sexual
advances towards another
resident.

An ‘Acute Change in Behavior’
Assessment was deveioped. The
residents invoived and any
resident in a similar situation will
be protected by improved
interdisciplinary team
assessment of potential
contributing factors to, and the
creation, of individualized
interventions and/or
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F 250 | Continued From page 11 F 250 recommendations in response to

| directed staff to use short clear questions in
- writing to communicate with the resident.

“In an interview on 02/10/15 with Resident #3's

- POA, she stated she had not been notified of the

- 01/16/15 incident, but had been called by facility

: staff recently because the resident had jost

: weight and had "quit eating.” The POA thought

: perhaps the appetite decline was related to being

: upset about the incident. She further noted

- Resident #3 was not competent to consent to a
proposed intimate encounter.

Resident #2. Admitted on [ ENGcN witn
diagnoses including I Her iatest

 comprehensive assessment dated 12/05/14
revealed she had severe cognitive impairment,

- scoring 3 out of 15 on a BIMS exam. The

' assessment also noted she was able to walk

1 about the unit.

- On 01/17/15, Resident #2 was observed by a
‘nursing assistant (NA) being in Resident #1's

room. The NA summoned Staff Member D, a LN,

who observed Resident #1 iying on his back with
his private parts exposed. Resident #2 was

- touching his private parts. The LN asked

- Resident #2 if she wanted to be there (in the

toom with Resident #1). Resident #2 responded
she was tired of looking at the snow. The LN
stated she directed the resident out of the room,

' because she could not answer the question about

- consent.

Review of progress notes revealed further
! interaction between Resident #1 and #2. On
- 01/21/15, a note documented Resident #1 took
' Resident #2's hand and placed it on his groin
| area. Resident #2 pulled her hand away and

other residents in similar situations:

a resident’s change in behavior.

'How the nursing home will act to protect

“3. A policy that specificaliy '
; addresses ‘Sexual Advances E
Made from One Resident toward

Another Resident’ was developed

on February 11, 2015 and added
to the Abuse Prohibition Policy :
and Procedure in an effort to

give staff guidelines regarding

this type of incident. The policy

was amended on { date} with the
following addition to Procedure

#1 {please note the addition is

ialicized): “When a resident is

observed making sexual

advances toward ancther

resident such as inappropriate

touching, sexuai harassment,

sexual coercion or sexual assault

, intervene immediately and

remove the initiating resident.

Ensure all residents safety.

Assess the non-initiating resident

for physical injury and/or psycho-

social distress immediately.
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complained he was being rough.

 Review of Resident #2's medical record revealed

she had a POA for healthcare and finance. Her
care plan included issues with cognitive
impairment and indicated she had trouble making

herself understood ana confusion was evident. It
noted she needed to be cued to her own room,
the dining room and to the bathroom. The care
plan was not updated following the incident.

| Further review of the medical record for Resident

alert charting by nursing for possible distress

 related to the incidents, but there was no
! evidence of a Social Service evaluation to
- determine their ability to make an informed

decision about a8 sexual encounter or evidence of

. support for these two residents foliowing a difficult
! resident to resident interaction.

" In an interview on 02/18/15, Staff Member K, the
| Social Service Director (SSD), stated her role is
o advocate for residents and families. She

| stated they focused on Resident #1's need to

. have intimacy and, in hindsight, the facitity did not
i do all they could have for Resident #2 and #3 to

‘ be safe. She further noted nursing took the lead

with these incidents and she should have been
more involved,

; By viewing Resident #1's behavior as a pursuit of

intimacy instead of potential sexual abuse, the

facility failed to advocate for Resident #2 and #3's ;

safety and well-being. This caused harm for
Resident #2 and #3 by subjecting them to further
abuse. Further, this piaced all female residents
residing on the dementia unit at risk for sexual
abuse or harassment.
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F 280 Continued From page 12 F 250 Complete the “Capacity to

Consent” assessment for each
resident.” The interdisciplinary
team will include the information
gathered in the “Capacity to
Consent” assessment in
Procedures #'s 6 and 7. The
residents involved and any
resident in a similar situation will
be protected by improved staff
knowledge of ability to
intervene, protect, and assess
appropriately in the event of a
future situation during which a
resident makes sexual advances
towards another resident.

An “Acute Change in Behavior
Assessment” was developed {o
assess potential contributing
factors and create individualized
interventions and/or
recommendations in the event of
a resident demaonstrating an
acute change in behavior. The
assessment will be completed by
the interdisciplinary team. The
assessment will be initiated when
a resident is placed on alert
charting for change in behavioral
symptoms. The residents
involved and any resident in a
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F 400 483.75 EFFECTIVE F 490 similar situation will be protected
s5=J ! ADMINISTRATION/RESIDENT WELL-BEING by improved interdisciplinary

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to administer operationsin an effective and
efficient manner to ensure resident safety, heaith,
and well-being related to implementing policies to
prevent sexual abuse. This failure resulted in
harm to Resident #s 2, 3 and 4. An Immediate
Jeopardy situation was identified on 02/11/15, as
this issue was not recognized by the facility
administration as causing serious harm to
residents. Findings inciude but are not limited to:

1) On 01/16/15 in the evening, Resident #1 (a
mate residing on the dementia unit), was
observed by Staff Member C, a housekeeper, in
Resident #3's (a female also residing in the
dementia unit) room. Resident #1 had his pants
down and was guiding Resident #3's hands in
touching his private area. The housekeeper
stated, in an interview on 02/10/15, she
immediately intervened to stop the behavior and
reported the incident to the licensed nurse (LN)
and the Director of Nursing (DNS),

During an interview on 02/10/15, Staff Member F,

a LN, stated Resident #3 was fearful after the

incident. She explained the resident totd her she
- did not want "that man" {Resident #1) in her room
s any more.

team assessment of potentiat
contributing factiors to and the
creation of individualized
interventions and/or
recommendations in response to
a resident’s change in behavior.

Measures the nursing home will take or
the systems it wiil alter to ensure that
the problem does not recur:

Licansed nursing will be provided an in-
service education regarding the ‘Capacity
to Consent’ and ‘Acute Change in
Behavior Assessment’. Activity Director
willibe provided an in-service education
reg

AsS

rding the ‘Acute Change in Behavior
essment’.

How the nursing home pians to monitor
its performance to make sure that the

solutions are sustained:

Administrator {or designee), SSD, and DNS
will?continue to monitor the daily care
and interactions between residents via -
24H repart, progress notes, and
Cor‘irsmunication within our electronic

medical recerd to ensure compliance.
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F 490 | Continued From page 14 F 4B8gie when correction action will be

| In an interview on 02/10/115 with the DNS, she

stated she felt the incident was consensual and
Resident #3 was not in distress so she "let it go”
{did not investigate or report the incident to the
state hotline).

2) On 01/17/15, Staff Member D, a LN, was
summoned to Resident #1's room by a nursing

assistant (NA}). The LN observed Resident #1

lying on his bed and noted Resident #2, a female |

resident of the dementia unit, was also in the
room and was touching Resident #1's exposed

“private parts.” in an interview with Staff Member |

D on 02/10/15, she stated she asked Resident #2
if she wanted to be in the room. She stated the
resident was unable {o voice her preference so
she re-directed the resident from the room and
notified the DNS of the incident.

In an interview on 02/10/15, Staff Member J, a
NA, stated Resident #1 tried several more times
to get Resident #2 and other female residents to

i come 1o his room after the 01/17/15 incident.

The NA stated she was uncomiortable with the
situation because Resident #2 was "not with i at
all.”

In an interview with the DNS on 02/10/15, she
stated she did not report or investigate the
incident because it was consensual, and
Resident #1 had the right to pursue intimacy and
sexual gratification.

3) Review of an incident investigation report
revealed Resident #1 was found in the dining
room with Resident #4, a femate resident of the

- dementia unit, on 02/02/15 at approximately 5:00
. p.m. The investigation concluded Resident #1

completed: iy
Y S-S

Title of person(s) responsible to ensure
correction:

Adr;ninistrator, Director of Social Services,
Director of Nursing Services

Please also see the POC for F-226

F-5597 The facility failed to ensure at least
12 hours of annual in-service was
completed for 6 of & staff

How the nursing home will correct the
deficiency as it relates to the resident{s):

A review of the annual in-service schedule
has been completed and revised to
include adequate meaningful
opportunities for nursing assistances to
fulfill the 12 hours per year minimum
requirement per regulation. In addition,
all CNA in-service records have been
reviewed to determine if adequate in-
service hours have compieted.

How the nursing home witl act to protect
other residents in similar situations:
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F 490 Continued From page 15 E 4@(&3¢I\EA staff were notified of the federal
- turned off the fights, closed the door and removed regulation requirement for continuing
a t-shirt and a blouse from Resident #4. The NA education credit. All CNA staff reviewed
who discovered the incident cbserved Resident during survey were directly notified of
- #1 touching Resident #4's breasts. their insufficient in-service hours. CNA
staf%f will be notified quarterly of their
i The facility adminisiration did not recognize the | status. Education opportunities for CNA
01/16/15 alnd 01/_? 7/15 incidenis as s_exual abuse, . staff wiil be offered at monthly general
and thus did not implement an effective pi:?m to staff meetings, monthly licensed nursing
g ?rote?t 3;: {emt.)ale rescf?entzs on 1the dﬁme_m,‘? ‘I“'mt staff meetings, departmental meetings
:_rom urther abuse. On 02/10/15, when initia and if that is not sufficient CNA staff will
findings were presented to the DNS, she - . . s
. . . . be assigned in-service courses utilizing our
continued to define the first two incidents as ideo lib d oth tsid
consensual, demonstrating a lack of recognition v 6530 'brary and other outside resources.
of the immediacy of the situation and the risk of . .
harm o other residents. Measures the nursing home will take or
the systems it will alter to ensure that
Refer to F226 and F250 {for additional the problem does not recur:
information.
F 497 483.75(e)(8) NURSE AIDE PERFORM F 487 cNA staff has been notified of the
ss=£ REVIEW-12 HR/YR INSERVICE federal regulation requirement for
The facil I r ) continuing education and the HR
e facility must complete a performance review department wiil track the CNA progress in
of every nurse aide at least once every 12 i .
. , . fulfilling the 12 hour requirement. CNA
months, and must provide regular in-service staff will b tified terly of thei
education based on the ouicome of these ‘ € hotilied guarterly ot their
reviews. The in-service training must be : ?Ccf”,n“*at?d in-service hours for their
sufficient to ensure the continuing competence of ind ‘“d“al. license year, Education
| nurse aides, but must be no less than 12 hours opportunity for CNA staff will be offered
- per year, address areas of weakness as at the monthly general staff meetings,
determined in nurse aides’ performance reviews monthly licensed staff meetings,
and may address the special needs of residents departmental meetings and if that is not
as determined by the facility staff, and for nurse sufficient CNA staff will be assigned in-
aides providing services to individuals with service courses utilizing our video library.
cognitive impairments, also address the care of
the cognitively impaired.
This REQUIREMENT is not met as evidenced
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F 497  Continued From page 16 F 4dgw the nursing home plans to monitor
by: its performance to make sure that the
Based on interview and record review the facility solutions are sustained:
s failed to ensure at least 12 hours of annual
- in-service education was compieted for 6 of 6 The HR Department will track individual
- sampled Certified Nursing Assistants (NAC} (Staff progress of in-service education

-Members N. O, P, Q, R and 8} who provided

direct resident care. This failure had the potential |
‘{0 affect the quality of care provided to residents.
- Findings include:

requirements. The Administrator, Director
of Nursing and/or their assistants wili
ensure in-service education is scheduted,
attendance taken and delivered to the HR

- Review of the education records on 02/19/15 Department. ) o
revealed the following staff, all NACs, completed Date when correction action will be
- the following education during their latest 12 completed:
month cycle based on their hire date:
: Corrected 3/5/15
- Staff Member N completed approximately 8.5
hours of education between 05/06/13 and Title of personis) responsible to ensure
05/06/14. correction:

Staff Member O completed approximately 10.5

hours between 03/30/13 and 03/30/14. The Administrator and the Director of

Nursing will monitor this finding for

Staff Member P compleied approximately 8.75 continued compliance,
hours between 03/08/13 and 03/08/14, 5

Staff Member Q completed approximately 5.5
hours between 02/28/13 and 02/28/14.

Staff Member R completed approximately 7.5
hours between 10/28/13 and 10/28/14.

Staff Member S completed approximately 6.5
hours between 11/11/13 and 11/11/14.

On 02/19/15 &t approximately 2:00 p.m., Staff
Member L, an office worker, stated she was
responsible for documenting the continued
education the staff received in their files. She
- explained there was no system in place to
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monitor the amount of education each staff

i member had received. She further explained she

was not aware of the continued education
requirement for nursing assistanis.

On 02/19/15 at approximately 2:15 p.m., Staff

- Member M, the Assistant Director of Nursing

Services, stated she was responsible for tracking
the amount of continued education for all staff
until September of 2014 when she switched
positions. When asked about a current system to
monitor the continuing education hours, she
stated, "Nobody's at the heim "
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