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F 000! INITIAL COMMENTS F 000‘[
“This visit was for a Recertification and State i Introduction

Licensure Survey. This visit included the

Investigation of Complaint INDOOB40OS1. Praparation and completion of this

. . Plan of Correction does not
Complaint INOOOB4081 - Substantiated. ! constitute an admission or

Federal/state deficiencies related ta the ! agreement with the truth of the facts
 allegations are cited at F223, F225, F226, F250 i alleged, or the validity of the

and F280. . concluslons set forth, in the

. Statement of Deficiencies rendered

1 by the reviewing agency. This Plan

i‘ of Correction is prepared and

i executed because State and Federal
|

Survey dates: December 27, 28, 29, 30, 2010,
January 3, 4, 5, 2011

‘Facility number: 000442
Provider humber: 155621
AIM number: 100266510 ‘ ;

laws require it. The Provider
maintains that the alleged
defliciencies da not limit the
Provider's capacity to render
adequale patlent care.

Q)L\‘ Survey team:

Diane Hancock, RN, TC
Sue Webster, RN
\i Jodi Meyer, RN

Guylene Maurer, RD (12/27-12/30/10, 1/3, 1/4111) J

Furthermore, the Frovider asseris

that, as of the date(s) indicated in the
Plan, it is, or will be, in substantia) ;
compiiance with regulations i

JCensus bed type:

“SNF 45 : governing the licensure and - l
| SNFINF 58 ' : : operation qf long term care f‘:ﬂclll'fle?,
' Fotal 103 | ~ and that this Plan of Correction, inits |
I : ' entirety, constitutes the Provider's :
| Census payor type: ' credible allegation of such
' Medicare 14 compliance, .
' Medicaid 44 : :
! Other 45 a : I
A  Total 103 i i |
| Sample: 21 i

: 9— Q& - Supplemental sample: 13 ' ' . :
. I Th.ese deficiencies also reflect state findings in : I g NTER E D JAN 28 23“ '

| accordance with 410 1AC 16.2. \ , i

LAHORATCRY D];EGTOR‘S OR PROWIDER/SUFPLIER REPRESENTATIWE'S SIGNATURE ’ TITLE X6} DATE

Wty PYleasse WA ministvator szl

Any deﬁcienc; statemént ending wiﬂﬂ/‘{/asterisk ("} denotes a deficiency which tho institution may be excused from gorreating pmviding‘it is de’termined thal
other safeguards provide sufficiant profaction to tha patients. (See instructions,) Except for nursing homes, the findings stated above ara disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the abovo findings ard plans of corection are disclpsable 14
days following the date these documents are made avallable to tha faclilty. If deficiancies sre cited, an spproved plan of comection is requisia to cantinued
pragram participation. :

f
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' cognitively impaired residents, for 2 of 2 sampled

! residents with such behaviors, in the total sample ;
. of 21 (Residents N, Q). The residents exhibited !
; behaviors of fondfing/manipulating genital areas

! of each olher without adequate intervention to ;
! prevent the behaviors from reoccurring.

J Findings include:

1. During the initial tour on 12/27/10 at 10:18 -
a.m., LPN #4, the unit manager, identiied
Resident N as having dementia and being
cognitively impaired.

On 12/28/10 at 10:45 a.m., Certified Nursing :
Assistant [CNA] #6 was overheard telling resident :
N he wouid fike it where he was going. Resident |
: N had resided on the North unit for several years.
| When queried about the comment, the CNA :
| indicated resident N was being transferred to

(X4) 1o SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION b g
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLEFIGN
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DEFICIENGY) |
F 000 Continued From page 1 FO00| F223 _ Free from Abuse / i
1
involuntary Seclusion: :
Quality review 1/11/11 by Suzanne Williams, RN !
F 2231483.13(b), 483.13(b){1)(i) FREE FROM F 223 1. The twa residents invalved 5
$3=D! ABUSE/INVOLUNTARY SECLUSION were referred to a short term i
inpatient gero-psych unit for i
: The resident has the right to be free fram verbal, evaluation to address
sexual, physical, and mental abuse, corporal behaviors. One residentwas |
punishment, and involuntary seclusion. relocated on 12/30ta a i
. different unit in the facility, ’
The facility must not use verbal, mental, sexual, Care plans reviewed.
or physical'abuse, corporal punishmient, or 2. Any resident has the
involuntary seclusion, potential fo be affected by
; the alleged deficient practice.
- ) . Behavior minutes reviewed
This REQUIREMENT is not met as evidenced for any other report of similar
{ by: o behaviors by residents.
| Based on observation, Interview and record Care plans reviewed for
I review, the facility failed to ensure resident to those on behavior manitor.
i resident sexual contact did not accur between 3. Amandatory in-service was

presented by the
Ormbudsman on 113 on I
abuse prevention policies
and processes. Daily report
is obtained by the two , :
compliance nurses; 24 hour '
daily report logs reviewed by
compliance nurses. CN
(compliance nurse) will i
inquire daily from reporting
nurse if, on the previous day,
any allsgations of abuse
occurred at any level. All
required documentation in }
regard to an allegation will
be reviewed; care plan and !
interventions will be |
reviowed; notification of $S J
l

(Social Services) will be
verified.
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another room an the South unit.

Resident N's dlinical record was reviewed on
12/29/10 at 1:30 p.m. The record contained
diagnoses that included, but were not limited to,
alcoholism, alcoholic cirrhosis, alcohal induced
persisting dementia and depression,

The Nurses' Notes contained the following
entries:

"12/25/10 1 p.m. - Res gontinues to touch female
peers inappropriately. Reach's [sic] & pulls wic
[wheelchair] atarm off bottom of w/c and tumns off
& attempts to transfer self.”

12/28/10 1:30 p.m_ - "Transferred to froom
number]-report given to nurse.”

The Sacial Service progress notes, dated
12/28/10 [no time] contained the following entry:
"Due fo unsuccessfui interventions | called
daughter /POA [power of attorney] [name] for
consent to move [resident’s name] to a male
room available on the South unit "

Next entry, dated 12/28/10 [no tirne], contained
the following entry: "I spoke with resident
regarding his room change. 1 explained to
resident that the room change was due to his
continued behaviors.”

The Social Service Progress Notes, written before
the transfer, were reviewed at that time and
contained the following entries related to the
inappropriate touching of female residents-

“6/28/10 [no time] It was reported to me that
resident has inappropriately touched female staff

4. Repoited allegations of
abuse will be documented by
the compliance nurses and
reviewed with the Director of
Nursing on a daily basis,
Log of allegations will be
collected monthly and this
monitar will continue for a
minimum of six months and
will be assessed for
continued review at the
quarterly QA meeting.

5. 1/28
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and a resident. | explained to resident that it is
inappropriate to touch other people and he need
to keep his hands to himself. Resident stated "but
I'ma man.."™ .

Additional Social Service notes, dated 6/30/10,
8/13/10, 9/15/10, 11/22/10, and 12/1/10,
addressed continued sexually inappropriate
touching of female residents [not specific to
whorr] and staff,

The Monthly Mood and Behavior Monitoring
Flowsheet, reviewed at that time, contained the
documentation of the number of oceurrences of
the resident's physically inappropriate touching.
June 2010 (4), July (3), August (9), September
{18), and October the first through the ninth (8).
The record lacked any additional tracking of
behaviors for the rest of October, November or
December 2010,

The consulting psychiatrist's Physician Progress
Note, dated 11/21/10, included the following
history: “staff reports that pt has been rubbing
female resident, has been touching her
inappropriately and has been putiing his hands
down har shirt, Ptdenies any problem or any
concerns when asked about behaviors he said, |
fooling around.' Denied hopelessnessor  © !
helplessness,” . <

The treatment plan from the psychiatrist was as
I follows: “"Pt understands that he can't lay his

i hands on any one. 'no fun' he said upon
redirection. Kindly contact me should behavior

return. Follow up in 2 monthg."

: The Nurses'.Noles contained entries relating to
| this resident's inappropriate sexual behaviors of

1 |

i
i
i
i

i Tailure to follow palicy.

t

|

» assessment (including physical

F223 Addendum

The inservice by the ombudsman
included definitions of neglect and
abuse and indicators of abuse

indicalors, behavioral indicators,
indicators from family care giver).
information was pravided on the
definition of sexual abuse along with
various examples of sexual abuse,
Several examples were presented to
emphasize the difference between a
consenting adult vs. a resident with a
cognitive impairment. Staff signed
an acknowledgement that they had
received education and training on
abuse prohibition policy, including
sexual abuse and the means of
reporting these issues ta
management within the facility. This
acknowladgement included noting
receipt of the policy on abuse, a
check list of interventions to
comglete if such an event occurs and
explanation of disciplinary action lor
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Continued From page 4

holding anather resident’s hand, rubbing and
patting arms, discussion of sex with female
residents, and/or being in a female resident's
room since 4/28(10.

The record lacked documentation in the Nurses'
Notes of any hehaviors from 6/17/10 until 9/13/10.
On 9/13/10 at 10:00 a.m., the entry was as
follows: "Res making mapproprsate touching
gestures on female peers. Redirected and told
res gesture is inappropriate and not acceptable.
Qccurrence happened X 3. Redirected to room
and removed female peers. Female peer initiated
invite X 1.”

9/13/10 10:10 a.m. “SS [social service] notified of
touching incidents."

On 9/17/10 at 1:45 p.m., the physician was
notified of the “sexual behavior problem res is

result of his alcoholic dementia. Suggest that we
« continue to verbally cue him to not touch female !
' residents, Also suggest that he be separated !
from fernale resident when verbal cueing does
' not work. He said that {no] med will help these
: behawors therefore there is no new orders.”

| Resident N's last completed full Minimum Data
| Set Assessment, dated 6/22/10, indicated the

having." The physician's response was "hisisa |

. resident had short term and leng term memaory

| prcblems and was moderately impaired in |

! decision making. The assessment indicated the |

! i resident exhibited socially inappropriate behaviors!
: 1-8 days in the past 7 days. The Resident |
! Assessment Protocol summary indicated (he !
 resident was charted as rubbing a female !

| resident's arm, and was educated as to the i

' lnappropnateness of the action. ;

F223
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The resident's care plan was reviewed during the
record review. The care plans for "socially
inappropriate touching of staff and peers due to
dementia/ impaired cognition,” and "impaired
cognitive status of decision making, memory and
recall problems” had been updated on 9/13/10.

The goal for the inappropriate touching and
sexually inappropriate comments related to
dementia, was to have no episodes of
inappropriate touching.

The interventions were to assess/record changes
in:behaviar, report to physician significant
changes in behavioral status, provide
non-confrontational environment for care,
anticipate heeds and provide them before the
resident becomes overly stressed, explain to
resident in advance, share with resident other
options for dealing with feelings, reinforce positive
behavior, intervene during behavioral outbursts to
protect the safety of the resident and others by:
remove res from scena and redirect, and
investigate/monitor the need for
psychological/psychialric support. Provide
services if desired by the resident/family and
grdered by physician.

An additional care plan, dated 10/5/10, identified
"Sexually inappropriate AEB [as evidenced by]

| iInappropriate sexual camments, inappropriate

I touch [sic] of peers.” The goal was “will have
improvement in behaviors by the decrease of the
frequency, intensity, and/or duration of aberrant
activity.”

Interventions included. "Assess/record changes
in behavior, report to physician significant
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changes in behavioral stalus, provide
non-confrontational environment for care,
reinforce positive behavior, administer and
monitor effectiveness/side effects of medications
per order, and investigate/monitor the need for
psychofogical/psychiatric support and provide
services if desired by the resident/family and
ordered by the physician."

Both care plans lacked proactive interventions lo
prevent contact with female peers,

‘On 12/29/10 at 3:10 p.m., LPN #4 was queried !
about the behaviors and the room change, The |
LPN indicated that resident N's behaviors had
increased after female resident O was transferred
to the unit in March 2010, with an escalation in
the number of episades starting in August.

LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been observed in
the company of a female resident (Resident 0)
when resident O had been manipulating his
genitals. LPN #4 indicated the female resident
involved would occasionally motion with her finger
for resident N to come to her.

LPN #4 indicated resident N had also been
' observed rubbing the arm of another female
resident and that the female resident didn't like it.
1 LPN #4 indicated the family physician and the

, psychiatrist had been notified but had issued no
: orders other than to the watch the residents and
| keep them away from each other. LPN #4

indicated this was extremely difficult due to the

! location of the residents' rooms being near each |
| other and out of view unless staff remained in the !
i d:mng!lounge area of the unit.

'
1
'
]
|
!
i
L
!
:
|
i
i
i
|
|
|
il
i
1
i
|
:
I
1
|
i
i
|
!
|
1
|
'
|
!
!
1
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| The LPN indicated the incidents had been
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Continued From page 7

reporied to social service staff repeatedly. She |
indicated the social service staff were responsible !
for residents with behaviors to notify the i
psychiatrist, set up appointments, and work on =~ |
whait to do for the behaviors. :

LPN #4 indicated the resident had been evaluated'
for a level two screening [a mental health g
evaluation], by an outside casewarker, and it had |
been on her advice that the resident had been |
transferred to an available bed on the South unit,
to’keep him away from Resident O.

Director [SSD] was queried abotit resident N's -
behaviors. ‘She Indicated she was in the process |
of trying te get him transferred to an inpatient ;
psychiatric center that day. She stated "probably |
should have done that sconer” She indicated the |
resident had a problem with impulse control and
that the attending physician had not been
aggressive in his treatment. {

!
On 1/3/11 at 10:00 a,m., the Social Service -i
1
|

The SSD indicated that she was unaware of the
resident having been fondled by the female E
resident She indicated she only knew about him |
touching the female's breasts, hugging and
rubbing females. She indicated it had notbeen
reported to the state because it was "so sporadic, |
weeks when nothing would happen.” E

S8 [Secial Service employee] #1 was present at
the time of the interview. SS #1 indicated she
was responsible for the residents on the North
and South units. When she was gueried about

: the behaviars, she stated, "if they are really bad, |
[ it's talked about in the daily meeting, otherwise in |

F 223

i
+

{
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the weekly Friday behavior meeting." SS #1
indicated when behaviors occurred, she wouid go
and talk with the residents about the :
inappropriateness of the touching. She indicated
she was only aware of resident N's fondling the
breast of a female resident {0}, inappropriate
touching and prolonged hugs.

The SSD and SS #1 denied being made aware of
any manipulation of the genitals of resident N and
indicated the resident had never been on any one
to one monitoring. Neither indicated they had
informed the Administrator of the known behavior
of Resident N fondling Resident O's breast.

On 1/3/11 &t 12:05 p.m., the Behavior Manager
Meeting notes were reviewed. The notes only
contained the dates, name of residents
addressed and the type of behavior, i.e.
inappropriate touching. On the following dates
[ne imes] the notes identified the resident had
been discussed in the meeting because of
"inappropriate touching of females,” 9M7MaQ,
9/23/10, 11/2/10Q, 1213110, and 1217110,

On 1/3/11 at 5:45 p.m., RN #3, the evening shift

nurse on resident N's unit, was queried about the i
behaviors. She indicated resident N would touch :

resident O inappropriately. She indicated the .
CNA came and got her when the residents were

observed together; she had seen Resident O with |

her hands on his thigh area and genitals, on the
outside of his clothes, and she had reported the
incidents to the unit manager LPN #4.

On 1/3/11 at 11:25 a.m. the above information
was reviewed with the facility Administrator
[ADM], Director of Nursing Service [DNS] and RN
#1. All three indicated they were unaware of the

F223
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touching is."

side paralysm The

activity. LPN #4 ind
cognitively impaired.

Resident O's clinica

cerebrovascular dis
hematoms.

inattention. The ass
resident had behavi

others.

| assessment, dated

me?"

extent of the inappropriate behaviors. The DNS
stated he was “only aware of hand holding." RN
#1 stated, "only hand holding reported to me,*
and "should document what the inappropriate

2. During the initial tour, on 12/27/10 at, 10:21
a.m., resident O was identified, by LPN #4, as
havmg had history of a stroke resulting in right

resident was observed

seated in a wheelchair participating in a group

icated the resident was

I record was reviewed on

12/29/10 at 3:15 p.m. The record contained
diagnoses that included, but were not limited to,
1 morbid abesity, hemlplegia anxiety disorder,

ease, and subarachnoid

Resident O's most recent Minimum Data Set
Assessment, an annual assessment, was dated
1112512010, The assessment indicated the
resident had long term memory deficits, was not
oriented to time and had problems with

essmernt indicated the
ors; however, it did not

indicate the behaviors were directed toward

The record contained a level 1] mental health

212210, The narrative

: A review of the Nurses' Nates indicated the

| description indicated that she had made "saxually ;
inappropriate” remarks to a male aide. She :
reportedly stated "don't you want to have sex with |
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! following entries:

1 9/13110 10a.m. "Res asking male pear to come

. over to her wic. Male peer inappropriately

| touching female peer. Redirected and talked

! [with] res about inappropriate touching to her from
. Mmale peer. S5 nolified & res put on behavior -

! charting "

| 8/14/10 3:30 p.m. “Inappropriate inviting of male
* peer [with] touching x 1."

i B/29/10 3:25 p.m. “...was hugging another
.fesidentin am. Separated and told
! inappropriate.”

L 10/25/10 12:30 p.m. "Resin SDR [South dining

; room] for lunch. Res was moving w/c to side &
"+ bumping peer [with] wheelchalr. Staff moved res

i over and she was mumbling to peer then threw

' some food @ peer..."

- 10/29/10 1:20 p.m. "Res very rude and
. demanding this shift. Kicking open BR door when

‘peersareinBR..."

12/28/10 10 p.m. "Resident noted calling others :
"asshole.” Cursing at staff and other residents.. " |

The Social Service Progress Notes were then
‘reviewed. The notes contained the following i
- entries:

: 9/14/10 [no time] contained the following entry:

- “Talked with resident about male resident

. touching her inappropriately. | told resident that
: she can say no, move away and tell the nurse.

: Resident stated undersianding.”

{ The monthiy moed/behavior monitoring flowsheet, |

[
1
.
!
i
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Continued From page 11

dated September 2010 identified “requesting
touching from male prers” seven times from
September 12-30.

A care plan was implemented on 10/8/10 by
social services for "inappropriately touching of
peer” related to "requesting touching from male
resident.”

The interventions were to:

"Assess/record changes in behavior.”
"Report to physician significant changes "
“Provide non-confrontational environment for
care."

“Investigate/monitor the need for
psychological/psychiatric support. Provide
services if desired by the resident/family and
ordered by physician"

The care plan lacked proactive interventions to
prevent contact with male peer.

On 12/25/10 at 3:10 p.m., LPN # 4 was
interviewed about the behaviors and the reom
change of Resident N. The LPN indicatad that
resident N's behaviors had increased after female
resident O was transferred to the unit in March
2010, with an escalation in the number of
episodes starting in August.

LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been cbserved in
the company of a female resident (O) when
restdent O had been manipulating his genitals.
LPN #4 indicated that the female resident ()
invoived would occasionally motion with her finger
for resident N to come to her.

F223
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LPN #4 stated, "so much happens I'm sure it
doesn't all get charted.”

When queried about the lack of behavior : :
| monitoring flowsheet refating to the inappropriate i
t touching, LPN #4 indicated that when they
identified that the behavior was continuing, then
they care planned it, but they didn't use the t
monitoring sheets any more.

The LPN indicated the incidents had been ‘ }
reported {0 social service staff repeatedly. She !
indicated the social service staff were responsible
for residents with behaviors to notify the
psychiatrist, set up appointments, and work on
what to do for the behaviors. _

I

' 3. The Abuse Prohibition Palicy and Procedure

i was provided by the Administrator on 12/27/10 at

| 11:30 a.m. The policy was dated 8/6/08, The

| palicy indicated "Allegations/suspicions/reports of
abuse will be investigated immediately to ensure

( the safety and well being of the resident” The |

| definition of sexual abuse in the policy was as :

Hollows: “sexual abuse is sexual contact that f

. results fram threats, force or the inability of the :

i person to give consent." i

| This federal tag relates to complaint INOQ084081. | g

3.127(a)(1) ~‘ ? |
F 225 | 483,13(c)(1)(ih-(ii), ()(2) - (4) F 2251 |
a8=p | INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

: The facility must not employ individuals who have :
been found guilty of abusing, neglecting, or
|

' mistreating residents by a court of law; or have
: had a finding entered into the State nurse aide

i
i
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{X4) ID

SUMMARY STATEMENT OF DEFICIENCIES

| The facility must ensure that all alleged violations

of residents or misappropriation of their property;
and report any knowledge it has of actions by a l
court of law against an employee, which would
indicate unfithess for service as a nurse aide or
other facility staff to the State nurse alde reqistry
or licensing autherities.

involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that alt alleged
vialations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress,

The resuits of all investigations must be reported
to the administrator or his designated

: representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the

s incident, and if the alleged violation is verified
appropriate corrective action must be taken,

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview and record

! review, the facility failed to ensure resident to
 resident sexual contact between cognitively

| Impaired residents was reported to the

. administrator of the facility immediately, and to

[y} PROVIDER'S PLAN OF CORRECTION %5
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: DEFICIENCY)
F 225 Continued From page 13 _ F225) Foo5-— InvestlgatelReport Allagation/
registry concerning abuse, neglect, mistreatment Individuals

1. Minutes from Behavior
Meeting were reviewed for
any residents involved in
incidents of sexual contact;
the two resldents noted were
evaluated at an inpatient
gerc-psych unit. One
resident was reiocated an
12/30 to a differant unit in the
facility. Care plans
reviewed.

2. Any resident has the
potential to be affected by
the alleged deficiant practice.
Staff was in-serviced by the
local Ombudsman ina
mandatory in-service in
regard to abuse prevention
policies and processes.
Behavior minutes reviewed
for any other report of similar
behaviors by residents,

Care plans reviewed for
those on behavior manitor.

3. Daily report is obtained by
the two compliance nurses;
24 haur daily report logs
reviewed by compliance
nurses. CN will inquire daily
from reporting nurse if, an
the previous day, any
allegations of abuse
occurred at any level. If any
new occurrence Is reported

-that was not immediatesly
reported to either the i
I
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the State Agency, and was prevented from
recurring, for 2 of 2 sampled residents with such
behaviers, in the total sample of 21 (Residents N,
0). The residents exhibited behaviors of.
fondling/manipulating genital areas of each other
on multiple occasions.

Findings include:

1. During the initial tour on 12/27/10 at 10:18
a.m., LPN #4, the unit manager, identified
Resident N as having dementia and being
cognitively impaired.

On 12/28/10 at 10:45 a.m., Certified Nursing
Assistant [CNA] #6 was overheard telling resident
N he would like it where he was going. Resident
N had resided on the North unit for several years.
When queried about the comment, the CNA

| indicated resident N was being transferred to

another room on the South unit,

Resident N's clinical record was reviewed on
12/29/10 at 1:30 p.m. The record contained
diagnoses that included, but were not limited to,
alcoholism, aleoholic cirrhosis, alcohol induced
persisting dementia and depression.

The Nurses' Notes contained the foliowing
entries:

"12/25/10 1 p.m. - Res continues to touch female
peers inappropriately. Reach's [sic] & pulls wic
fwheelchair] alarm off bottom of w/e and turng off
& atternpts to transfer self.”

12/28/10 1:30 p.m. - "Transferred to [room
numberl-report given to nurse."
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Director of Nursing or the
Administratar, staff will be
disciplined.

4. Reported allegations of
abuse will ba documented by
the compliance nurses and
reviswed with the Director of
Nursing on a daily basis.
Log of allegations will be
collected monthly and this
menitor will continue for a
minimum of six months ang
will be assessed for
continued review at the
quarterly QA meeting.

5. 1/28

;/7,9[11
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The Social Service progress noles, dated

12/28/10 [no time] contained the following entry:

"Due to unsuccessful interventions 1 called

daughter /POA [power of attorney] [name] for-

consent to move [resident's name] to a male
room available on the South unit., .*

l :

; Next entry, dated 12/28/10 [no time], contained
the following entry: "l spoke with resident

l : regarding his room change. | explained to

i resident that the room change was due to his

continued behaviars.”

The Soclal Service Progress Notes, written before
‘the transfer, were reviewed at that time and
‘contained the following entries related to the

| inappropriate touching of fermale residents:

*5/28/10 [no time] it was reported to' me that
resident has inappropriately touched fernale staff
and a resident | explained o resident that it is
inappropriate to touch other people and he need
to keep his hands to himself. Resident stated butl
I maman.™

Addnt:onal Social Service notes, dated 6/30/10,
l 9713710, 8/15/10, 11/22/10, and 12/1/10,

: addressed continved sexually inappropriate |
i touching of female residents [not specific to

whom] and staff.

The Monthly Mood and Behavior Monitoring
| Flowsheet, reviewed at that time, contained the |

. documentation of the number of occurrences of ,
' ! the resident’s physically inappropriate touching. !

June 2010 (4), July (3), August (9), September |

 (18), and October the first through the ninth (8). |
| The record lacked any additional tracking of !
| behaviors for the rest of October, November or |
H . I
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F 225 Addendum

The inservice by the ombudsman
included definitions of neglect and
abuse and indicators of abuse i
assessment (including physical
indicators, behavioral indicators,
indicators from family care giver).
Information was provided on the
definition of sexual abuse along with
various examples of sexual abuse.
Several examples were presented to
emphasize the difference between a
consenting adult vs. a resident with a
cognitive impairment. Slalf signed
an acknowledgement that they had
received educalion and training on
abuse prohibition policy, including
sexual abuse and the means of
reporting these issues to
management within the facility. This
acknowiedgement included noting
receipt of the policy on abuse, a
check list of interventions lo
complele it such an event occurs and
explanation of disciplinary action for
failure to follow policy. i

Any report of resident to resident |
contact between cognitively impaired
raesidents will be reported-tonursing i

admiristretierwitt immediately retify o !
the Administrator. Compliance
nurses will inguire daily about any
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; Decembar 2010.
| The consulting psychiatrist's. Physician Progress
Note, dated 11/21/10, included the following
history: "staff reports that pt has been rubbing
female resident, has been touching her

- inappropriately and has been putting his hands

: down her shirt. Pt denies any problem or any

: concerns when asked about behaviors he said.

i 'fooling around. Denied hopelessness or
helplessness.”

The treatment plan from the psychiatrist was as
! ollows: "Pt understands that he can't lay his
 hands on any one. 'no fun' he said upon

, redirection. Kindly contact me should behavior
i retum. Follow up in 2 months.”

The Nurses' Notes contained entries retating to
this resident’s inappropriate sexual behaviors of
holding another resident's hand, rubbing and
patting arms, discussion of sex with female
residents, and/or being in a female resident's

i room since 4/28/10.

: The record lacked documentation in the Nurses' |
: Nates of any behaviors from 6/17/10 until 8/13/10.
+ On 9/13/10 at 10:00 a.m., the entry was as |
 follows: "Res making inappropriate touching i
| gestures on female peers. Redirected and told

! res gesture is inappropriate and not acceptable,

| Oceurrence happened X 3. Redirected to room

| and removed female peers. Female peer initiated
invite X 1.

1911310 10:10 a.m. "SS [social service] nofified of
: touching incidents.”
H

i
| On 9/17/10 at 1:45 p.m,, the physician was

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID- PROVIDER'S PLAN OF CORRECTION ")
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allegations of abuse when reviewing
daily report with nursing staff,
Compliance nurse will also notify
Director of Nursing and Administrator
of any allegations discovered during
daily report that were not already
reported. The Administrator will
complele a full investigation and file
the appropriste reporl with the ISDH.
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Assessment Protocol summary indicated the

| resident's arm, and was educated as to the

Continued From page 17

notified of the "sexual behavior problem res is
having." The physician's response was "hisis a
result of his alcoholic dementia. Suggest that we
continue to verbally cue him to not touch female
residents. Also suggest that he be separated
fromn female resident when verbal cueing does
notwark. He said that [no] med will help these
behaviors, therefore there is no new orders.”

Resident N's last completed fult Minimum Data
Set Assessment, dated 6/22/10, indicated the
resident had short term and long term memory
problems and was moderately impaired in
decision making. The assessment indicated the
resident exhibited socially inappropriate behaviors
1-3 days in the past 7 days. The Resident

resident was charted as rubhing a female
inappropriatenass of the action.

The resident's care plan was reviewed during the
record review. The care plans for "socially
inappropriate touching of staff and peers due to
dementia/ impaired cognition,” and "impaired
cognitive status of decision making, memory and
recall probiems™ had been updated on 8/13/10.

The goal for the inappropriate touching and
sexually inappropriate comments related to
dementia, was to have no episodes of
inappropriate touching.

The interventions were |0 assess/record changes
in behavior, report to physician significant
changes in behavioral status, pravide
non-confrontational envirehment for care,
anticipate needs and provide them before the
resident becornes overly stressed, explain to

F 225
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resident In advance, share with resident ather !
options for dealing with feelings, reinforce positive '
behavior, intervene during behavioral outbursts to |
protect the safety of the resident and others by: i
remove res from scene and redirect, and :
investigate/monitor the need for !
psychological/psychiatric support, Pravide

services if desired by the resident/family and '
ordered by physician. i

An additional care plan, dated 10/5/10, identified
"Sexuailly inappropriate AEB [as evidenced by]
inappropriate sexual comments, inappropriate
touch [sic] of peers.” The goal was "will have
impravement in behaviors by the decrease of the
frequency, intensity, and/or duration of aberrant
activity,"-

Interventions included: "Assessfrecard changes
in behavior, report ta physician significant
changes in behavioral status, provide i
non-confrontational environment for care,
reinforce positive behavior, administer and _
monitor effectiveness/side effects of medications :
per crder, and investigate/manitor the need for ¢

| psycholagical/psychiatric support and provide

services If desired by the resident/family and
ordered by the physician *

Both care plans lacked proactive interventions to
prevent contact with female peers,

On 12/20/10 at 3:10 p.m., LPN #4 was queried
about the behaviors and the room change. The |
LPN indicated that resident N's behaviors had E
increased after female resident O was transferred |
to the unitin March 2010, with an escalation in
the number of episodes starting in August. '

F 225
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LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been observed in
the company of a female resident (Resident 0)
when resident O had been manipulating his
genitals. LPN #4 indicated the female resident
involved would occasiorally motion with her finger
for resident N to come to her,

LPN #4 indicated resident N had aiso been
observed rubbing the arm of another female
resident and that the female resident didn't like it,
LPN #4 indicated the family physician and the
psychiatrist had been notified but had issued no
orders cther than to the watch the residents and
keep them away from each ather. LPN #4
indicated this was extremely difficult due to the
location of the residents' rooms being near each
other and out of view unless staff remained in the
dining/lounge area of the unit. .

The LPN indicated the incidents had been
reported to social service staff repeatedly. She
indicated the social service staff were responsible
for residents with behaviors ta notify the
psychiatrist, set up appeintments, and work on
what to do for the behaviors.

LPN #4 indicated the resident had been evaluated
for a level two screening [a mental health
evaltuation], by an outside caseworker, and it had
been on her advice that the resident had been
transferred to an available bed on the South unit,

. to keep him away from Resident O.

| On 113411 2t 10:08 a.m., the Social Service

Director [SSD] was queried about resident N's
behaviors. She indicated she was in the process

: of trying to get him transferred to an inpatient
l
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Continued From page 20

psychiatric center that day, She stated "probably
should have done that sconer.” She indicated the
resident had a problem with impulse contral and
that the attending physician had not been
aggressive in his treatmant

The S&D indicated that she was unaware of the
resident having been fondled by the female
resident. She indicated she only knew about him
touching the female's breasts, hugging and
rubbing females. She indicated it had not been
reported to the state because it was "so sporadic,
weeks when nothing woulld happen "

SS [Sociat Service employee] #1 was present at
the time of the interview. $S #1 indicated she
was responsible for the residents on the North
and South units, When she was queried about
the behaviors, she stated, "if they are really bad,
it's talked about in the daily meeting, otherwise in
the weekly Friday behavior meeting." $S #1
indicated when behaviors occurred, she would go
and talk with the resldents about the
Inappropriateness of the touching. She indicated
she was only aware of resident N's fondling the
breast of a female resident (Q), inappropriate
touching and prolonged hugs.

The SSD and SS #1 denied being made aware of
any manipulation of the genitals of resident N and

| indicated the resident had never been on any one

to ong menitoring. Neither indicated they had
informed the Administrator of the known behavior
of Resident N fondling Resident Q's breast.

On 1/3/11 at 12:05 p.m., the Behavior Manager

i Meeting notes were reviewed. The notes only

contained the dates, name of residents
addressed and the type of behavior, ie.

F 225
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inappropriate touchi
Ino times] the notes

On 1/3M1 at 5:45 p.
nurse on resident N*

resident O inapprop
CNA came and got

incidents to the unit

#1. All three indicat

stated he was "only

touching is.”

2. During the initial

side paralySIs The
. seated in a wheelch
i activity. LPN #4 indi
cognitively impaired,

: Resident O's clinica

f diagnoses that Inclu

been discussed in the meeting because of
“inappropriate touching of females," 9/17/10,
8/23/10, 11/2/10, 1273/10, and 12/17/10.

behaviors. She indicated resident N would touch

observed together; she had seen Resident O with
her hands on his thigh area and genitals, on the i
outside of his clothes, and she had reported the |

On 143/11 at 11:25 a.m. the above information
was reviewed with the facility Administrator
[ADM], Director of Nursing Service [DNS] and RN

extent of the inappropriate behaviors. The DNS

#1 stated, "only hand holding reported to me "
and "should document what the inappropriate

ng. On the following dates
identified the resident had

m., RN #3, the evening shift
s umt was queried about the

riately. She indicated the
her when the residents were

manager LPN #4.

ed thay were unaware of the

aware of hand holding.” RN

-
tour, on 12/27/10 at 10-21 i

a.m., resident O was identified, by LPN #4, as :
havmg had history of a stroke resulting in nght !

resident was obsarved
air participating in a group
icated the res:dent was

| record was reviewed on

| 12/28/10 at 3:15 p.m. The record contzined

| morbid cbesity, hemiplegia, anxiety disorder,
| cerebrovascular disease, and subarachnoid

|
ded, but were not limited to, ‘
i
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-others.

description indicated that she had made “sexually '

Continued From page 22
hematoma.

Resident O's most recent Minimum Data Set
Assessment, an annual assessment, was dated
11/26/12010. The assessment indicated the
resident had long term memory deficits, was not
oriented to time and also had problams with
inattention. The assessment indicated the
resident had behaviors; however, it did not
indicate the behaviors were directed toward

The record contained a level Il mental health
assessment, dated 2/22/10. The narmrative

inappropriate” remarks to a male aide. She
reportedly stated "don't you want to have sex with |
me?n

A review of the Nurses' Notes indicated the
following entries;

9/13/10 10 a.m; "Res asking male peer to come
over to her wic. Male peer inappropriately
touching female peer. Redirected and talked
[with] res about inappropriate touching to her fram
male peer. S§ notified & res put on behaviop
charting.”

9/14/10 3:30 p.m. "Inappropriate inviting of male |
peer [with] touching x 1."

9/29/10 3:25 p.m. “._was hugging another
resident in a.m. Separated and told
inappropriate.”

10/25/10 12:30 p.m. "Res in SDR [South dining
room] for lunch. Res was moving wic to side &
bumping peer [with] wheelchair. Staff moved res
over and she was mumbling to peer then threw

'
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.| touching her inappropriately. 1 told resident that

| psychologicallpsychiatric support. Provide

some food @ peer...”

10/28/10 1:20 p.m. "Res very rude and
demanding this shift. Kicking open. BR door when
peersarein BR.."

12/28/10 10 p.m. "Resident noted calling others
"asshole." Cursing at staff and other residents..."

The Social Service Progress Notes were then
reviswed. The notes contained the following
entries:

9/14/10 [no time] contained the following entry:
"Talked with resident about imale rasident

she can say no, move away and tell the nurse.
Resident stated understanding.”

The monthly mood/behavior monitoring flowsheet,
dated September 2010 identified “requesting
touching from male peers” seven times from
September 12-30.

A care plan was implemented on 10/8/10 by
social services for “inappropriately touching of
peer” related to "requesting touching from male
resident.”

The interventions were ta: |
"Assessiracaord changes in behavior.”
"Repart to physician significant changes.”
"Provide nen-confrontational environment for
care.”

"Investigate/monitar the need for

services if desired by the resident/family and
ordered by physician.”

Pl
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The care plan lacked proactive interventions to
prevent contact with malte peer.

On 12/26/10 at 3:10 p.m. LPN # 4 was queried
about the behaviors and the room change of
Resident N. The LPN indicated that resident N's
behaviors had increased after female resident 8]
was transferred to the unit in March 261 0, with an
escalation in the number of episodes starting in
August.

LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been observed in
the company of a female resident {O) when
resident O had been manipulating his genitals.
LPN #4 indicated that the fernale resident (O)
involved would occasionally motion with her finger
for resident N to come to her,

LPN #4.stated, "so rmuch happens I'm sure it
doesn't all get charted.”

When queried about the lack of behavior
monitoring flowsheet relating to the inappropriate
touching, LPN #4 indicated that when they

| identified that the behavior was continuing, then

i they care planned it, but they didn't use the

i’ monitoring sheets.any more,

The LPN indicated the incidents had been

i reported to social service staff repeatedly. She

; indicated the social service staff were responsible
( for residents with behaviors to notify the

| psychiatrist, set up appointments, and work on

i what to do for the behaviors.

|
i 3. The Abuse Prohibition Policy and Procedure

: wag provided by the Administrator on 12/27/10 at
I
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through established proceduras. "

Continued From page 25

11:30 a.m. The policy was dated 8/6/08. The
policy included, but was not limited to, the
following: "Allegations/suspicionsireports of abuse
will be investigated immediately to ensure the
safety and well being of the resident” The
definition of sexual abuse in the policy was as
follows: "sexual abuse Is sexual contact that
results from threats, force or the inability of the
person to give consent” '

For Prevention, "reported instances of any of the
above situations wilt be investigated immediately
and reported to the appropriate authorities and
agencies. A determination should be made by
immediate care team members as to the
appropriateness of keeping the resident in the
same selting where the alleged incident
oceurred...”

4. The'policy and procedure for "Reportable
Unusual Occurrences to the State” was provided
by the Director of Nurses on 1/5/11 at 1:50 p.m.
The policy indicated the following: “All unusual
occurrences reported to the Indiana State
Department of Health (ISDH) will be
recorded/tracked/monitored to ensure residents
are receiving approprate care and services."

The Procedure ingiuded, but was not limited to,
the following: “Facilities are required by law to
report unusual occurrences within 24 hours of
occurrence to the Long Term Care Division. CFR
{Code of Federal Regulations] 483.13(¢)(2) states
that 'the facility must ensure that all slleged
violations involving mistreatment, neglect, or
abuse, including injuries of unknawn source and
misappropriation of resident property are reported
immediately ta the administrator of the facility and |
to other officials in accordance with State law

F225
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by:

reported {0 the adm
immediately, and to

Findings include:

1. During the initial

cognitively impaired

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

This REQUIREMENT js not met as evidenced

-Based on observation, interview and record:
review, the facility failed to implement their abuse
policy to ensure resident to resident sexual
contact between cognitively impaired residents
did not oceur, to ensure the behavior was

sampled residents with such behaviors, in the
total sample of 21 (Residents N, O). The
residents exhibited behaviors of
fondling/manipulating genital areas of each other
on multiple occasions, without revision of
interventions, investigation and notification.

a.m., LPN #4, the unit manager, identified
Resident N as having dementia and being

inistrator of the facility
the State Agency, for 2 of 2

tour on 12/27/10 at 10;18
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“The facility must contact the ISDH within 24
hours upon determining a situation exists (or
existed) that is reportable under these
guidefines."
This federal tag relates to complaint INOOGB4081.
3.1-28(c)
F 226 | 483.13(¢) DEVELOP/AMPLMENT F226| F226 — Develop/implement
85=D | ABUSE/NEGLECT, ETC POLICIES Abuse/Neglect Policies

1. Residents involved were
referred to an inpatient gero-
psych unit for evaluation to
address behaviors. One
resident was relocated on
12/30 to a different unit in the
facility. Care plans
reviewed.

2. Any resident has the
potential to be affected by
the alleged deficient practice.
Staff was in-serviced by the
local Ombudsman in a
mandatory in-service in
regard o abuse prevention
policies and processes. -
Behavior minutes reviewed
for any other report of similar
behaviors by residents,

Care plans reviewed for
those on behavior monitor.

3. Daily report is obtained by
the two compliance nurses:
24 hour daily report logs i
reviewed by compliance '
nurses. CN will inquire daily
from reporting nurse if, on

FGRM CMS-2667(02-80) Previous Varsions

Obsolata Evant ID:L41011

Facllily ID: DD04a2

If continuatlon sheet Page 27 of 87




FEB-11-2011(FRI) 15:01 PINE HAVEN REHRE -STOCKER] (FHX)B]E.LIGT 4209 P.0c9

‘ NTED:

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI,:SEB, A‘?;;%%?gé

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PRO\HDERJSUPPUERICL]A (¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND.PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETER

A, BUILDING
C
155621 B. WING 01/05/2011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2iP CGDE

34
PINE HAVEN HEALTH AND REHABILITATION CENTER 00 STOCKER DR
i EVANSVILLE, IN 47720
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (8]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 226 | Continued From page 27 i F226

i the previous day, any

. . 5 allegations aof abuse
On 12/28/10 at 10:45 a.m., Certified Nursing i accurred at any level. If any
Assistant [CNA] #8 was overheard telling resident I

il . : new occurrence is reported
N he would like it where he was going. Resident that was nat immedisﬁely

reported 1o either the
Director of Nursing or the !
Administrator, staff will be
disciplined.

4, Reported allegations of
abuse will be documented by
the compliance nurses and
roviewed with the Director of |
Nuising on a daily basis.
Log of allegations wiil be

! collected monthly and this

! manitor will continue for a

i minimum of six months and

I

[

N had resided on the North unit for several years. |
When guetied about the comment, the CNA ;
Indicated resident N was being transferred to ;
another room on the South unit, II

Resident N's clinical record was reviewed on

12/28/10 at 1:30 p.m. The record contained [
diagnoses that included, but were not limited to, |
alcoholism, alcohalic eirrhosis, aleohol induced ;
persisting dementia and depression, !

The Nurses' Notes contained the following
entries:

"12/25/10 1 p.m. - Res continues to touch female : wil l?e assessved for
peers inappropriately. Reach’s [sic] & pulls w/e continued review at the
[wheelchair] alarm off bottom of wic and turns off | quarterly QA meeling. 1% / T
& attempts to transfer self.” ; 5. 1/28

12/28/10 1:30 p.m. - "Transferred to [room
| humberl-report given to nurse.”

The Social Service progress notes, dated
12/28/10 [ne time] contained the following entry: | ; !
"Due to unsuccessful interventions | called :
daughter /POA [power cof attorney] [name] for f
consent to move [resident's name] to a male !
raom available on the South unit..." -

Next entry, dated 12/28/10 [no time], contained i i
the following entry: "I spoke with resident ! |
regarding his room change, ] explained to '
resident that the room change was due to his
continued behaviors."

] , _ i

If continuation sheet Page 28 of B7
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The Social Service Progress Notes, written before F 226 Addendum
the transfer, were reviewed at that time and The inservice by the ombudsman
contained the fallowing entries related to the included definitions of neglect and
inappropriate touching of female residents: abuse and indicators of abuse
assessment (including physical
"5/28/10 [no time] It was reported to me that indicators, behavioral indicators,
resident has inappropriately touched female staff indicators from family care giver).
and a resident. | explained to resident that it is Information was provided on the
inappropriate to touch other people and he need definition of sexual abuse along, with
to keep his hands to himself. Resident stated 'but variaus examples of sexual abuse.
I'm a man..." Several examples were presented to
emphasize the difference belweon a
Additional Social Service notes, dated 6/30/10, consenting adult vs. a resident with a
9113110, 911510, 11/22/10, and 12/1/10, - cognilive impairment. Staff signed
addressed continued sexually inappropriate an acknowledgement that they had
louching of fernale residents [not specific to received education and training on
whom)] and staff; . abuse prohibilion policy, including
.sexual abuse and the means of
The Monthly Mood and Behavior Monitoring reporting these issues to
Flowsheet, reviewed at that time, contained the management within the Facility. This
documentation of the number of occurrences of acknowledgement included noling
the resident's physically inappropriate touching. receipt of the policy on abuse, a
June 2010 (4), July (3), August (9), September check list of interventions to
(18), and October the first through the ninth (8). complete if such an event occurs and
The record lacked any additional tracking of expianation of disciplinary action for
behaviors for the rest of Qctober, November-or failure to follow palicy.
December 2010,
The consulting psychiatrist's Physician Progress Any report of resident to resident
Note, dated 11/21/10, included the following contact between cognitively impaired
history: "staff reports that pt has been rubbing residents will be reported to nursing
female resident, has been touching her _ administration either through Social
inappropriately and has been putting his hands Services or direct care staff: Nursing )
down her shirt. Pt denies any problem or any administration will immediately notify
concerns when asked about behaviors he said, the Administrator. Compliance
‘fooling around.! Denied hopelessness or nurses will inquire daily about any
helplessness.” allegations of abuse when reviewing
daily report with nursing staff,
The treatment plan from the psychiatrist was as Compliance nurse will also notify
! |
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follows: "Pt understands that he can't lay his
hands on any one. 'no fun' he said upon
redirection. Kindly contact me should behavior
return. Follow up in 2 months.”

The Nurses’ Notes contained entries relating to
this resident's inappropriate sexual behaviors of
helding another resident's hand, rubbing and
patting arms, discussion of sex with female
residents, and/or being in a female resident's
room since 4/28/M10.

The record lacked docurnentation in the Nurses'
Notes of any behaviors from 8/17/10 until 9/13/10.
On 8/13110 at 10:00 a.m., the entry was as
follows: “Res making inappropriate touching
gestures on female peers. Redirected and toid
res gesture is inappropriate and not acceptable.
Occurrence happened X 3. Redirected to room
and removed female peers. Female peer initiated
invite X 1."

9/13/10 10:10 am. “SS [social service] nolified of
touching incidents.”

On 9/17/10 at 1:45 p.m., the physician was
notified of the “sexual behavior problem res is
having." The physician’s response was "his is a
result of his alcoholic dementia. Suggest that we
continue to verbally cue him to not touch female
residents. Also suggest that he be separated
from fernale resident when verbal cueing does
not work. He said that [no] med will help these
behaviors, therefore there is no new orders."

Resident N's last complated full Minimum Data
Set Assessment, dated 6/22/10, indicated the
resident had short term and long term memory
problems and was moderately impaired in

Director of Nursing and Administralor
of any allegations discovered during
daily report that were not already
reported. The Administrator will

: complete a full investigation and file
Hhe appropriate report with the ISDH,
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decision making. The assessment indicated the

! resident exhibited socially inappropriate behaviors
! 1-3 days in the past 7 days. The Resident

| Assessment Protocol summary indicated the

| resident was charted as rubbing a female

[ regident's arm, and was educated as o the

I inappropriateness of the action.

! The resident's care plan was reviewed during the
i record review. The care plans for "socialty

| inappropriate touching of staff and peers due to

' dementia/ impaired cognition,” and “impaired

! cognitive status of decision making, memory and
! recall prablems" had been updated on 9/13/10.

: The goal for the inappropriate touching and
+ sexually inappropriate comments related to
i dementia, was to have no episodes of
 inappropriate touching.

| The interventions were to assess/record changes
t in behavior, report to physician significant
| changes in behavioral status, provide
! non-confrontational environment for care, c
: anticipate needs and provide them hefore the . i
 resident becomes overly stressed, explain to '
| resident in advance, share with resident other
; options for dealing with feelings, reinforce positive |
: behavior, intervene during behavioral outbursts to |
| protect the safety of the resident and others by:
; remove res from scene and redirect, and -
| investigate/monitor the need for ;
! psychological/psychiatric support. Provide !
 services if desired by the resident/family and i
j ordered by physician. i
| '
|
|
|

An additional care plan, dated 10/5/10, identified
| Sexually inappropriate AEB [as evidenced by]
| inappropriate sexual comments, inappropfiate

!
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Continued From page 31

touch [sic} of peers." The goal was “will have
improvement in behaviors by the decrease of the
frequency, intensity, andfor duration of aberrant
activity." :

Interventions included: “Assess/record changes
in behavior, report to physician significant
changes in behavioral status, provide
non-confrontational environment for care,
reinforce positive behavior, administer and
monitor effectiveness/side effects of medications
per order, and investigate/monitor the need for
psychological/psychiatric support and provide
services if desired by the resident/family and
ordered by the physician."

Both care plans lacked proactive Interventions to
prevent contact with female peers.

On 12/28/10 at 3:10 p.m., LPN #4 was queried
about the behaviors and the room change. The
LPN indicated that resident N's behaviors had
increased after fernale resident O was transferred
1o the unit in March 2010, with an escalation in
the number of episodes stariing in August.

LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been observed in
the company of a female resident (Resident 0)
when resident O had been manipulating his
genitals. LPN #4 indicated the female resident
involved would occasionally motion with her finger
for resident N to come to her.

LPN #4 indicated resident N had also been i
observed rubbing the arm of anather female !
resident and that the female resident didn't jike it.
LPN #4 indicated the family physician and the

F 226
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Continued From page 32

psychiatrist had been notified but had issued no
orders other than o the watch the residents and
keep them away from each other. LPN #4
indicated this was extremely difficult due to the
iocation of the residents' rooms being near each
other and out of view unless staff remained in the
diningflounge area of the unit.

The LPN indicated the incidents had been
reported to social service staff repeatedly. She
Indicated the sccial service staff were responsible
for residents with behaviars to notify the
psychiatrist, set up appointments, and work on
what to do for the behaviors.

LPN #4 indicated the resident had been evaluated
for a level two screening [a mental health
evaluation], by an outside caseworker, and it had
been on her advice that the resident had been
transferred to an available bed on the South unit,
to keep him away from Resident O.

On 1/3/11 at 10:08 a.m., the Social Service
Director [SSD] was queried about resident N's
behaviors. She indicated she was in the process
of trying to get him transferred to an inpatient
psychiairic center that day. She stated “probably
should have done that sooner She indicated the
resident had a problem with impulse control ang
that the attending physician had not been
aggressive in his treatment.

The SSD indicated that she was unaware of the
resident having been fondled by the female
resident. She indicated she only knew about him
touching the female's breasts, hugging and

rubbing females. She indicated it had not heen

reported to the state because it was "so sporadic, !

weeks when nothing would happen.* 5

F 226
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SS [Social Service employee] #1 was present at
the time of the interview. S8 #1 indicated she
was responsible for the rasidents on the North

i and South units. When she was queried about

: the behaviars, she stated, “if they are really bad,
it's talked about in the dally meeting, otherwise in
the weekly Friday behavior meating.” SS #1
indicated when behaviors occurred, she would go
and talk with the residents about the
inappropriateness of the touching. She indicated
she was only aware of resident N's fondiing the
breast of a female resident (O), inappropriate

|l touching and prolonged hugs.

| The SSD and SS #1 denied being made aware of
| any manipulation of the genitals of resident N and .
r indicated the resident had never been on any one |
| to one monitoring. Neither indicated they had

| informed the Administrator of the known behavior

i of Resident N fondling Resident O's breast.

‘ On 1/3/11 at 12:06 p.m., the Behavior Manager

| Meeting notes wera revuewed The notes only

i contained the dates, name of residents

' addressed and the type of behavior, i.e.

- Inappropriate touching. On the following dates

' [no times] the notes identified the resident had

: been discussed in the meeting because of

- "inappropriate touching of famales,” 9/17/10,

: 8/23/10, 11/2/10, 12/310, and 121710,

I

: On 1/3/11 at 5:45 p.m., RN #3, the evening shift
. NUrse on resident N's umt was gueried about the
: behaviars. She indicated resident N would touch :

i resident O inappropriately. She indicated the i

; CNA came and got her when the residents were

i observed together; she had seen Resident O with

| her hands on his thigh area and genitals, on the

F226
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12728010 at 3:15 p.m. The record contained

Continued From page 34

outside of his clothes, and she had reported the
incidents to the unit manager LPN #4,

On 1/3/11 at 11:25 a.m. the above information
was reviewed with the facility Administrator
[ADM], Director of Nursing Service [DNS) and RN
#1. All three indicated they were unaware of the
extent of the inappropriate behaviors. The DNS
stated he was "only aware of hand holding.” RN
#1 stated, "only hand holding reported to me,”
and "should docurmnent what the inappropriate
touching is.”

2. During the initial tour, on 12/27/10 at 10:21
a.m., resident O was identified, by LPN#4, as
having had history of a stroke resulting in right
side paralysis. The resident was obsetved
seated in a wheelchair participating in a group
activity. LPN #4 indicated the resident was
cognitively impaired,

Resident O's clinical record was reviewed on

diagnoses that included, but were net limited to,
morbid obesity, hemiplegia, anxiety disorder,
cerebrovascular disease, and subarachnoid
hematoma.

Resident O's most recent Minimum Data Set
Assessment, an annual assessment, was dated
11/25/2010. The assessment indicated the
resident had long term memory deficits, was not
oriented to time and also had problems with
inattention, The assessment indicated the
resident had behaviors; however, it did not
indicate the behaviors were directed toward
pthers.

The record contained a level Il mental health

F 228
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assessment, dated 2/22/10. The namative
description indicated that she had made "sexually
inappropriate” remarks o a male aide. She
reportedly stated "don't you want to have sex with
me?"

A review of the Nurses' Notes indicated the
following entries: : :
8/13/10 10 a.m. "Res asking male peer to come
over to her wic. Male peer inappropriately
touching female peer. Redirected and talked
[with] reg¢ about inappropriate touching to her from
male paer. S5 notified & res put on behavior
charting.”

9/14/10 3:30 p.m. "Inappropriate inviting of male
peer [with] touching x 1.“

9/28/10 3:25 p.m. "..was hugging another
resident in a.m. Separated and told
inappropriate.”

10/25/10 12:30 p.m. "Res in SDR [South dining
room] for lunch. Res was moving wic to side &
bumping peer [with] wheelchair. Staff moved res ;
over and she was mumbling fo peer then threw :
some food @ peer..." |

10/29/10 1:20 p.m. "Res very rude and - . ‘
demanding this shift. Kicking open BR door when !
peérs arein BR..." '

|

i

12/28/10 10 p.m. "Resident noted calling others » |
"asshole.” Cursing at staff and other residents...” : i
!

The Social Service Progress Notes were then ,
reviewed, The noles contained the following !
entries: |

i

;
i
|

| z
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8/14/10 [no time] contained the following entry;
"Talked with resident about male resident
touching her inappropriately. 1 told resident that
she can say no, move away and tell the nurse.
Resident stated understanding.”
The monthly mood/behavior monitoring flowsheet, ;
dated September 2010 identified "requesting
touching from male peers" seven times from
September 12-30.

A care plan was implemented on 10/8/10 by
social services for "inappropriately touching of
peer" related fo "requesting touching from male
resident”

The interventions were to:

*Assessirecord changes in behavior.”
"Report to physician significant changes.”
"Provide non-confrontational environment for

; "Investigate/monitor the need for

; psychologicalipsychiatric support. Provide

: services if desired by the resident/family and
i ordered by physician " :

| The care plan lacked proactive interventions to
prevent contact with male peer.

i
about the behaviors and the room change of
Resident N. The LPN indicated that resident N's |
behaviors had increased after female resident O
was fransferred to the unit in March 2010, with an :
| escalation in the number of episodes starting in
 August.

On 12/29/10 at 3:10 p.m. LPN # 4 was queried :,

LPN #4 indicated it had been reported to her by
i the evening shift nurse, on two separate

care." -

F 206!
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occasions, that resident N had been observed in
the company of a female resident (O) when
resident O had been manipulating his genitals.
LPN #4 indicated that the female resident (O)
involved would occasionally mation with her finger
for resident N to come to her,

LPN #4 stated, “so much happens I'm sure it
doesn't all get charted.”

When queried about the lack of behavior
monitaring flowsheet relating to the inappropriate
touching, LPN #4 indicated that when they
identified that the behavior was continuing, then
they care planned it, but they didr't use the
manitoring sheets any more.

The LPN indicated the incidents had been
reported to social service staff repeatedly. She
indicated the social service staff ware responsible
for residents with behaviors to notify the
psychiatrist, set up appointments, and work on
what to do for the behaviors.

3. The Abuse Prohibition Policy and Procedure
was provided by the Administrator on 12/27H10 at
11:30 a.m. The paolicy was dated &/6/08. The
policy included, but was not limited to, the
following: "Allegationsfsuspicionsireports of abuse
will be investigated immediately to ensure the
safety and well being of the resident” The
definition of sexual abuse in the policy was as
follows: "sexual abuse is sexual contact that
results from threats, force or the inability of the
person to give consent.”

For Prevention, "reported instances of any of the
above situations will be investigated immediately
and reported ta the appropriate authorities and
agencies. A determination should be made by

F226|
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immediale care team members as to the
appropriateness of keeping the resident in the
same setting where the alleged incident
occurred...”

4, The policy and procedure for "Reportable
Unusuat Occurrences to the State” was provided
by the Director of Nurses an 1/5/11 at 1:50 pm.
The policy indicated the following: "All unusual
occurrences reported to the [ndiana State
Department of Health {ISDH) wili be
recordeditracked/mohitored to ehsure residents
are receiving apprapriate care and services."

The Procedure included, bt was not limited to,
the following: "Facilities are required by law to
report unusual occurrences within 24 hours of
occurence to the Long Term Care Divisioh, CFR
[Code of Federal Regulations] 483.13(¢)(2) states
that 'the facility must ensure that all alleged
violations involving mistreatment, neglect, ar
abuse, including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures...™

"The facility must contact the 1SDH within 24
hours upon determining a situation exists (or
existed) that is reportable under these
guidelines."

This federal tag relates to complaint INDO0B4081.
3.1-28(a)

483.15(g)(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The faeility must provide medically-related social
services to attain or maintain the highest

F 226

!
|
F 250

i
i
1
1
]
H

FORM CMS-2567(02-99) Previcus Versions Obsolele Event ID: L4101

Facility ID: 000442 If continuation sheel Page 39 of BY




FEB-11-2011(FRI) 15:03

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PINE HAVEN REHRE -STOCKER!I

(FAX)B12 467 4209 P. 141

PRINTED: 0171272011
FORM AFFROVED
OMB NO. 0238-0391

STATEMENT OF GEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
B. WING
155621 01/05/2011

NAME OF PROVIDER OR SUPPLIER

PINE HAVEN HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3400 STOCKER DR

EVANSVILLE, IN 47720

i fondling/manipulating genital areas of each other

practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by: ' -

Based on observation, interview and record
review, the facility failed to ensure medically
related social services were provided to ensure
sexually inappropriate behaviorg between
unrelated residents were not allewed to occur, for
2 of 2 sampled residents with behaviors, in the
total sample of 21 (Residents N, 0). The
residents exhibited behaviors of

without adequate intervention to prevent the
behavior.

Findings include:

1. During the initial tour on 12/27/10 at 10:18
a.m., LPN #4, the unit manager, identified
Resident N as having dementia and being

cognitively impaired.

tOn 12428/10 at 10:45 a.m., Certified Nursing
! Assistant [CNA] #6 was overheard telling resident
: N he would like it where he was going. Resident
‘N had resided on the North unit for several years.
: When queried about the comment, the CNA
 indicated resident N was being transferred to i
: anaother room on the South unit }
H i
|

; Resident N's clinical record was reviewed on !
1 12/29/10 at 1:30 p.m. The record contained :
t diagnoses that included, but were not mited to,
| afcoholism, alcoholic cirthesis, alcohol induced !
: persisting dementia and depression. l
'
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F250 Provision of Medically Related
Social Services

1. Residents involved were
referred to short term
inpatient gaero-psych unit for
evaluation to address
behaviors. One resident was
relocated ¢n 12/30to a
different unit in the facility.
Care plans reviewed.

2. Any resident has the
potentlal to be affected by
the alleged deficient practics.
Staff was in-serviced by the
lacal Ombudsman in 2
mandatory in-service in
regard to abuse prevention
and the importance of
accurate documantation of
actual hehavior. Behavior
minules reviewed for any
other report of similar
behaviors by residents.

Care plans reviewed for
those on behavior monitor. :

3. Behavlor policy was !
reviewed and revised.
Ombudsman presented in- |
service related to abusive
behaviors, particularly sexual
abuse,

Any instances of sexual
contact lhat are observed
are to be reported to Director
of Nursing as well as social !
services staff; both will
review care plan and i
determine appropriateness
of interventions. !
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The Nurses' Notes contained the following
entrigs:

"12/25/10 1 pm - Res continues to touch famale
peers inappropriately. Reach's [sic] & pulls w/c
[wheelchair] alarm off bottomn of wic and turns off
& attemptis to transfer self "

" 12/28/10 1:30 p.m. - "Transferred to [room
number]-report given to nurse.”

The Social Service progress notes, dated
12/28/10 [no time] contained the following entry:
"Due to unsuccessful interventions | called
daughter /POA [power of attorney] [name] for
consent io move [resident's name] 1o a male
room availabie on the South unit...* -

Next entry dated 12/28/10 [no time] contained the
following entry: "I spoke with resident regarding
his room change. | explained to resident that the
room change was due to his continued
behaviors."

FEPE R ——

The Social Service Progress Noles, written before |
the transfer, were reviewed at that ime and
contained the following entries related to the
inappropriate touching of female residents:

"5/28/10 [no time] It was reported to me that
resident has inappropriately touched female staff
and a resident. 1 explained to resident that itis !
inappropriate to touch other people and he need
to kKeep his hands to himself. Resident stated 'but
I'maman.* !
[
Additional notes, dated 6/30/10, 9/13/10, 815110,
11/22/10, and 12/1/10, addressed continued

4. Social Services will maintaln
a log of Behavior Mesting
minutes to be reviewed
weekly in IDT (Inter-
Disciplinary Team) morning
meeting. Specific reports of
inappropriate sexual contact
between residents will be
discussed with appropriate
interventions implemented.
Such interventions will be
reviewed by the IDT on a
weekly basis or sooner, if
needed, for effectiveness
and the need to alter those
or continue same
interventions,

5. 1/28
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The record lacked documentation in the Nurses'
Notes of any behaviors from 6/17/10 until 9/13/10.
On 8/13/10 at 10:00 a.m., the entry was as
follows: "Res making inappropriate touching
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sexually inappropriate touching,
. . F 250 Addendum
The Monthly Mood and Behavior Monitoring Any reported instances of
F‘OWShBEt. reviewed at that time, contained the inappropriate saxual cantact ;
documentation of the number of occurrences of belween residents will be discussed ‘
the resident's physically inappropriate touching. by the inter-disciplinary team in daily
June 2010 (4), July (3), August (9), September moarning meeting. Revised behavior
(18), and October the first thrﬂugh the ninth (B). pohcy stales: new behaviors or
The record Iacked any additional tracking of current increased behaviors are
behaviors for the rest of October, November or referred 1o Social Services. SS will
December 2010. identify interventions lo manage new
, . . or worsening behaviors in care
The consuiting psychiatrist's Physician Progress plans. Social Services and/or
history: “"staff reports that pt has been rubbing | monitoring form and gather |
female resident, has been touching her information for accurate assessment
Inappropriately and has been putting his hands of behavior symptoms. Sodial
down her shirt Pt dénies any problem or any Services will evaluale care plan
concerns when asked about behaviers he said, interventions and determine the need
fooling arouni!.' Denied hopelessness or to proceed/not proceed with behavior
helplessness. management. The effectiveness of
The treatment plan from the psychiatrist was as T;::i:%ng'agm:gi t\ﬁn S; part of !
follows: “Pt understands that he can't lay his gss K p! |
h ' ' : the behavior meetings.
ands on any one. 'no fun' he said upon . . t
g : : Behavior meetings will continue 1o be g
redirection. Kindly contact me should behavior . i
A " held on a weekly basis throughout
return. Follow up in 2 months. . s .
lhe year to review any residents with
The Nurses' Notes contained entries relating to | current behavior issues.
this resident's inappropriate sexual behaviors of I
holding another resident's hand, rubbing and
patting arms, discussion of sex with female f
residents, and/or being in a female residents i
room since 4/28/10. !
) —
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Continued From page 42

gestures on female peers. Redirected and told
res gesture is inappropriate and not acceptable.
Occurrence happened X 3. Redirected to room
and removed female peers. Female peer initiated
nvite X 1"

913110 10:10 a.m. "SS [social service] notified of
touching incidents.”

On 9/17/10 at 1:45 p.m., the physician was
notified of the "sexual behavior problem res is
having." The physician's response was “his is a
result of his alcoholic dementia. Suggest that we
continue to verbally cue him to not touch female
residents. Also suggest that he be separated ;
from female resident when verbal cueing does
not work. He said that [no] med will help these
behaviors, therefore there is no new orders.”

Resident N's last completed full Minimum Data |
Set Assessment, dated 6/22/10, indicated the
resident had short term and long term memory

| problems and was moderately impaired in :
 decision making, The assessment indicated the !
| resident exhibited socially inappropriate behaviors |
.1-3 days in the past 7 days. The Resident !
| Assessment Protocol summary indicated the i
| resident was charted as rubbing z female ‘
| resident's arm, and was educated as to the %
| inappropriateness of the action. 5

: .
| The resident's care plan was reviewed during the |
‘record review. The care plans for “socially 1
| inappropriate touching of staff and peers dueto |
: dementia/ impaired cognition,” and “"impaired [
, cognitive status of decision making, memaory and
[ recall problems” had been updated on 9/13/10.

i The goal for the inappropriate touching and

F 250

t
{
I
1
i
]
i
|

i
|
i

|
i
1
i

FORM CMS-2567{02-99) Previous Versianz Obsolele Event 1D 41011

Faclity iD: 000442 If continuation sheet Page 43 of 87




FEB-11-2011(FRI) 15:04 PINE HRVEN REHAB ~STOCKERI

DEFPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(FAX)812 467 4209

P. 045

PRINTED: 01/12/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER;

155621

(X2) MULTIPLE CONSTRUCTION
A BUILDING '

B. WING

{(X3) DATE SURVEY
COMPLETED

C
01/05/2011

NAME OF PROVIDER OR SUPPLIER

PINE HAVEN HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE. ZIP CQDE
3400 STOCKER DR

EVANSVILLE, IN 47720

(x4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCORY OR LSC IDENTIFYING INFORMATION)

1D

PREFIX

TAG

DEFICIENCY}

PROVIDER'S PLAN OF CORRECTION o5
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TQ THE APPROPRIATE DATE

F 250
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sexually inappropriate comments related to
dementia, was ta have no episodes of
mappropriate touching.

The interventions were to assess/record changes
in behavior, report to physician significant
changes in behavioral status, provide
noh-confrontational environment for care,
anticipate needs and provide them before the
resident becomes overly stressed, explain to
resident in advance, share with resident other
options for dealing with feelings, reinforce positive
behavior, intervene during behavioral outbursts to
pratect the safety of the resident and others by:
remove res from scene and redirect, and
investigate/monitor the need for
psychological/psychiatric support. Provide
services if desired by the residentfamily and
ordered by physician.

An additional care plan, dated 10/5/10, identified
"Sexually inappropriate AER [as evidenced byl
inappropriate sexual comments, inappropriate
touch [sic] of peers.” The goal was "will have
improvement in behavicrs by the decrease of the
frequency, intensity, and/or duration of aberrant
activity.”

Interventions included: “Assess/record changes
in behavier, report to physician significant
changes in behavioral status, provide
non-confrontational environment for care,
reinforce positive behavior, administer and
monitor effectiveness/side effects of medications
per order, and investigate/monitor the need for
psychological/psychiatric support and provide
services if desired by the resident/family and
ordered by the physician.”

F 250
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Both care plans lacked proactive interventions te
prevent contact with female peers. '
On 12/28/10 at 3:10 p.m., LPN #4 was queried
about the behaviors and the room change. The
LPN indicated that resident N's behaviors had
increased after female resident O was transferred
to the unit in March 2010, with an escalation in
the number of episodes starting in August

LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been observed in
the company of a female resident (Resident 0)
when resident O had been manipulating his
genitals. LPN #4 indicated the female resident
involved would occasionally miotion with her finger
for resident N to come to her. '

LPN #4 indicated resident N had also been
observed rubbing the arm of another female
resident and that the female resident didn't like it.
LPN #4 indicated the family physician and the
psychiatrist had been notified but had issued no
orders other than to the watch the residents and
keep them away from each other. LPN #4
indicated this was extremely difficult due to the
location of the residents' rooms being near each
other and out of view unless staff remained in the
dining/lounge area of the unit.

The LPN indicated the incidents had been
reported to social service staff repeatedly. She
indicated the social service staff were responsible
for residents with behaviors to notify the
psychiatrist, set up appointments, and work on
what to do for the behaviors.

LPN #4 indicated the resident had been evaluated

Fzsol
i

|
|
1
|

FORM CMS$-2587(02-D9) Previays Versions Obsolate Event 1D.1.41011

Facility II): 000447

If contlnuation sheel Page 45 of 87




FEB-1

1-2011(FRI) 15:04 PINE HAVEN REHRB -STOCKERI

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(FAX)812 467 4209

p.oar

PRINTED: 011122011
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NLUMBER: COMPLETED
A BUILDING
c
B. WING
155621 01/05/2011

NAME OF PRQVIDER QR SUPPLIER

PINE HAVEN HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 23 CODE

3400 STOCKER DR
EVANSVILLE, IN 47720

for a level two screening {a mental health
evaluation], by an outside caseworker, and it had
been on her advice that the resident had been

. transferred to an available bed on the South unit,
| to keep him away from Resident 0.

On 173111 at 10:09 a.m., the Social Service
Director [38D] was queried about resident N's
behaviors. She indicated she was in the process
; of trying to get him transferred to an inpatient

; bsychiatric center that day. She stated "probably

: should have done that sooner.” $he indicated the
| : resident had a problem with Impulse control and

\ that the attending physician had not been

‘ | aggressive in his treatment.

! The S5D indicated that she was unaware of the

! resident having been fondled by the female

: resident. She indicated she only knew about him
. touching the females breasts, hugging and

' rubbing females. She md:cated it had nat been

i reported to the state because it was "so sporadic,
; weeks when nothing would happen.”

¢ 88 [Social Service employee} #1 was present at

i the time of the interview. SS #1 indicated she

| was responsible for the residents on the North
and South units. When she was queried about
! the behaviors, she stated, "if they are really bad,
L it's talked about in the daily meetng, otherwise in
: the weekly Friday behavior meeting.” $S #1

| indicated when behaviors occurred, she would go
 and talk with the residents about the

: inappropriateness of the touching. She indicated

i she was only aware of resident N's fondling the

i breast of a female resident (O), inappropriate
touchmg and prolonged hugs.

i | The SSD and SS #1 denied being made aware of |

i
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On 1/3M1 at 11:25 a.m. the above information

Continued From page 46

any manipulation of the genitals of resident N and
indicated the resident had never been on any one
to one monitoring. Neither indicated they had
informed the Administrator of the specific
behaviors,

On 1/3M1 at 12:05 p.m., the Behavior Manager
Meeling notes were reviewed. The riotes only
contained the dates, name of residents
addressed and the type of behavier, i.e.
inappropriate touching. On the foliowing dates
[no times] the notes identified the resident had
been discussed in the meeting because of
"inappropriate touching of females,” 8/17/10,
8/23110, 111210, 12/3/10, and 12/1710.

On 1/3M1 at 5:45 p.m., RN #3, the evening shift
nurse on resident N's unit, was queried ahout the
behaviors. She indicated resident N would touch
resident O inappropriately. She indicated the
CNA came and got her when the residents were
observed together, she had seen Resident O with
her hands on hig thigh area and genitals, on the
outside of his clothes, and she had reported the
incidents to the unit manager LPN #4.

was reviewed with the facility Administrator
[ADM], Director of Nursing Service [DNS] and RN
#1. All three indicated they were unaware of the
extent of the inappropriate behaviors. The DNS
stated he was "only aware of hand holding.” RN
#1 stated, "only hand holding reported to me,”
and "should document what the inappropriate
touching is."

2_ During the initial tour, on 12/27/10 at 10:21
a.m., resident O was identified, by LPN #4, as |
having had history of & stroke resulting in right - |

F 250
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Continued From page 47

side paralysis. The resident was observed
seated in & wheelchair participating in 2 group
activity. LPN 34 indicated the resident was
cognitively impaired.

Resident O's ¢linical record was reviewed on
12/28/10 at 3:15 p.m. The record contained
diagnoses that included, but were nat limited to,
morbid obesity, hemiplegia, anxiety disorder,
cerebravascular disease, and subarachnoid
hematoma.

Resident O's most recent Minimum Data Set
Assessment, an annual assessment, was dated
112512010, The assessment indicated the
resident hiad long term mernaory deficits, was not
oriented to time and also had problems with
inattention. The assesament indicated the
resident had behaviors; however, it did not
indicate the behaviors wera directed toward
others.

The recard contained a leve! Il mental health
assessment, dated 2/22/10. The narrative
description indicated that she had made "sexually
inappropriate” remarks to a male aide. She
reportedly stated "don't you want to have sex with
me?"

A reviaw of the Nurses' Notes indicated the
following entries:

9/13/10 10 a.m. "Res asking male peer to come
over to her wie, Male peer inappropriately
touching female peer. Redirected and talked
fwith] res about inappropriate touching to her from
male peer. SS notified & res put on behavior
charting.”

91410 3:30 p.m. "Inappropriate inviting of male

F 250
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| Continued From page 43
; peer fwith] touching x 1."
! 9/29/10 3:25 p.m. "...was hugging ahother
| resident in a.m. Separated and told

E inappropriate."

10!25/10 12:30 p.m. "Res in SDR [South dining
room] for lunch, Res was moving wit to side &
bumpmg peer [with} wheelchair. Staff moved res

i over and she was mumbling to peer then threw

1 some food @ peer.."

[

f 10/29/10 1:20 p.m. "Res very rude and
! demandmg this shift Kicking open BR door when
pears areinBR."

| 12I28!10 10 pam. "Resident noted calling others
; ‘asshole.” Cursing at staff and ather residents.."

|

| The Social Service Progress Notes were then
i reviewed. The notes contained the following
! entries:

| 8714/10 [no time] contained the following entry:

! "Talked with resident about male resident

i touching her inappropriately. 1 told resident that
. she can say ho, move away and tell the nurse.

: Resident stated understanding.”

The month!y mood/behavior monitoring flowsheet,
| dated September 2010 identified “requesting

. touching from male peers" sevean times from
September 12-30.

A care plan was implemented cn 10/8/10 by

- sacial services for "inappropriately touching of
. peer" related to "requesting touching from male
resldent" .
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The interventions were tg;

"Assessfrecord changes in behavior”
"Report to physician significant changes.”
"Provide non-confrontational environment for
care,”

"Investigate/monitor the need for
psychological/psychiatric support. Provide
senvices if desired by the resident/family and
ordered by physician.”

The care plan lacked proactive interventions to
prevent contact with male peer.

On 12/29/10 at 3:10 p.m. LPN # 4 was queried
about the behaviors and the room change of
Resident N. The LPN indicated that resident N's
behaviors had Inereased after female resident O
was transferred to the unit in March 2010, with an
escalation in the number of episodes starting in
August,

LPN #4 indicated it had been reported to her by
the evening shift nurse, on two separate
occasions, that resident N had been cbserved in
the company of a female resident (O} when
resident O had been manipulating his genitals.
LPN #4 indicated that the female resident (O)
involved would cccasionally maticn with her finger
for resident N to come {0 her.

LPN #4 stated, "so much happens I'm sure it
doesn't all get charted.”

When gueried about the lack of behavior
monitoring flowsheet relating to the inappropriate
touching, LPN #4 indicated that when they
identified that the behavior was continuing, then
they care planned it, but they didn't use the
rmonitoring sheets any more.

F 250
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The LPN indicated the incidents had been
reported to social service staff repeatedly. She
indicated the social service staff were responsible
for residents with behaviors to notify the
psychiatrist, set up appointments, and waork on
what to do for the behaviors,

3. On 1/4/11 at 11:30 a.m., the DNS provided a
current copy of the facility Behavior Management
policy with the revision date of 8/10M0.

The policy identified the purpose as: "To provide
a procedure for menitoring residents wha exhibit
inappropriate behavior. This policy will be used
as a tool to evaluate the need for interventions, as
well as the effectiveness of current interventions.®

The procedure included: "When an action of a
rasident is identified as something which has the
potential to cause harm to the resident involved,
other residents, or staff, a mood behavior
monitoring sheet will be initiated, Examples of
actions which would warrant this include, but are
not exclusive to:

Sexual- suggestive language, exposure not
relating to toileting, masturbation in public places,
inappropriate touching.”

"If the resident cannot be removed from the
situation, efforts should be taken to keep the
other residents away from them. The residents
environment should be assessed ad [sic]
appropriate safety measures impiemented..."

Interventions included, but were hiot imited to:
"Once the Immediate risk has been addressed,
an entry shall be made-in the nurse's notes as to
wha! took place and the interventions that were
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done. A behavior monitor will be started and the
resident put on alert charting.”
"If this behavior is an ongoing threat, it is the
option to initiate a 30 day involuntary discharge !
notice " . I
"If the behavior is socially inappropriate in a
resident who has cognitive Impaimment: “A care
pian will be developed to refiect the interventions,
which will be taken when this behavior does occur
and address any necessary pharmacological
interventions.”
"Any incidence of the behavior will be
documented in the nurse's notes, listing what
happened and which of the interventions were
used in accordance with the care plan."
"Social Service will assess the occurrence of this -
brehavior on a quarterly basis...”
This federal tag relates to complaint INOO084081.
. l 3.1-34(a) |
F 279 483.20(d), 483.20(k){1) DEVELOP ! F 279 ;
s5-0 | COMPREHENSIVE CARE PLANS | I';ia?ngs Develop Comprehensive Care
| A facility must use the results of the assessment :
i to develop, review and revise the resident's : 1. Resident observed had
! ; | pressure relieving cushion
i comprehensive plan of care. : added to wheelchair on
'The facility must develop a comprehensive care 3}44" |1f1 I!;Sl}zmég: Po?tad
 plan for each resident that includes measurable | e.é St 45 ! S: Clvaster
j objectives and timetables to meet a resident's | ;:;'. an g ' ? P Iy tatad
i medical, nursing, and rmental and psychosogial o A fic an s nohwmt:has Staled.
- needs that are identified in the comprehensive ] ' pgé:fisall linée aasffec?e dby
assessment. ! the alleged deficient practice.
i {

i
|
i
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The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatmant
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview and record
review, the facility failed to develop a
cormprehensive care plan, for 1 of 13 sampled
residents at risk for pressure sores (#48), in the
sample of 21, in that interventions were not
inclusive of & pressure reducing device for the
wheelchair.

Finding includes:

During the initial tour, on 12/27/10 at 11:00 a.m.,
RN #1 was interviewed and indicated Resident
#48 was receiving hospice services, required total
assistance with activities of daily living, and
utilized a geat belt in the high back wheelchair
she satin.

Resident #48's clinical record was reviewed an
12/28M0 at 9:40 a.m. The resident's quarterly
Minimum Data Set assessment, dated 11416710,

_ indicated, under skin and ulcer treatments, the

resident was using a pressure reducing device for
the chair. The resident’s pressure ulcer risk
assessment, dated 11/16/10, assessed the
resident a score of 14. The assessment indieated
a score of 8 or greater indicated the resident was

5.

Pressure ulcer risk
assassments were
performed on all residents in
the facility to evaluate the
need for additional
interventions.
Those residents triggered to
be high risk had care plans
initiated and
reviewed/revised. All
residents at risk for skin .
breakdowi had wheelchair
cushion initiated for
wheelchairs, If not already in
place.

Nursing administration will
petform weekly observationg
for placement of pressure
relieving devices {or those
noted to be at high risk for
developing pressure ulcers.
Nursing will monitor for a
period of six months and this
will be assessed for
confinued review at the
quarlerly QA meeting.

1/28
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at risk for pressure sores,

Resident #48's care plan for being at risk for
pressure ulcers, initiated 6/15/09 and reviewed
11/18/10, included, but was not limited to, an
intervention to “praovide/monitor effectivenass of
pressure relieving or reduction device(s)" and
indicated the device of speciaity bed/mattress. A
chair cushion was not included (as noted by no
check mark present) as a current intervantian.

Resident #48 was cbserved, at the time, to be
seated in the wheeichair in the lounge area. No
cushion was observed in the chair. The resident
was observed on the foliowing dates and times, to
be seated in the wheelchair with ho cushion In
place, just the vinyl sling-type wheelchair seat:
12/28/M10 9:30 a.m.

12/29110 915 am., 2:00 p.m.

12130/10 2:45 a.m., 11:25 a.m.

1/31110:25 a.m., 12:13 p.m. 1210 p.m.

The care plan issue was reviewed with the
Director of Nurses and RN #1 on 1/4/11 at 10:15
a.m., and they did not provide a response.

3.1-35(b)(1)
483.20(d)(3), 4B3.10{k)(2) RIGHT TO !
PARTICIPATE PLANNING CARE-REVISECP |

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in cars and treatment,

A comprehensive care plan must be developed
within 7 days afler the completion of the :

comprehensive assessment; prepared by an !
{

F 273

F 280

|
i
i
|
1
|
1

F280 Right to Participate in the
Planning of Care

1. Residents involved have had |
care plans reviewed i
regarding noted behaviors.

2. Anyresident has the
potential to be affected by
the alleged deficient practice.
There have been no reports !
of inappropriate sexual
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interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to revise the care plans to include more
proactive interventions lo prevent sexual behavior
between cognitively impaired residents, for 2 of 2
sampled residents with inappropriate sexual
behaviors, in the total sample of 21. (Residents N,
0) The residents exhibited behaviors of
fondling/maniputating genital areas of each cther
without adequate Intervention to prevent the
behavior.

Findings include:

1. During the initial tour on 12/27/10 at 10;18
a.m., LPN#4, the unit manager, identified

| Resident N as having dementia and being
cognitively impaired.

: Resident N's clinical record was reviewed on

J 12/29/10 at 1:30 p.m. The record contained

: diagnoses that included, but were not limited to,
i aleoholism, aleohalic cirrhosis, alcohol induced
- persisting dementia and depression.

1

i
i
t
i

i
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contact between any
residenis, and no other
behavior monitors initiated
on any other residents .

3. Behavior policy was
reviewed and revised.
Ombudsman presented
mandatory in-service an 1/13
related to abuslve behaviors,
particularly sexual abuse.
Any instances of
inappropriate sexual contact
that are observed are to be
isporiad lo Director of
Nursing as well as social
services staff; both will
review care plan and
determine appropriatensess
aof interventions,

4. S8 will have charts present
at the weekly behavior
meetings and will review
current care plans atthe 1
meeting with the IDT.
Interventions and their
effectiveness will be
discussed and care plans
updated as needed at each
meeting. This will be an ;
ongoing monitor by SS staff
to review behaviors with 1DT
on a weekly basis.

5. 1/28

| sz’a /1!

!
]
!
i
|
i
|
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! The Sccial Service Progress Notes, written before
i the transfer, were reviewed at that time and

sexually inappropriate touching.

The Nurses’ Notes contained the following
entres:

"2/25/10 1 pm - Res continues to touch female
peers inappropriately. Reach's {sic] & pulls w/c
[wheelchair] alarm off bottom of wlc and turng off
& attempts to transfer self"

" 12{28/10 1:30 p.m. - "Transferred to froom
numberl-report given to nurse.”

The Social Service progress notes, dated
12/28/10 [no time] contained the following entry:
"Due to unsuccessiul interventions | called
daughter /POA [power of attorney] [name] for
consent to move [resident's name] to a2 male
room available on the South unit.."

Next entiy dated 12/28/10 [no time] contained the
following entry. "I spoke with resident regarding
his room change. 1 explained to resident that the
room change was due {o his continued
hehaviors."

contained the following entries related to the
inappropriate touching of female residents;

"8/28/10 [no time] It was reported to me that
resident has inappropriately touched female staff
and a resident. | explained to resident that 1t is
inappropriate to touch other people and he need
to keep his hands to himself Resident stated ‘but
I'm a man...”

Additional notes, dated 6/30/10, 9/13/10, 9/15/10,
11/22/40, and 12/1/10, addressed continuad

F 280
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The Monthly Moad and Behavier Monitoring
Flowsheel, reviewed at that time, contained the
documentation of the number of occurrences of
the resident's physically inappropriate touching.
June 2010 (4), July (3), August (9), Septembar
(18), and October the first through the ninth (8).
The record lacked any additional tracking of
behaviors for the rest of Qctober, Novernber or
December 2010.

The consulting psychiatrist's Physician Progress
Note, dated 11/21M0, included the following
history: “staff reports that pt has been rubbing
female resident, has been touching her
inappropriately and has heen putting his hands
down her shirt Pt denies any problem or any
concems when asked about behaviors he said,
'fosling around,” Denied hopelessness or
helplessness.”

The treatment pian from the psychiatrist was as
follows: "Pt understands that he can't lay his
hands on any one. 'no fun' he said upon
redirection. Kindly contact me should behavior
return. Follow up in 2 months.”

The Nurses' Notes contained entries relating to
this resident’s inappropriate sexual behaviors of
holding ancther resident's hand, rubbing and
patting arms, discussion of sex with female
residents, andfor being in a female residents
room since 4/28/10.

The record lacked documentation in the Nurses'
Notes of any behaviors from 6/17/10 until 9/13M10.
! On 913110 at 10:00 a.m., the entry was as

i follows: "Res making inappropriate touching

| gestures on female peers. Redirected ard told

F 280
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res gesture is inappropriate and not acceptable.

| Oceurrence happened X 3. Redirected to room
and removed female pears. Female peer initiated
invite X 1."

9/13/10 10:10 a.m. "SS [social service] notified of
touching incidents.”

On 9/17/10 at 1:45 p.m., the physician was
notified of the "sexual behavior problem res is
having.” The physician’s response was "his is &
result of his alcoholic dementia. Suggest that we
continue to verbally cue him to not touch female
residents. Also suggest that he be separated
from female resident when verbal cueing does

i not work. He said that [no] med will help these

i behaviors, therefore there is no new orders.”

f Resident N's last completed full Minimum Data

| Set Assessment, dated 6/22/10, indicated the

i resident had short term and long term memory

i problettis and was moderately impaired in

| decision making. The assessment indicated the

| resident exhibited socially inappropriate behaviors ;

- 1-3 days in the past 7 days. The Resident

i Assessment Protocol summary indicated the
{ resident was charted as rubbing a female

; resident's amm, and was educated as to the

; inappropriateness of the action.

i The resident’s care plan was reviewed during the
; record review. The care plans for "socially

| inappropriate touching of staff and peers due to

: dementia/ impaired cognition,” and "impaired

 cognitive status of decision making, memory and !

- recall problems" had been updated on 8/13/10.

i The geal for the inappropriate fouching and
: sexually inappropriate comments related to

230
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dementia, was to have no episodes of
inappropriate touching.

The interventions were to assess/record changes
in behavior, report to physician significant
changes in behavioral status, provide
non-confrontational environment for care,
anticipate needs and provide them before the
rasident becomes overly stressed, explain to
resident in advance, share with resident other
options far dealing with feelings, reinforce positive
behavior, intervene during behavioral outbursts to
protect the safety of the resident and others by:
remove res from scene and redirect, and
investigate/moniter the need for
psychological/psychiatric support. Provide
services if desired by the resident/family and
ordered by physician,

An additional care plan, dated 10/5/10, identified
"Sexually inappropriate AEB [as evidenced by}
inappropriate sexual comments, inappropriate
touch [sic] of pears." The goal was "will have
improvement in behaviors by the decrease of the
frequency, intensity, and/or duration of aberrant
activity."

Interventions included:. "Assess/record changes
in behavior, report to physician significant '
changes in behavioral status, provide
hon-confrontational environment for care, !
reinforce positive behavior, administer and i
monitor effectiveness/side effects of medications ¢
per order, and investigate/maonitor the need for
psychologicallpsychiatric support and provide
services If desired by the resident/family and
ordered by the physician.”

Both care plans lacked proactive interventions to

!
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Continued From page 58
prevent contact with female peers.

On 12728110 at 3:10 p.m., LPN #4 was quered
about the behaviors and the room change. The
LPN indicated that resident N's behaviors had
increased after fernale resident O was transferred
to the unit in March 2010, with an escalation in
the number of episodes starting in August.

LPN ¥ indicated it had been repaorted to her by
the evening shift nurse, on two separate
occasions, that resident N had been observed in
the company of a female resident (Resident Q)
when resident O had been manipulating his
genitals. LPN #4 indicated the female resident
involved would occasionally mation with her finger
for resident N fo come to her,

LPN #4 indicated resident N had also been
observed rubbing the arm of ancther female
resident and that the female resident didn't like it.
LPN #4 indicated the family physician and the
psychiatrist had been notified but had issued no
arders other than {o the watch the residents and
keep them away frorn each other. LPN #4
indicated this was extremely difficult due to the
location of the residents' rooms being near each
other and out of view unless staff remained in the
dining/lounge area of the unit.

The facility falled to revise the care plan with
specific interventions to keep the residents away
from each other to prevent the behaviors,

On 13111 at 11:25 a.m. the above information
was reviewed with the facility Administrator

[ADM], Director of Nursing Service [DNS) and RN
l#1' All three indicated they were unaware of the
» extent of the inappropriate behaviors. The DNS

l

F 280
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stated he was “only aware of hand holding.” RN
#1 stated, "only hand holding reported to me,”
and "should document what the inapprapriate
touching is." They also indicated care plan

i revisions should have been made, if those

- behaviors were occurring.

2, During the initial tour, on 12/27/10 at 10:21
a.m., resident O was identified, by LPN #4, as
havmg had history of a stroke resulting in right
side paralysis. LPN #4 indicated the resident was
cognitively impaired,

Resident O's clinical record was reviewad on
12129/10 at 3:158 p.m. The record contained
diagnoses that included, but were not limited to,
morbid ebesity, hemiplegia, anxiety disorder,

- cerebrovascular disease, and subarachnoid
hematoma.

| Resident O's most recent Minimum Data Set

| | Assessment, an annual assessment, was dated

| 11/25/2010. The assessment mdlcated the
: resident had long term memory deficits, was not
| oriented to time and also had problems with

| inattention. The assessment indicated the
resndent had behaviors; however, it did not
tndtcate the behaviors were directed toward

! ! others.

- The record contained a level |l mental health
| assessment, dated 2/22/10. The narrative

| description indicated that she had made * sexually ,

i inappropriate” remarks to a male aide. She

! reportedly stated "don't you want to have sex with

i me‘?ll

' A review of the Nurses’ Notes indicated the
: following entries:
j

F 280

FORM CM$-2567{D2-39) Previous Versions Gpsolele Evenl [D:1,27011

Facility 1D: 000442 If continuation shoal Page 61 of 87




FEB-11-2011(FRI) 15:06 PINE HAVEN REHAB -STOCKERT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(FAX)812 467 4209 P. 063

PRINTED: 01/12/2011
FORM APPROVED
OMBE NO. 0938-0391

STATEMENT OF DEFICIENCIES {41y PROVIDERISUPPUIERICLIA
AND PLAN OF CORRECTION {DENTIFICATION NUMBER:

155621

{X2) MULTIPLE CONSTRUCTION
A_BUILDING '

(X3} DATE SURVEY
COMPLETED

B. WING

c
01/05/2011

NAME OF PROVIDER OR SUPPLIER

PINE HAVEN HEALTH AND REHABILITATION CENTER

3400 STOCKER DR

EVANSVILLE, IN 47720

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF GORRECTION (xs)
PREFIX (EACH CORRECTIVE ACTION SHOULD Bt COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATC

DEFIGIENCY} .

F 280

Continued From page 61

9/13/10 10 a.m. "Res asking rmale peer to come
over to her w/ic. Male peer inappropriately
touching fernale peer. Redirected and talked
fwith] res about inappropriate touching to her from
male peer. S8 nolified & res put on behavior
charting.”

9/14/10 3:30 p.m. “inappropriate inviting of male
pear [with] touching x 1."

9/29/10 3:25 p.m. "._.was hugging another
resident in a.m. Separated and told
inappropriate."

10/25/10 12:30 p.m. "Res in SDR [South dining
room] for lunch. Res was moving wic to side &
bumping peer [with] wheeichair. Staff moved res
over and she was mumbling to peer then threw
some food @ peer..."

10/29/10 1:20 p.m. “Res very ruge and
demanding this shift. Kicking open BR door when
peersareinBR..."

12/28/10 10 p.m. “Resident noted calling athers
“asshole.” Cursing at staff and other residents..."

The Social Service Progress Notes were then
reviewed, The notes contained the following
entries:

9/14110 [no time] contained the following entry:
"Tatked with resident about male resident
touching her inappropriately. | told resident that
she can say he, move away and tell the nurse.
Reasident stated understanding.”

The maonthly mood/behavior monitoring flowsheet,
dated Septemnber 2010 identified "requesting

F 280
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touching from male peers" seven times from
September 12-30.

A care plan was implemented on 10/8/10 by
social services for “inappropriately touching of
peer” related o "requesting touching from maie
resident.”

The interventions were to:

"Assess/record changes in behavior,”
"Report to physician significant changes."
"Provide non-confrantational environment for
care." ‘ oo
"Investigate/monitor the need for
psychological/psychiatric support Provide
services if desired by the resident/family and
ordered by physician.”

The care plan lacked proactive interventions to
prevent contact with male peer,

LPN #4 indicated it had been reported to her by
the evering shift nurse, on two separate
occasions, that resident N had heen observed in
the company of a female resident (O) when
resident O had been manipulating his genitals.
LPN #4 indicated that the female resident (O)
involved would accasionally motion with her finger
for resident N to come to her.

The care plan had not been ravised to include
interventions 1o keep the resident from having
access to the male resident lo prevent the
behaviors,

3. On 1/4/11 at 11:30 a.m., the DNS provided a
i current copy of the facliity Behavior Management
policy with the revision date of 9/10/10.
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i The policy identified the purpose as: "To provide

! a procedure for menitoring residents who exhibit

: inappropriate behavior. This policy will be used

: @5 a tool to evaluate the need for interventions, as
i well as the effectiveness of cument fnterventions."

| The procedure included: “When an action of a

| resident is identified as something which has the
: potential to cause harm to the resident involved,

| other residents, or staff, a mood behavior

i monitoring sheet will be initiated. Examples of

i actions which would warrant this include, but are

i not exclusive to:

| Sexual- suggestive language, exposure not

| relating to taileting, masturbation in public places,
{ Inappropriate touching."

] "If the resident cannot be removed from the

' situation, efforts should be taken to keep the

' other residents away from them. The residents

| environment shouid be assessed ad [sic]

. appropriate safety measures implemented...”

i Intervertions included, but were not limited to:

: "Once the immediate risk has been addressed,

: an entry shall be made in the nurse's notes as to
{ what took place and the interventions that were

' done. A behavior monitor will be started and the
: resident put on alert charting.”

"If this behavior is an ongeing threat, itis the
; option to initiate a 30 day involuntary discharge
' notice."

[ "If the behavior is sacially inappropriate in a
 resident who has cognitive impairment: "A care

! plan will ba developed to reflect the interventions,
{which will be taken when this behavior does occur

i and address any necessary pharmacological
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enlers the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to prornote healing, prevent infection and
prevent new sares from developing.

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and recorg
review, the facility failed to ensure 1 of 13
residents reviewed at risk for pressure sores
{#48), in the sample of 21, received the
necessary treatment and services 1o pravent
pressure sares, in that the resident's wheelchair
failed to have a pressure reducing surface.

Finding includes:

During the initial tour, on 12/27/10 at 11:00 a.m.,
RN #1 indicated Resident #48 was recelving
hospice services, required total assistance with
activities of daily living, and utilized a seat belt in
the high back wheelchair she sat in.

Resident #48 was observed, at the time, to be
seated in the wheelchair in the lounge area. No

" Pressure Sores

1. Resident observed has
pressure relieving cushion
added to whaelchalr on
1/4{11. It shouid be noted
that lift sling in place for
resident 48 is a polyester
fabric and not vinyl as stated.

2. Any resident has the

potential to be affected by
the alleged deficient practice.

Pressure uicer risk
assessments were

performed on all residents in
the facility to evaluate the

need for additional
interventions.

3. Those residents triggered to
be high risk had care plans

initiated and

reviewed/revised, Al
residents at risk for skin
breakdown had wheelchair

cushion initiated for

wheelchairs, if notalready in

place,

4. Nursing administration will
perform weekly observations
for placement of pressure
relieving devices for those
noted to be at high risk for
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I
cushion was observed in the chair. The resident :

was observed on the fallowing dates and times, to
be sea_ted in the_ wheelchair with no cushion in i i will be assessed for

; place, just the vinyl sling-type wheelchair seat. ! continued review at the |
| 12/28/10 9330 am, : quarterly QA meeting. i
12/30/10 8:45am., 11:25 a.m. ; ) {

1/3M11 10:25 a.m., 1213 p.m. 1210 p.mu
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i

developing pressure ulcers.
Nursing will monitor for a
period of six months and this

AL 110 pam. on 1/3/11, CNAs #2 and #3 were 5

observed to transfer Resident #48 from the i |
wheelchair to bed. The resident's buttocks and '
coceyx area were reddened and there were ! ‘
tndentations from the incontinence brief and the F314  Addendum !
seat of the wheelchair. No cushion was in use in ; Nursing staff will monitor for :
the wheelchair. placement of pressure relieving

cushion every shift and note this on I
the treatment record. In addition, |
nursing administration wilt perform :
observations on pressure relieving

Resident #48's clinical record was reviewed an
12/28M10 at 9:40 a.m. The resident’'s quarterly |
Minimum Data Set assessment, dated 11/16/10, |

]

indicated, under skin and ulcer treatments, the devices on various shifts throughout
resident was using a pressure reducing device for i the week. If a device is noted to be :
the chair. The resident's pressure ulcer risk : . absent, the staff member will receive i
assessment, dated 11/16/10, assessed the : inservice education regarding the
resident a score of 14. The assessment indicated placament of the device; continued
a score of 8 or greater indicaled the resident was . failure to provide devices will result in
at risk for pressure sores. Nurses' notes and + disciplinary action to employee.

! physician's orders, dated 12/6/10, indicated the
: resident had developed an open area on the

" buttock. That area was healed on 1220110,

| however the resident remained at risk. ; i

i
!
|
i
1
i
[
!
i
i

Resident #48's care plan for being at risk for ' i
' pressure ulcers, initiated 8/15/09 and reviewed | : ‘
i 11/16/10, included, but was not fimited to, an :
i intervention fo "pravide/monitor effectiveness of
i pressure relieving or reduction device(s)" and

: indicated the device of specially bed/mattress. A .
i chair cushion was notincluded (as noted by no |
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The facility must ensure that the resident
anvironment remains as free of accident hazards 5
as is possible; and each resident receives
adequate supervision and assistance devices o
prevent aceidents.

{
This REQUIREMENT is not met as evidenced
by:

i A. Based on observation, interview and record
j review, the facilily failed to ensure 2 of 9 residents |
i who required total assistance and/or assistive

‘ | devices with transfers, in the total sample of 21,

| were given assistance as needed for safe

i transfers, in that one resident was transferred |
with only one assist and was lowered (o the floor, i

and one resident, who was non-weight bearing,
was completely lifted from the wheelchair to the
bed, (Residents O, #48)

B. Based on observation, interview and record !
review, the facility failed to ensure the resident |
environment remained as free of accident
hazards as possible for 2 of 5§ nursing units in the
facility (Stocker 1, Stocker 1), in that a supply
room and a pantry accessible to both units were

Hazards/Supervision/Devices
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check mark present) as a current intervention.
The lack of the use of the pressure reduction
| device in the chair was reviewed with the Director
of Nurses and RN #1 on 1/4/M1M1 at 10:15 a.m.,
and they did not ptovide a responsge.
i _
| 3.1-40(2)(1)
F 323 4B3.25(h) FREE OF ACCIDENT F323| E223 Free of Accident
55=F : HAZARDS/SUPERVISION/DEVICES

1. (A} The employee who
failed to follow the care plan
and CNA assignment sheet
instruction for resident O was
terminated on 12/5/10. The
employees involved in the
physical transfer of Resident
48 were disciplined and in-
serviced on proper transfer
pracedure on 1/6/11.

2. Any resident requiring
physical assistance or
mechanical lift with transfer
has the potential to be
affected by the alleged
deficient practice. The
activity orders of residents
requiring physical assistance .
were chacked against care
plans and CNA assignment
sheets to insure they
malched.

3. Anin-service for nursing staff |
was prasented on 1/26 and
1/27 to review lifting policy
including mechanical lift :
procedures. Residents :
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unlocked and unaftended, containing hazardous
items. This finding had the potential to affect 45
residents.

Findings include:

A1, During the initial tour, on 12/27/10 at 10:21
a.m., resident O was identified, by LPN #4, as
having had a history of a stroke resulting in right
side paralysis. The resident was observed
seated in a wheelchair participating in a group
activity. LPN #4 indicated the resident was
cognitively impaired.

The clinical recard was reviewed on 12/28/10 at
3:15 p.m. The record contained diagnoses that
included, but were not limited to, morbid obesity,
hemiplegia, anxiety disorder, cerebrovascular
disease, anhd subarachnold hematoma.

The record confained an entry in the Nurse's
Mates, dated 5/13/10 9:50 a.m., indicating
Resident O's leg buckled and had to be lowered
to the floor during a fransfer from the toilet to the
wheelchair by two staff members.

The next entry, on 5/113M0 at 11 a.m,, was as
follows: "D/T [due to] recent fails [with] transfers,
Res is to be transferred X it assist & Sara It
{mechanical lift] to ensure resident safety. "

The alteration in mobility care plan, updated
11/16/10, identified the need for two assist for
transfer, total lift transfer/non weight bearing with
staff utiiizing Hoyer lift.

The most current physician's order, dated
11/9/10, contained the following order: "Transfer
W [with] assist x 2 wisara lift at all x's.”

requiring phystcal assistance
or the use of a mechanical
lift were reviewed and
recommended for screening
by therapy if indicated.

4. Staff will do & return
demonstration of lift use to
insure proficiancy wih
mechanical devices. All new
employees will ba in-
serviced on mechanical lift
use and do a return
demonstration of proper use.
Nursing Administration will
observe twa mechanical lilt
lransfers and two physical
assist transfers each waek
for a period of 6 maonths and
this monitor will be assessed
for continued review at the
quarterly QA meeting.

5 1/28

!/z%/u
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On 8/3/10 at 7:30 p.m., the Nurses Notes
contained the following entry: "CNA transferring
resident onto the tollet. Resident's leg buckled et
CNA lowered to the floor. Noted blding [bleeding]
io (L) side of forehead. CNA went to get nurse,
resident sitting up next to tub. Noted biding to
back of head. Applied pressure..”

On B/3/10 at B p.m., the resident was sent to the
local emergency room. Resident O returmed to
the facility on 8/410 at 1:00 a.m. ‘

The Nurse's Notes contained the following entry,
on 12/4/10 at 7:30 p.m.: “Res was transferred
[without] Sara lift by CNA [with] no gait belt. Res
was toileted, dressed, and cleaned. CNA did not
put shoes back on resident. Proceeded to
transfer resident to w/c [wheelchair]. Resident's
legs slipped out from under her. CNA lowered
resident to ground and called for help..."”

On 12/30/10 at 10:30 a.m., LPN #4 was queried
about the falls. LPN #4 provided copies of the
CNA assignment sheet that identified the needed
for the use of the Sara {ift and the assist of two for
transfers. The words Sara Lift were In bold Ink,
which she identified as her way of making sure
CNAs wers aware of the need for the [ift.

AZ2. On 1272810 at 9:45 a.m., Resident #48 was
observed being transferred to bed by RN #4 and
CNA#1. The resident's faet were ohserved to be
contracted. A mechanical lift pad was undemeath
the resident. The CNA applied a gait belt to the
resident. The RN and CNA lified under the
resident's arms with some support of the gait belt,
moving the resident to the bed. The resident's
feet barely touched the floor and appeared to
bear no weight. RN #4 was queried and indicated
the resident did not bear weight
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On 1/3/11 at 1:10 p.m., CNAS #2 and #3 were
observed transferring Resident #48 from the
wheelchair to the bed. They placed the high
backed wheelchair beside the hed and tilted the
head back. They attempted to remove the left
arm of the wheelchair, but were unable. One
CNA held the resident under the armsiupper body
and the other CNA held under the knees/lower
legs. They proceeded to lift the resident up over
the arm of the wheelchair and place her in the
bed.

Resident #48's clinical record was reviewed on
12/28M10 at 9:40 a.m. The fast full Minimum Data
Set Assessment was dated 6/8/10. The resident
was identified as requiring total assistance of two
persons for transfers. The care plan, initiated
6/18/09 and reviewed 11/16/10, indicated the
resident required assistance of two for transfers
and was partial weight bearing on the right side
for transfers. The resident's weight on the
assessment was 103 pounds. The guarterly
assessment, dated 11/16/10, was unchanged
regarding transfers and the weight at that time
was 104 pounds.

The observations were reviewed with the Director
of Nurses (DON) and RN #1 on 1/4M11 at 10:18
a.m. Both indicated the resident was care
planned for two person assistance and the
transfer with two assistance and the gait belt was
appropriate for the resident The DON indicated it
was the facility policy that residents under 120
pounds could be transferred with two parsons and
1 did not need a mechanical lift, Both indicated the
reason the lift pad was under the resident on
12/29/10 was the Hospice Agency staff had used
the lift that morning. The DON indicated he would
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have Physical Therapy evaluate the resident for
safe ransfers to be sure.

The Physical Therapy evaluation, dated 1/4/11,
was provided by the Director of Nurses on 1/5/11
at 8:15 a.m. The Clinical Impression indicated,
"Pt Ipatient] participated with eval and was
transferred per facility policy with gait beit and 2
assist. During eval, this was performed safely
and with pt. not displaying any indication of pain.
Due to nature of transfer and pt. contractures, pt.
may have increased comfort with use of
mechanical lift as contractures progress."
“Caregivers were educated in pt. ability to be
transferred per facility policy or via mechanicat lift
if more comfortable for pt.” The therapist
concluded, "Pt may be transferred with gait belt
and 2 assist or if more comfortable forpt., a
mechanical liit" "Precautions; Pt. has multiple
joint contractures.”

Physical Therapist [PT] #1 was interviewed, on
118111 at 10:10 a.m. She indicated she and a
CNA had transferred the resident during the
evaluation. She indicated the resident's feat were
touching the floor, but the resident did not bear
weight. She indicated the transfer was done
safely. The above transfer, on 1/3/11, was
described o her; she indicated she would not
recommend the described transfer, Le, lifting the
resident by the upper and lower body over the
wheslchair arm. She indicated a mechanical lift
might be more comfortahie for the resldent, but
the transfer as done during her evaluation was
not determined to be unsafe.

The Restricted Lifting Policy, no date, was
provided by the Director of Nurses, on 1/4/11 at
11:30 a.m. The policy included, but was not
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limited to, the following:

"The Med Care and nvaCare lifts area available
in the facility to aid with transferring and moving -
of residents. Each resident will be assessed by
the nursing staff, with the assistance of PT
[Physical Therapy] if necessary, to determine if an
assistive device is appropriate for them. The
residents will be evaluated for use with the
mechanical lifts or gait belts..." "If a resident
weighs less than 120 pounds, then that person
can be repositioned without a Iift. If they weigh
over 120 pounds, then the lift should be used for
repositioning. [t is recommendad that there be
two people present for repositioning if the lift is
not mandatory." "If a resident should start to fall
while ambulating, and an side or nurse is nearby,
the resident should be eased to the fioor. After
the nurse has evaluated the resident and
determined it is safe to mave them, the
mechanical lift should be used to lifting {sic) them
| fram the floor.”

The Resident Care Protocols for the Nurse Aide
Training Program were reviewed on 1/7/11 at
11:50 a.m. and indicated the following procedure
for a two-person transfer:

"Dao initial steps.

2, Place chair at bedside. Brace it firrnly

against side of bed. Lock wheels of

wheelchair or geriatric chair.

3. Assist resident to sit on edge of bed
(according to procedure #7).

4. Reach around resident's back and grasp other
assistant's forearm above wrist. Have regident
place arms around your shoulders (not your -
neck),

5. Each NA should reach under resident’s knees
and grasp other assistant's forearm above wrist.
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6. On the count of three lift resident. Allows you fo
work together, and allows weight
to be distributed evenly to prevent injury
to resident or staff.
8. Align resident in chair.
8. Do final steps.”
B1. On 12/27/10 at 12:12 p.m., a quart spray 1. (B) All cabinets in the
battle of "Oasis 499" was chserved stored in an Stocker areas were checked
uniocked cabinet on a shelf, approximately 4 feet for presence of
from the floor, in the nourishment pantry for the chemicals/harmful
Stocker | and Stocker Il units. substances. All doors in the
facility that have a keypad
Interview of the Administrator and Director of entry mechanism also had a
Nursing [DON], at the time, indicated the mechanism on the opposite
chemical should not be stored in an unlocked side of the door which
cabinet. allowed the locking
_ mechanism to be disarmed;
Review of the Material Safety Data Sheet, these mechanisms have
provided by the DON on 12/27/10 at 1:50 p.m., been disabled on all the
indicated the following: keypad entry locks so that
"DANGER! causes respiratory tract, eye and skin they cannot be left uniocked.
bums. Harmful if absorhed through skin or if 2. Any mobiie resident has the
swallowed. potential to be affected by
First aid measures; the alleged deficient practice.
Eye cantact~In case of contact, immediately flush Storage closets/cabinels on
eyes with cool running water. Remove contact all units were reviewed for
lenses and continue flushing with plenty of water presence of chemicals or
for at least 15 minutes. Get medical attenticn unlocked doors to storage
immediately. areas.
Skin contact~In case of contact, immediately 3. Housekeeping staff to
flush skin with plenty of water for at Jeast 15 document daily en the
minutes while removing contaminated clothing menthly log that they have
and shoes. Wash clothing before reuse. checked closets and pantry
Thoroughly clean shoes bafore reuse. Get areas to insure the absence
medical attention immediately. of any harmful substance or
Inhalation~If inhaled, remove to fresh alr. If not chamical in thosea areas that
breathing, give artifical respiration. ¥ breathing is might be accessible to
difficult, give oxygen. Get medical attention residents.
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immediately.

Ingestion—Rinse mouth; then drink one or two
large glasses of water. Do nat induce vomiting.
Never give anything by mouth to an unconsclous
person. Get medical attention immediately."

B2. The "Supply Room"” on the Stocker [ unit was
observed unlocked and unattended on 12/27/10
at 3:00 p.m. Uniocked drawers and cabinets
contained the following: 8 containers of
McKesson Deodorant [abeled "Warning I
swallowed, get medical help or contact a Poison
contrel center," 3 tubes of McKesson tooth paste
labeled "Warning If you accidently swallow more
than used for brushing get medical help or
contact a poisen control eenter immediately”, and
three containers of Instant Hand Sanitizer.

Review of the Material Safety Data Sheet for the
Hand Sanitizer, provided by the Director of
Nursing on 1/4/11 at 11:30 a.m., indicatad, "First
aid measures Eyes: Flush with clear water for 15
minutes. Inhzled: Remove to fresh air.
Swallowed: If patient is consclious and alert,
dilute by drinking large quantities of water, Allow
vomiting 10 occur then get medical attention.
Always get medical attention when product is
swallowed or whan signs and/or symptoms of
significant or persist."

Also observed were eight - 4 packs of denture
cleanser labeled, “In case of accidental ingestion,
seek professional assistance or contact the
poison control center immediately,” 31 nail
clippers, and a spray bottle of Antimicrobial skin
cleanser labeled, "If swallowed get medical help
or call poison contro! center."

Upon interview of the administrator, at the time of

4, lLog sheets will be reviewed
by Housekeeping supervisor
weekly and submitted to
Adminlstrator monthly,
Forms and procedure will be
reviewed for six months and
this monitor will be assessed
for continued review at

5 ?f;ﬂe”y QA mestings. 1/2 g/
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the observation, she indicated the supply room
should not have been unlocked.
3.145(a)(1)
3.145(@)2) |
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 e
$5-F | PALATABLE/PREFER TEMP _ 364 Nutritive Value / Appearance,

| 1. On 12/28/10 at 2:45 p.m., CNA #1 was

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is
paiatable, attractive, and at the proper
temperature,

This REQUIREMENT is not met as evidenced

Based on observation, record review and
interview, the facility failed o ensure palatable
food, at the proper temperature, was served to 1
of 1 sampled resident who received her lunch
later in the afterncon (#101), in the sample of 21,
in that the lunch tray had been stored on the
counter In the pantry without refrigeration. The
facility also failed fo ensure palatable food, at the
proper temperature, was served tp 3 of 5
sampled interviewable residents (#1141, #110,
#1186) in the group interviews and 6 of 11
supplamaeantal sample interviewable residents in
the group interviews (#107, #117, #118, #118,
#121, #123), in thaf there were complaints of cold
food. One of two meals abserved indicated the
food was cool upon service. (Lunch meal 1/3/11)

Findings include:

observed retrieving a lunch tray from the 100 unit
pantry. She indicated the resident had not

1.

Palatable / Pref. temperature

Managerial staff is now
assigned to meal pass for all
three meals to provide
assistance in getting trays
passed more promptly so
they are in an acceptable
temperature range. Trays
are no longer to be held
between meals if a resident
refuses or is out of the
facility.

Any resident has the
potential to be affected by

the alleged deficient practice.

When the resident requasts
a tray pther than meal time,
a meal lray will be sent at
that time.,

Distary was in-serviced on
acceptable temperature
ranges on 1/25. The dietary
meal manager will monltor
food temperatures twice
during meal service. The
food temperatures will be
recorded prlor to the trays
leaving the Kitchen. A “test
tray” will be prepared and
placed on the food cart.
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wanted the lunch meal when it was delivered and
it had been on the counter in the pantry room.
CNA #1 set the tray in front of Resident #101, on
an overbed table in the lounge. CNA #1 then
carried the plate of food from the tray to the
employee break room and placed it in the
microwave oven. Chopped meat in red sauce,
potatoes, and peas were nbserved on the plate.

CNA #1 indicated she was heating up the food so
she could serve it to the resident, since it had
been on the counter since lunch.

Also observed on the funch tray, in front of the
resident, was a bowl of coftage cheese. It had
been setting on the counter as well.

LFN #5 was interviewed and indicated lunch had
been served at around 11:48 a.m.

Resldent #101's clinical record was reviewed on
12728110 at 2:05 p.m. The initial Minimum Data
Set assessment, dated 12/14/10, indicated she
was cognitively impaired with jlimited
communication abilities. :

2. On 12/28/10 at 10:00 a.m., a group interview
was held on the Stacker Unit. Eight (8) of 16
residents present were identified as interviewable,
according to the Resident Roster provided by the
Director of Nursing on 12/27/10 at 1:50 p.m. One
of two sampied interviewable residents indicated
they received cold food (Resident #116). Five of
six supplemental sample interviewable residents
indicated they received cold food. (Residents
#117, #118, #119, #121, #123)

On 12/29M10 at 11:00 a.m., a group interview was
held on the South Unit. Eight (8) of thirteen

After the last resident tray is
served from that cart,
temperatures on the "test
fray" will then be
documented to ascertain that
food temperature is still in
the acceptable range.

4. Temperalure monitoring will
be done for all meals
throughout the week
alternating meals to assure
all items are checked for
proper lemperatures.
Temperatures will be
checked each meal before
trays leave the kitchen and
again on a "test tray” three to
five times a week to insure
temperature is maintained,
Copies of temperature logs
will be submitted to the
administrator at the quarterly
QA meeting for review for 6
months; monitor will be
assessad for continued
review at the quarterly QA
meeting.

5. 128

1231

“ORM CMS-2567(02-99) Previous Verslans Qbsalete

Event 1D L4101

Facllity iD; (00442

If continuation sheet Page 76 of B7




FEB~11-2011(FRI) 15:09

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PINE HRVEN REHAB -STOCKER!

(FRX)B12 467 4209

P.078

PRINTED: 01/12/2011
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
, A BULDING - c
155621 8- WING 01/08/2014
NAME GF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
3400 STOCKER DR
PINE HAVEN HEALTH AND REHABILITATION CENTER EVANSVILLE, IN 47720
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES - [[v) PROVIDER'S PLAN OF CORREGTION OR5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
“TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIEENCY)
F 384 | Continued From page 76 F 364
residents present were identified as interviewable,
according to the Resident Roster provided by the
Director of Nursing on 12/27/10 at 1:50 p.m. Two
of three sampled interviewable residents
indicated they received cold food (Resldents
#1111, #110). One of five supplemental sample
interviewable rasidents indicated they received
cold food.
3. On 1/3/11 at 11:48 a.m., the Harmony Unit
tray cart was abserved in the dining room, LPN
#5 was observed passing the meal trays to the
residents. At 11:58 a.m., two CNAs armived to
help pass the trays. At 12:14 p.m., the last tray
was served. A tray that had been refused was
available for temperature testing. The meat was
110 degrees Fahrenheit. The mashed potatoes
were 112 degrees. The vegetables were 104
degrees. The tapioca pudding was 54 degrees.
A single serving of ice cream was opened and the
top half of the ice cream was soft.
3.1-21(2)(2)
F 368 | 483.35(f) FREQUENCY OF MEALS/SNACKS AT F368| F368 Frequency of Meals/Snacks at
ss=E | BEDTIME Bedtime
Each resident receives and the facility provides at 1. Dietary Is providing HS
least three meals daily, at regular times snacks to each unit to offer
comparable to normal mealtimes in the the residents at bedtime.
community. 2. Any resldent has the
potential to be affected by
There must be no more than 14 hours between a the alleged deficient practice,
substantial evening meal and breakfast the Nursing staff Is now signing
following day, except as provided below. a form provided by Dietary to
. indicate they have received
The facility must offer snacks at bedtime daily. the HS snacks. Dietary will
label special snacks
When a nourishing snack is provided at bedtime, requested or required for
up to 16 hours may elapse between a substantial spacific residents with their
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evening meal and breakfast the following day if a
resident group agrees to this meal span, and a
nourishing snack is served.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to offer snacks at bedtime daily, for 4 of 5
sampled residents in group interviews, and 7 of
17 supplemental sample residents in group
Interviews, who were identified as alert and
oriented/interviewable. (Resldents #108, #110,
#107, #114, #115, #117, #118, #119, #120, #121,
#122)

Finding includes:

On 12/27/10 at 3:20 p.m., the resident councii
minutes for the past ona year were reviewed.
During the foliowing months' meetings, residents
expressed concerns about not getting bedtime
snacks: 8/23/10, 8/20/10, 10/20/10, 12/22/10.

On 12/29/10 at 10:00 a.m., a group interview was
heid on the Stocker Unit. Eight of sixteen
residents present were identified as interviewable
on the Resident Roster, provided by the Director
af Nurses on 12/27/10 at 1:50 p.m, One (1) of 2
sampled Interviewable residents present {#120)
indicated the resident was not offered a bedtime
snack. Five of 6 supplemental sample
interviewable residents present indicated they
were not offered bedtime snacks (#117, #118,
#119, #121, #122).

On 12/29/10 at 11:00 a.m., a group interview was
held on the South Unit. Eight of 13 residents

names. Nursing will
document on the meal
consumption log the
percentage of the HS snack
the resident consumed.

3. Nursing staff will sign that
they have received the
snacks provided by Dietary.
Nursing staff is responsible
for passing the provided
snacks and documenting the
percentage of the snack
consumed. In-service was
presented on 1/26 and 1/27
fo review this process with
staff on procedure for
distributing snacks and -
recording consumption aof
snack,

4. The Clinical Dietary
supervisor will interview the
interviewable residents at
least once per week to
insure they have received
the bedtime shack as noted
on the consumption sheet.
The tesponses will be
shared with nursing each
week in order to follow up on
any Issues in regard lo this
‘process. This will be
moenitored for six months and
will be assessed for
continued review at the
quarterly QA meeting.

5 1/28
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present were identified as interviewable on the
Resident Roster, provided by the Director of
Nurses on 12/27/10 at 1:50 p.m. Three of 3
sampled interviewable residents present indicated
they were not offered a bedtime snack (Residants
#108, #110, #115). Two of 5 supplemental
sample interviewable residents indicated they
ware not offered a bedlime snack (Resldents
#107, #114).
The policy and procedure for Nourishments,
dated 10/08, was provided by the Director of
Nurses [DON] on 1/4/11 at 11:30 a.m. The
procedure included, but was not limited to, the
following: "Bedtime nourishments will be offered
to all residents. Dietary will provide special
nourishments and bulk nourishments." The DON
indicated the staff should be offering bedtime
snacks.
3.1-21(e) ,

F 441 | 483.65 INFECTION CONTROL, PREVENT F441| F 441 Infection Control, Prevent

33=F | SPREAD, LINENS _ Spread, Linens
The facility must establish and maintain an .
infection Control Program designed to provide a 1. Policy and procedure
safe, sanitary and comfortable environment and reviewed and revised. Staff
to help prevent the development and transmission In-serviced on 1/13 on
of disease and infection. praper pracedure for

sanitation of glucometer.

{a) Infection Gontrol Program 2. Any resident who has orders
The facility must establish an Infection Control to have biood glucose
Program under which it - . monitoring done could be
(1) Investigates, controls, and prevents infections affected by this alleged
in the facility; deficient practice. Staff
(2) Decides what procedures, such as isolation, members have raceived the
should be applied to an Individual resident; and n-service mformatn_on as
(3) Maintains a record of incidents and corective noted above and will follow
actions related to Infections. this with any new resident
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{c) Linens

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lasions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility falled to sanitize the
glucometers according to manufacturers.
instructions, for 2 of 2 residents observed for
glucometer testing (#39, #124), on 2 of 5 nursing
units [Stocker | and Stocker Il units], in that only
alcoho! prep pad wipes were used to clean the
exterior of the glucometer prior to and/or after use
for the multi-resident use glucometer, This had
the potential to affect 11 of 11 residents receiving
glucometer testing on the units.

Findings include:

receiving orders for blood
glucose monitoring.

Policy and procedure for
sanitation of glucometar
implemented with staff
training and post test.
Nursing administration will
observe five random med
passes a weak and record
observations with sanitation
of glucometer and record if
proper sanitation procedure
was followed. This monitor
will continue for a minimurn
of six months and will be
assessed for continued
review at the quarterly QA
meeting.

1/28

F 441 Addendum

The policy on Glucometer testing
includes a section on "Cleaning the
Glucometer” which states the device
will be sanitized “...with 2 disposable
Super Sani-Cloth in between uses”,

12 S/H
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1. The medication pass was observed on
Stocker One nursing unit:

Resident #39 was observed, on 12/30/0 at 11:25
a.m., to have a glucometer test for blood sugar
levels. LPN #2 was obsarved to remove the
glugcometer from the med cart drawer. She then
checked the resident's blood sugar level.

The exterior of the glucometer machine was
cleaned with alcohol prep pad following the test.
The pad indicated 70 % alcohol content.

2. The medication pass was observed on Stocker
Two nursing unit;

Resident #124 was observed, on 1/3/11 at 11:45
a.m., to have a glucometer test for blood sugar
levels. LPN # 2 was observed io wipe the exterior
of surface of the Bayer brand Contour glucometer
with an alcohol prep pad. Atthe eompletion of
the test, PN #2 again wiped the exterior of the
glucometer machine with an alcohol prep pad
prior to storage.

LPN #2 indicated, at the ime, that the same
machine was used for multiple residents on the
unit.

3. The current facility policy for Glucometer
iesting was provided, on 1/4/11 at 11:30 a.m,, by
the Director of Nurses. The policy was dated
10/08; the cleaning/disinfecting directions were as
follows;

"Glucometer machine will be cleaned and
disinfected immaediately aftar use. Machina will be
wiped clean utilizing an alcohol pad and allowad
to air dry.”

Tha user guide for the Bayer Contour maching
was reviewed on 1/4/11 at 1;55 p.m., provided by
the Administrator. "Caring for the System” listed
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"~ { the following:
*The exterior of the meter can be cleaned using a
moist [not wet] lint-free tissue with a mild
detergent or disinfectant solution, such as 1 [one]
part bleach mixed with 9 [nine] parts water, Wipe
dry with lint-free tissue after cleaning."
4. Review of the Medlication Administration
Records, on 1/5/11 at 1:50 p.m., for Stocker | and
Stocker Il units, indicated 11 residents received
routine glucometer testing.
F 498 Nurse Aide Competency /
3.1-18(b)(1) Cars Needs
F 498 | 483.75(f) NURSE AIDE DEMONSTRATE F 498
$5=D | COMPETENCY/CARE NEEDS

The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facllity
failed to ensure 2 of 9 residents requiring
assistance with transfers, in the sample of 21,
had the transfers performed by nurse aides
competent to provide the transfers safely and in
accordance with the plans of care, in that 2
resident was transferrad with one assist without a
mechanical lift, and g resident was transferred by
being totally litted from the whealchalr to the bed.
(Resident O, Resident #48) :

Findings include:

1. During the initial tour, on 12/27/10 at 10:21

1. The employee who failed to
follow the care plan and CNA
assignment sheet instrucion
for resident O was
terminated on 12/6/10. The
employees involved in the
physical transfer of Resident
48 were disciplined and in-
serviced on proper transfer
procedure on 1/6/11,

2. Any resident requiring
physical assistance or
mechanical lift with transfer
has the potential to he
affected by the alleged
deficient practice. The
activity orders of residents
reguiring physical assistance
were checked against care
plans and CNA assignment
sheets to insure they
maltchecd.

3. Anin-service for nursing staff
was presented on 1/26 and
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a.m., resident Q was identified, by LPN #4, as
having had & history of a stroke resulting In right
side paralysls. LPN #4 indicated the resident was
cognitively impaired.

The clinical record was reviewed on 12/29/10 at
3115 p.m. The record contalned diagnoses that
included, butwera not limited to, morbid obesity,
hemiplegia, anxiety disorder, cerabrovascular
disease, and subarachnoid hematoma.

The record contained an entry in the Nurse's
Notes, dated 5/13/10 9:50 a.m., indicating
Resident O's leg buckled and had to be lowered
to the floor during a transfer from the toliat to the
wheelchair by two staff members,

The next entry, on 5M13/10 at 11 am., was as
follows: "DV/T [due to] recent falls [with] transfers,
Res is to be transferred X ii assist & Sara lift to
ensure resident safaty..."

The alteration in mability care plan, updated
11/16/M10, identified the need for two assist for
transfer, total lift transfer/non weight bearing with
staff utilizing Hoyer lift.

The most current physiclan's order, dated
1179710, contained the following order: "Transfer
W [with] assist x 2 wfsara lift at all x's."

On 8/3/10 at 7:30 p.m., the Nurses Notes
contained the foliowing entry: "CNA transferring
resident onto the tollel. Resident's leq buckled et
CNA lowered to the floor. Noted biding [bleeding]
to (L) side of forehead. CNA went to get nurse.
resident sitting up next to tub. Noted biding to
back of head. Applied pressure_.*

including mechanical lift
procedures. Residents
requiring physical assistance
or the use af a mechanical
lift were reviewed and
recommended for scresning
by therapy if indicated.

4. Staff will do a retumn
demanstration of lift use to
insure proficiency with
mechanical devices. All new
employees will be in- ,
serviced an mechanical lift
use and do a return
demonstration of proper use.
Nursing Administration will
abserve two mechanical lift
transfers and two physical
assist transfers each week
for a pericd of 6 months.
This will he assessed for
continued review at the
quarterly QA meeting.
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On 8/3/10 at B p.m., the resident was sent to the
local emergency room. Resident O refurned to
the facility on 8/4/10 at 1:00 a.m. :

The Nurse's Notes contained the following entry,
on 121410 at 7:30 p.m.: “Res was transferred
[without] Sara lift by CNA [with] no gait belt Res
was taileted, dressed, and cleaned, CNA did not
put shoes back on resident. Proceeded to
fransfer resident to w/c [wheelchair]. Resident's
legs slipped out from under her. CNA lowered
resident to ground and called for help..."

On 12/30/10 at 10:30 a.m., LPN #4 was queried
about the falls. LPN #4 provided copies of the
CNA assignment sheet that identified the needed
for the use of the Sara lift and the assist of two for
transfers. The words Sara Lift wera in bold ink,
which she identified as her way of making sure
CNAs were aware of the need for the iift.

2. On 12/29/10 at 9:45 a.m., Resident #48 was
observed being transferred to bed by RN #4 and
CNA#1. The resident's feet were observed to be
contracted. A mechanical lift pad was underneath
the resident. The CNA applied a gait belt to the
resident. The RN and CNA lifted under the
resident'’s arms with some support of the gait balt,
moving the resident to the bed, The resident's
feet barely touched the floor and appearad to
bear no weight RN #4 was queried and indicated
the resident did not bear weight.

On 1/3M11 at 1:10 p.m., CNAs #2 and #3 were
observed transferring Resident #48 from the
wheelchair to the bed. They placed the high
backed wheelchair beside the bed and tiited the
head back. They attempted to remove the left
arm of the wheelchair, but were unable. One
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CNA held the resident under the arms/upper body
and the other CNA held under the kneesfiower
legs. They proceeded to lift the resident up aver
the arm of the wheelchair and place her in the

-| bed.

Resident #48's clinical record was reviewed on
12/28/10 at 9:40 a.m. The last full Minimum Data
Set Assessment was dated 6/8/10. The resident
was identified as requiring total assistance of two
persons for transfers. The care plan, initiated
6/18/09 and reviewed 11/16/10, indicated the
resident required assistance of two for transfers
and was partial weight bearing on the right side
for transfers. The resident's weight on the
assessment was 103 pounds. The quarterly
assessment, dated 11/16/10, was unchanged
regarding transfers and the weight at that time
was 104 pounds.

The observations were reviewed with the Director
of Nurses (DON} and RN #1 on 1/4/11 at 10:15
a.m. Both indicated the resident was care
planned for two person assistance and the
transfer with two assistance and the gait belt was
appropriate for the resident. The DON indicated it
was the facility policy that residents under 120
pounds could be transferred with two parsons and
did not need a mechanical lift. Both indicated the
reason the lift pad was under the resident on
12/29110 was the Haspice Agency staff had used
the lift that morning. The DON indicated he would
have Physical Therapy evaluate the resident for
safe transfers to be sure.

The Physical Therapy evaluation, dated 1/4/11,
was provided by the Director of Nurses on 1/5/11
at 9:15 a.m. The Clinical Impression indicated,
“Pt [patient] participated with eval and was

F 498
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transferred per facility policy with gait belt and 2
assist During eval, this was performed safely
and with pt. not displaying any indication of pain.
Due to nature of transfer and pi. contractures, pt.,
may have increased comfort with use of
mechanical lift as contractures progress.”
"Caregivers were educated in pt. ability to be
transferred per facllity policy or via mechanical lift
if more comfortable for pt." The therapist
concluded, "PL may he transferred with gait belt
and 2 assist or if more comfortable for pt,, a
mechanical lift" "Precautions: Pt has multiple
joint contractures.”

Physical Therapist [PT] #1 was interviewed, on
1/6M1 at 10:10 a.m. She indicated she and a
CNA had transferred the resident during the
evaluation. She indicated the resident's feet were
touching the floor, but the resident did not bear
weight. She indicated the transfer was done
safely. The above transfer, on 1/3/11, was
described to her; she indicated she would not
recommend the described transfer, i.e. lifling the
resident from the upper and lower body aver the
wheelchair airm to the bed. She indicated a
mechanical kft might be more comfortable for the
resident, but the transfer as done during her
evaluation was not determined to be unsafe.

The Resident Care Protocols for the Nurse Aide
Training Program were reviewed on 1/7/11 at
11:50 a.m. and indicated the following procedure
for a two-person transfer:

"Do initial steps.

2. Place chair at bedside. Brace it firmly
against side of bed. Lock wheels of
wheeichair or geriatric chair.

3. Assist resident to sit on edge of bed

F 408
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(according to procedure #7).
4. Reach around resident's back and grasp other
assistant's forearm above wrist. Have resident
place arms around your shoulders {not your
neck),
5. Each NA should reach under resident's knees
and grasp other assistant's forearm above wrist.
€. On the count of three [ift resident. Allows you
to work together, and allows weight
to be distributed evenly to prevent injury
to resident or staff.
8. Align resident in chair,
8. Do final steps.”
3.1-14()
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