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Oklahoma State
Dapartment of Health

INVESTIGATIVE REPORT
Facility: Grace Living Center-Edmond
Address: 2520 South Rankin
City, State, Zip: Edmend, OK, 73013, Oklahoma
Provider #: 375158

Complaint #: 0OK00034277
Date(s) of onsite: 09/23/08, 09/25/08 and 09/26/08

TAG $ = SUBSTANTIATED
ALLEGATION(S) NUMBERS
CITED US = UNSUBSTANTIATED
1 The facility farled to have an effective system for investigatng and F 225
reporting abuse F226 S
F309
F313
2 The facility fmled o mmedhately consult with the resident’s physician
when there was an iyury and e sigmificant change in the resident’s F157 8
status
3  The facihity farled to noqafy the remident’s mierested famly member
when there was an uyury and a signefican] change m the resident’s F157 s
status,
Yes [ ] No [X] Were additional deficiencies cited? (If yes, see enclosed statement of deficiencies.)
Yes [ ] No [X] Was this a facility self-reported incident?
Yes [] No [] If yes, has the facility rectified the situation that prompted the self-reported incident?
Yes [] No [X] Will referrals be made to another agency by thus Department?
Record Review: (Records that were reviewed in conjunction with the complaint.}
Yes [X] NVA [[] Medication Administration Records
Yes D] NVA []  Facility Incident Reports
Yes [X] N/A [[] ADL (Activities of Daily Living) Flow Sheets
Yes ] N/A [[] Hospital Records
Yes [] N/A [¥] Physician Progress Notes
Yes [{] N/A [[] Physician Orders
Yes ] NJA []  Nurses Notes
Yes [] N/A Dietary Notes
Yes (] NVA X Laboratory and X-Ray Reports
Yes [] N/A Social Services Reports
Yes ] N/A Activities Reports
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Treatment Sheets
Pharmacy Records
Meal Intake Records

Weight Records

Skin Assessments

Assessment & Care Plan Records (Care Plan and MDS)
Therapy and/or Ancillary Services Records

Resident Council Minutes

Health Care Authonty Staffing Reports

Personnel Records/Background Check, etc.

Staff Time Sheets, Schedules, etc.

Facility In-Service Records

Medical Examiner Reports

Ambulance Records

Death Certificate

Facility Investigation Reports

Facility Policy and Procedure Manual

Current Credentials of licensed, registered, or certified personnel and/or consultants
Facility Admssion/ transfer records

Other:

Interview:
Number of interviews conducted with residents identified 1n the allegation(s). (If not interviewed, explain why

in the description of findings.)

Total number of resident interviews conducted:

Yes |:l
Yes [X
Yes [X]
Yes []

Yes X

Yes X
Yes []

If not, complainant contacted on:

If unable to contact complainant, attempts made on:
If unable to contact complainant, attempts made on:
If unable to contact complainant, attempts made on:

No [X] NvA [
No (] WA [
No ] WA [
No X WA []
No [] NA [
No [] N/A []

No [X

One
One

Was the alleged perpetrator interviewed?

Were interviews conducted with staff? Number: 8
Were interviews conducted with fammly?

Were interviews conducted with other residents?
Was the physician interviewed?

Was the complainant interviewed?

Was the complaint based on entity reported incident or anonymous complaint?

09/26/08 at 11:00 a.m.

Date/Time
Date/Time
Date/Time

In the event of a serious 1njury or an unexpected death, were interviews conducted with any or all of the

following:
Yes
Yes [X]
Yes []

No [[] Emergency Personnel
No [] Police Officers
No { ] Funeral Home Personnet --

- - —— __—— |
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Yes No " Other

Observation:
Number of sampled residents observed:  Four
Yes [ N/A [] Were sampled residents selected based on the allegations?
Yes X No [ N/JA [[] Were residents 1dentified in the allegahon(s) presen at the facility during the
mvestigation?

Yes [ ] No N/A [] Inthe event of mnjury, was the area of injury observed?
Yes No [] N/A [[] Was equipment being operated in a safe manner?
Yes ] Neo [] Was an environmental tour conducted?

Observation of Primary Clinical Issues:

[ wound Care D Safety Issues

[ Medication Pass [[] Medical Intervention

[] Dietary Issues [<] Neglect/Abuse

BX] Personal Care <X Infection Control
Dignity and Privacy Issues Cleanliness of Residents
[] Restorative Care [] Assistance With Eating
<] Nursing Services Xl Use of Equipment, etc.

A Brief Description of Significant Findings Related To Each Allegation is Provided Below:

An unannounced visit was made to the facility on 09/26/08 (date} at 10:00 a.m. (time). The person in charge of
the facility at that time, Administrator (title), was contacted to announce the survey and the general nature of
the complaint. Details of the allegations were not discussed in order for the surveyor(s) to conduct a more
thorough investigation.

Allegation #1:  Facility policy titled “Administrative Policies and Procedures - Resident Abuse,
Neglect, Misappropriation of Property or Facility Incidents” documented, “...The
licensed nurse in charge should then assess the resident for evidence of harm related to
the allegation. The licensed nurse should report his’her findings to the administrator
and/or physician as soon as possible after the assessment and receive instructions for
the notification of the resident’s responsible party.”

Clinical record reviews were conducted for the resident (victim) and the perpetrator
identified in the allegation. Facility and police investigation reports were reviewed.
Facility staff, family members, hospital staff, physicians and other outside agency
personnel were interviewed by the surveyors.

Resident #2 was admitted to the facility on 07/01/08 with diagnasis to inclade Dementia

and Alzheimers. On 09/26/08 at 11:40 a.m., an interview was conducted with the

psychiatrist, Dr. (name withheld) who had seen resident #2 on 07/28/08. He stated the
— - —resident was confased-and did not know what he was doing, that he had a diagnosis of

e
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Allegation #2:

Allegation #3:

dementia and was disoriented to time and place. On 09/25/08 at 2:30 p.m., the
surveyors observed resident #2. He was disoriented and unable to be interviewed.

On 09/26/08 at 10:00 a.m., resident #1 refused to be interviewed by the surveyor.

This allegation was substantiated. See the 2567 report for the particular deficiencies.

See allegation #1.

Clinical record review, interviews with facility staff, physicians and review of facility
investigation reports indicated the injury/change in condition occurred on 09/16/08 at
approximately 7:00 a.m.

An interview was conducted with the physician of the resident, identified as the victim
in the allegation. The physician indicated he was notified of the resident’s injury/change
in condition on 09/16/08 between 8:15 a.m. and 8:25 a.m., 132 hour afier the incident
occurred.

An interview was conducted with the physician of the perpetrator, identified in the
allegation. The physician indicated he was notified of the incident on 09/17/08 when he
made morning rounds at the facility, the next day after the incident occurred.

This allegation was substantiated. See the 2567 report for the particular deficiency.

See allegation #2.

Clinical record review, interviews with facility staff and the physician and review of
facility investigation reports indicated the injury occurred on (9/16/08 at approximately
7:00 a.m.

An interview was conducted with the resident’s family member. The family member
indicated she was notified of the incident/change in condition on 09/16/08 at 9:06 a.m., 2
hours after the incident accurred.

This allegation was substantiated. See the 2567 report for the particular deficiency.

ke t Msn . (OHFES

Rita Wilson, RN, Clinical Health Facility Surveyor

Date report was completed: 10/03/08

Name(s) of any additional surveyor(s) who participated in the investigation of this complaint:

Revision, 01-03-07
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Sherryl Young, RN, CHFS
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER
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{X2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY
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09/26/2008

B WING
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(Xd) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
{FACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF CORRECTION &)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

DEFICIENCY)

F 000

F 157
88=E

.1 consequences, or to commence a new form of

INITIAL COMMENTS

An abbreviated survey was conducted on
09/23/08, 09/25/08 and 09/26/08, to inveshgate
complaints #OK00034238, QK00034277 and
#OK00034236

483 10(b)(11) NOTIFICATION OF CHANGES

A facilty must immedrately inform the resident,
consilt with the resident’s physician, and if
known, notify the resident's legal representative
or an interested family member when there 1s an
accident involving the resident which results in
mury and has the potential for requinng physician
intervention, a significant change in the resident's
physical, mental, or psychasocial status (1e, a
detenoration 1n heaith, mental, or psychosoctal
status in ether ife threatening condibons or
clinical complications), a need to alter treatment
significantly {1 e , a need to discontinue an
existing form of treatment due to adverse

treaiment), or a decision to transfer or discharge
the resident from the facility as specified in
§483 12({a)

The facility must alsa promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in rcom or roommate assignment as
specified in §483 15(e})(2), or a change in
resident nghts under Federal or State law or
regulations as specified in paragraph (b){(1) of
this section

The faciity must record and penodically update
the address and phone number of the resident's
legal representative ar interested family member

F 000

F 157

LABORATORY DIRECTOR'S OR PROVIDER/SUFPPLIER REPRESENTATIVE'S BIGNATURE TITLE {XB) DATE

2 e

Any deficiency statement ending v)]lh an astensk (*) denotes a deficiency which the institthon may be excused from comeching providmg it 15 determined that
other safeguards provide sufficiant protection to the patients (See instructions ) Except for nursing homes, the findings stated above ane disclosabla 80 days

following the date of survey whather ar not a plan of comrecton is

provided. For nuraing homes, tha above findings and plans of cormection are disclosable 14

days following the dale these documents are mada avallable to the facility  If deficiencies are cited, an approved plan of correction is requisite io continued
program parficapahaon
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A BUILDING
C
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44 ID SUMMARY STATEMENT OF DEFICIENCIES ' Ie) PROVIDER'S PLAN OF CORREGTION x5
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F 157 | Continued From page 1 F 157

This REQUIREMENT s not met as evidenced
by

Based on medicalfcinical record reviews, staff,
family, physician, and police officer interviews, it
was determinad the facility failed to nobfy the
police, physician and family/legal representatives
immediately of a resident injury and/or change in
concdition far twa of twa (#1 and #2) sampled
residents who were involved 1n a sexual assaulf

Findings

The facilily’s policy titled "Resident Abuse,
Neglect and Misappropnation of Property”
documented, "Abuse  includes the deprivation
by an indmdual, including a caretaker, of goods
or services that are necessary to obtain or
mamtan physical, mental and psychosocial well
being of all residents, even those in a coma or
may cause physical harm, pamn, or mental
anguish

Sexual Abuse Includes, but 13 not imied to,
sexual harassment, sexual coercion, or sexual
assault

. Neglect 1s defined as failure 1o provide goods
and services necessary to avold physical harm,
mental anguish, or mental liness Neglect occurs
on an individual basis when a resident receives a
lack of care in one or more areas
ldentification/Reporting/Pratection The kcensed
nurse in charge should then assess the resident
for evidence of harm related to the allegation
The Iicensed nurse should report histher findings
to the administrator and/or physician as soon as
possible after the assessment and recewve
instruchons for nobfication of the resident's
raesponsible party "

FORM CMS-2567{02-95) Previous Versions Qbsolete

Event ID HOTUN
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DERCIENCY)
F 157 | Continued From page 2 F 157

1 Resident #1 was admitied to the facility on
09/15/08 at 2-15 p m , with diagnoses to include:
dysphagia, anoxic brain condition, epilepsy,
expressive aphasia, Parkinson’s,
gastro-esophageal reflux disease, protein-calons
malnutntion, abnormal mvoluntary movements,
aspiration pneumonia (history of) and dementia

A "Resident - Data Collection Status Upon
Admissiion” record dated 09/15/08, documented
resident #1 had no pan upan admission, had
scratches to her chest area, a PEG
(Percutaneous Endoscopic Gastrostomy) tube
and dry skin to the nght hand and thumb area
The assessment documented the resident’s skin
was dry, she had partial weight beanng, required
(2) person assistance with ambulation, had
bilateral handrolls to her hands, had adequate
hearnng to the left and nght ears, her vision was
adequate with glasses, she had her own teeth
and the conditron of her teeth was good The
assassment further documented the resident
required assistance with eating, had a regular
diet, required assistance with bathing, cral
hygiene, grooming and dressing, was dysphagic,
incontinent of bowel and btadder, alert, slow
comprehension and was onented to person, place
and ime

A "Range of Motion Assessment” dated 09/15/08,
documented the rasident had parhal ROM {range
of motion) to the left and nght shoulders, nght and
left elbows, the nght hand and the nghttoes The
assessment further documented the resident had
no ROM to the nght and left wnsts, the left hand
and the nght ankle, and full ROM to the left and
nght hips, left and nght knees, left ankle and left
toes

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID-HOTUN Faciity ID- NH3536 If continuation shest Page 3 of &1
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FORM APPROVED
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STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLLA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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A BUILDING
B WING ¢
375158 09/26/2008

NAME OF PROVIDER. OR SUPPLIER

GRACE LIVING CENTER-EDMOND

STREET ADDRESE, CITY STATE ZIP CODE
2520 3DUTH RANKIN

EDMOND, OK 73013

2 Anurse's note dated 09/15/08 at215pm,
documented a focus assessment of the resident
The assessment documented the resident was
alert and onented x 1, not able o communicate
needs unless asked, could follow simple
directions, answer "yes" and "no" queshons at
times with prompting, dependent on staff to be
fed, 2 staff assist with transfers and activities of
daily Iming, hand roll to left hand contracture and
had partial weight bearing on extrermities

3 An incident report dated 08/16/08,
documented at 7 10 a m , staff reported resident
#2 was observed touching resident #1
inappropnately in the "pen area "

4 Anurse's note dated 09/16/08 at 745am,
written by the director of nursing (DON),
documented she recewed a call from a registered
nursa (RN) pertaining to a witnessed ncident of
rasident #2 "molesting” resident #1 A sidebar to
the nurse's note documented, "Incident happened
at 7 10 am according to ncident report™ The
DON was at home when the call was recened
The note documented the DON then catled
licensed practical nurse (LPN) #1, the assistant
director of nursing {ADON), to go immediately,
check on the resident and try to get more
information, then call the DON back This was 30
minutes after the occurrence of the sexual
assault.

A nurse's note dated 09M16/08 at 7 50am,
documented LPN #1 then went to rasident #1's
room and found twa certified nurse aides (CNAS)
getting the resident up for "breakfast" According
1o the nurse’s note, the resident's eyes were red,
she was tearful and she was moaning The

(X4} ID SUMMARY STATEMENT QOF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGTY)
F 157 | Continued From page 3 F 157
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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iD PROVIDER'S PLAN OF CORRECTION
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(X5)
COMPLETION
DATE

F 157

Continued From page 4 .

resident was asked If she wanted to go to the
diming room for breakfast, she stated "no" and
then she was asked about geing to the office of
the LPN/ADON for a "cup of coffee ”
Documentation in the note indicated the resident
verbalized "yes " The resident had not been
assessed for injury at the time of this nurse’s
note, 40 minutes after the occurrence of the
gsexual asgault. This note was wniten by the
ADON

A nurse's note by the DON, dated 09/16/08 at

8 25 a m , documented after the resident
completed breakiast, she was asked by the
ADON if they (two nurse aides) could take her to
her rocom so she could be assessed for injury

The imitial head to toe assessment was
completed by LPN #2 LPN #2 noticed a small
amount of blood on the mside of the resident’s
adult bnef and reported this to the DON and
registered nurse (RN) #2. The DON and RN #2
went to the resident's room and "inspected” the
resident's genital area and noted a smalt amount
of bleeding on the resident's genitals and a
superficial tear to the nght labia approximately 1 5
centimeters long The DON then told the resident
she wouid be further evaluated at the hospital and
covered the residentup This was a penod of 1
hour and 15 minutes after the occurrence of the
sexual assault This note was wntten by the

DON

A nurse's note dated 03/16/08 atB 35am,
documented the palice were natified of the sexual
assauilt 1 hour and 25 minutes after the
occurrence of the sexual assault ncident The
note documaented the rasident’s daughter was
notified at 8.45 a m, 1 hour and 35 minutes after
the accurence of the sexual assault incident

F 157
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F 157

Caontinued From page 5

The note documented the police amved at 9 00
am to inveshgate and the resident was
transferred to (name withheid) hospital via EMSA
{Emergency Medical Services Authority) at 9 15
am, 2 hours and 5 minutes after the occurrence
of the sexual assault. This note was wntten by
the DON

A nurse's note dated 09/16/08 at230pm,
documented, "Late entry for this a m [moming]
approx [approxomately] 930 am  called Dr
[doctor] [nrame withheld] and talked to lim
personally and explained incident this a m of
sexual abuse by male resident. " Thiswas a
penod of 2 hours and 20 minutes aftar tha
occurrence of the sexual assault. This note was
written by RN #2

§ An ER (Emergency Room) report dated
09/16/08 at 10 36 a m , documented resident #1
was seen for the chief complaint of sexual
assault The report documented the sexual
assault by a male resident towards a female
resident happened "around 7am”

6 On 09/25/08 at 4 55 p m, an interview was
conducted with the sexual assault datective
assigned to the case The detective was asked
what time ihe police were notified He stated,
"The incident occurred about 7 00 a m and the
facility didn't call EMSA or the police untl about
900am"” A2 hour pencd after the sexual
assault occurred

7 On 09/26/08 at 10 35 a m , an interview was
canducted with the physician of resident#1 Dr
{rame withheld) stated he was called by the
faciity between 8 15 and 8 25 am He stated he
had just gotten to his office and usually got there

F 157
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Continued From page 6

about that tme He stated he had never seen the
resident before, as she had Just been admitted to
the facility the day before The physician stated
he was given all the information over the
telephone and he told the facilty to send resident
#1 to the ER for evaluation When asked if he
was told of any injunes to the resident, he stated
he understood she had a small tear to the vagina,
“probably from the male resident’s [#2] fingernal,
since he was told they were slightly long *

8 On 09/26/08 at 10 46 a m , an interview was
conducted with LPN #1, the ADON When asked
If she was at the facility when the sexual assauit
occurred, she stated she was not. She stated
she amved at the facility at approximately 7 20
am to 7 25 am, and that she nomally came 1n
atthaitime The LPN stated she was called by
the DON at approximately 7 45 a m , and was told
of the mcident The DON wanted the LPN fo go
and check things out ' When asked what the
facility's Abuse/Neglect policy stated staff were to
do If a sexual assault occurred, she stated,
"Separate the 2 residents iImmediately, start the
investigation, see what happened, tatk to the
residents, call Dr, family and DON, a head o toe
assessment 1s to be completed before you start
calling, so you can tell the Dr what the situation
IS L1}

9 On 09/26/08 at 11 20 am, an Interview was
conducted with LPN #2 She stated she came in
tawork at 7 30 am on 09/16/08, the date of the
incident After getting report on the hall she was
warking an, she started rounds She stated the
DON came and got her out of the dining room to
go with 2 CNAs to the raom of resident #1 to
assess the resident When asked what tme she
assessed the resident, she stated it was "about

F 157
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800am to830am" When asked what the
faciity's Abuse/Negiect policy stated the staff
were to do when a sexual assauit occurred, she
statad, "Notfy the DON and Dr Get the resident
out of harms way, that 1s a prionty, assess the
resicdent the minute you find out there 1s an
aliegation "

10 On 09/26/08 at 11 356 a m, an interview was
conducted with CNA #1  She stated she arnved
at the facility at 6 53 am, clocked 1n and then did
rounds with CNA #3 The CNA stated itwas 7 00
am , when they armved at the room of resident #1
and she noticed a wheelcharr at the bedside of
the resident and realized resident #2 was in the
wheelchair She stated when she tumed on the
light to the room, she told resident #2, "You are
not supposed to be In here * The CNA stated the
wheelchair of resident #2 was nght by the bed of
resident #1 and her left leg was "across his lap"”
and her rnight leg was "between his wheeichair
and her bed * She stated resident #2 had his
nght hand between the legs of resident #1 and his
left hand was in his lap holding onto the foot/sock
of resident #1 She stated she replaced resident
#1's legs back into bed and covered her up while
CNA #3 pushed resident #2 out of the room of
resident#1 The CNA stated they (herself and
CNA #3) pushed resident #2 up the hallway o the
charge nurse (RN #1) and CNA #3 told the
charge nurse that resident #2 was in the room of
resident #1 "molesting” her CNA #1 stated the
police amved at approximately 9 00 am and
EMSA at approxxmately 8 15am

11 Qn 09/26/08 at 11 50 a m , an interview was
conducted with CNA#2 She stated she was 10
minutes late to work the day of the incident
(09/16/08), and was not at the facility when the
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incident accurred, but armved at approximately
708am She stated she arrved at the room of
restdent #1 at approximately 7 02 a m , and the
resident was lying in her bed She stated after
CNA #1 toid her what happened to resident #1,
she went to the charge nurse, LPN #2, and asked
her what to do first. She stated the LPN told her
to get the resident up and dressed It was about
7 10am atthat time

12 On 09/26/08 at 12 05 p m , an interview was
conducted with CNA #3 She stated she had
workedthe 1100 pm t0 7.00am shifton
09/15/08 She stated she was doing rounds with
CNA #1 at approximately 7 0D a m , starting at
the beginning of the hall The CNA stated
resident #1's rcom was the last room cn the left
When the CNAs armved at the room of resident
#1, they saw resident #2 n the resident's room
When the light was turned on, she saw resident
#1 "partially on" resident #2  She stated resident
#2 had pulled resident #1 over onto him  She
stated resident #2 had his left hand i the vaginal
area of resident #1 with his right hand "tapping”
her stomach She stated she removed resikdent
#2 from the room of ressident #1 and told the
charge nurse (RN #1) the resident was touching
resident #1 1n an inappropnaie way She staied
the charge nurse had not done anything about the
situation while the CNA was still at the facility and
that she leftat 7 05 am When asked what tme
the incident occurred, she stated at approximately
B55am

13 On 09/26/08 at 12 45 p m, an inferview was
conducied with the DON She stated at
approximately 740 am te745am, an
09/16/08, she received a phone call at home,
from RN #1 The RN told her she had worked the
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1100 pm ta700am shiftthe night before
(09/15/08) The RN told the DON she was in the
middle of a narcotic count when a nurse aide
reported to her that resident #2 was witnessed
"moelesting” resident #1 The DON stated RN #1
toid her the CMA told her this information while
she was counting out narcotics and that she also
had several other events over the evening and
fargot to do anything about the situation before
going home when her shift was over The DON
stated RN #1 told her when she got home from
the faciity, she remembered the incident as she
walked in her front door and called the DON She
stated it was approximately 7 45 a m , when she
{DON]} called LPN #1/ADON and had her go to
resident #1's room She stated she attempted to
call the telephone number listed for the residenf's
daughter, but there was no answer, so she lefta
message, then called another family member of
the resident, who was histed on the face sheet
and was able to reach the resident's daughter at
that number When asked what time the
residant's daughter was notified, she stated
betveen B40am ta 845 am, and the
assessment was completed on the resident at
approximately 830am t0835am Shealso
stated the resident's Dr was called a few minutes
after her daughter was called and the police were
called a few minutes after the Dr was called

14 Qn 09/26/08 at 3 20 p m , the physician of
resident #2 was interviewed When asked when
the facility notified him in relation to the incident of
tha resident sexually assaulting resident #1, he
stated, "They told him about 1t the next moming
when he made rounds " He stated, "They might
have calfled his partner, but not sure " The
physician then stated he did not see anything
about the incident on his computer database He

F 157
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stated there was no documentation 1o Indicate the
facifity had notified him of the incident that
occutred 09/16/08, until 09/17/08 He stated he
found out about the iIncident on Wednesday
morning {09/17/08)

15 On 09/29/08 at 1 30 p m , a telephone
intarview was conducted with RN #1 The RN
stated she was getting ready to give an insulin
njechon to a resident, when CNA #3 came and
told her (name withheld) resident #2, had just
"molested” resident #1 RN #1 stated she put the
informatian on the back bumer due to having
residents needing pain medicine and insulin and
forgot about the incident untit she got home from
the facility when her shift was aver She stfated
she clocked out between 7 15am and 7 17

a m , then drove home, which was abaout 8 blocks
from the facility She stated after she got home,
she remembered the incident and called the DON
at home and reported it to her The DON asked
her some guestions and stated she would take
care of the situation when she got to work RN #1
stated her clock read 7 35 am, at the ime of the
phone call ta the DON

16 On 08/26/08 at 11 00 a m, an interview was
conducted with a family member of resident #1
The family member stated twas 906am,
before she was contacted by the DON, to report
the incident of sexual assault The family
member stated when she asked the DON why it
took 2 hours before she was notified, the DON
stated she couldn't find the family members
phone number The DON told the family member
she was "just trying to decide if there was
anything to call her about.”

17 On 09/26/08 at 10 35 am, resident #1 was
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observed at the facility she went to after leaving
the hospital When the resident was asked by a
staff member if she would talk with the surveyor,
the resident became very anxious and tearful

18 A nurse's note by the DON, dated 09/16/08 at
8 25 a m , documented the initial head to toa
assessment was completed by LPN #2  This was
a peniod of 1 hour and 15 minutes after the
occurrence of the sexual assault.

A nurse's note by the DON dated 08/16/08 at 8 35
am , documented the police were notified of the
saxual assault 1 hour and 25 minutes after the
cccurrence of the sexual assault The note
documented the resident's daughter was notified
at B 45 am , 1 hour and 35 minutes after the
occurrence of the sexual assault The note
documented the police amved at900am to
inveshgate and the resident was transferred to
(name withheld) hospital via EMSA (Emergency
Medicat Servwices Authonty) at @15 am, 2 hours
and 5 minutes after the occurrence of the sexual
assault

A nurse's nate dated 09/16/08 at 2230 p m ,
documented, "Late antry for this am [morming]
approx [approximately] 9 30 a m called Dr
[doctor] [name withheld] and talked to him
personally and explained incident this am of
sexual abuse by male resident " Thiswasa
penod of 2 hours and 20 minutes after the
occurrence of the sexual assault This note was
written by RN #2

F 225 483 13{c)(1){()-(m), (c){2) - (4) STAFF F 225
§5=F | TREATMENT OF RESIDENTS

The facilty must not employ indwiduals who have
been found guilty of abusing, neglecting, or
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mistreating reswents by a court of law, or have
had a finding entered inta the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actons by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff ta the State nurse aide registry
or hieensing authonties

The faciity must ensure that all alleged violations
nvolving mistreatment, neglect, or abuse,
including injunes of unknown source and
misappropnabon 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 all alleged
violations are thoroughly mvestigated, and must
prevent further patential abuse while the
investigation 1s n progress

The results of all nvestigations must be reported
1o 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
ncident, and if the alleged violation 1s verified
appropnate correchve action must be taken

This REQUIREMENT 18 not met as evidenced
by

Based on recard review, review of the faciity's
policy and procedure (P/P) for abuse and neglect
and mterviews conducied with facility staff, family
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members and police officials, it was determined
the facility failed to ensure a witnessed incident of
sexual assault was reported immediately to the
administratar and was thoroughly investigated as
per their abuse P/P for 1 of 1 (#1) sampled
residents who was sexually assaulted by another
resident in the facility

Findings

The faciity's policy titled "Resident Abuse,
Neglect and Misappropnation of Property”
documented, "Abuse includes the deprivation
by zn individual, including a caretaker, of goods
or services that are necessary to obtain or
maintain physical, mental and psychosocial well
being of ail residents, even those in a coma or
may cause physical harm, pain, or mental
anguish.

Sexual Abuse ncludes, but is nat imited ta,
sextal harassment, sexual coercion, or sexual
assauit

Neglect 1s defined as failure to provide goods
and services necessary to avoid physical harm,
mental anguish, or mental liness Neglect occurs
on an mdividual basis when a resident receves a
lack of care in one or mare areas
Traiing/Preventon On-going abuse training will
be provided to all employees throughout the year
which Include a appropnate interventions to deal
with aggrassive and/or catastrophic reacfions of
residents Ildentdication/Reporting All employees
of a nursing facility are mandated reporters of
resident abuse, neglect or misappropnation of
property and must report any and all incidents by
following the procedure below Report the incident
to the highest-ranking person working in the
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facility at the immedaie time of the allsgation
Identification/Reporting/Protection The licensed
nurse in charge should then assess the resident
for evidence of harm related to the allegation
The licensed nurse should report hisfhar findings
to the administrator andfor physician as soon as
possible after the assessment and receive
mstructions for notification of the resident's
respansible parly  The licensed nurse in charge
of the unit shali then complete an incident report
reflecting any and all findings from the
assessment of the resident following the

incident "

1 Resident #1 was admitted to the facilily on
09/15/08 at 2 15 p m , with diagnoses to include
dysphagia, ancxic brain condition, epilepsy,
expressive aphasia, Parkinson's,
gastro-esophageal reflux disease, protemn-calorie
mainutrition, abnormal involuntary movements,
aspiration pneumaonia {history of) and dementa

A "Resident - Data Collection Status Upon
Admission” record dated 09/15/08, documented
resident #1 had no pain upon admission, had
scratches to her chest area, a PEG
(Percutaneous Endoscopic Gastrostomy) tube
and dry skin to the nght hand and thumb area
The assessment documented the resident's skin
was dry, she had partial weight beanng, required
(2) person assistance with ambulation, had
bilaterat handrolls to her hands, had adequate
heanng to the left and nght ears, her vision was
adequate with glasses, she had her own teeth
and the condibon of her teeth was good The
assessment further documented the resident
required assistance with eating, had a regular
diet, required assistance with bathing, oral
hygiene, grooming and dressing, was dysphagic,
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incontinent of bowel and bladder, alert, slow
comprehension and was onented to person, place
and time

A "Range of Motion Assessment” dated 09/15/08,
documented the resident had partial ROM (range
of motion) to the left and nght shoulders, nght and
left elbows, the right hand and the nght toes The
assessment further documented the resident had
no ROM to the nght and left wrists, the left hand
and the night ankle, and full ROM to the left and
nght hips, left and nght knees, left ankle and left
toes

2 Nurses' notes dated 09/15/08 at2 15pm,
documented a focus assessment of the resident
The assessment documented the resident was
alert and onented x 1, not able to communicate
needs unless asked, could follow simple
directions, answer “yes" and "no" questons at
times with prompting, dependent on staff to be
fed, 2 staff assist with transfers and activities of
daily kving, hand roll to left hand contracture and
had partial weight bearning on extremities

3 Anncident report dated 09/16/08,
documented at 7 10 a m, staff reported resident
#2 was observed touching resident #1
inappropnately in the "pen area "

4 Anurse's note dated 09/16/08 at 745am,
written by the director of nursing (DON),
documented she received a call from a registered
nurse (RN) pertaining to a withnessed incident of
resident #2 "molesting” resident #1 A sidebar to
the nurse's note documented, “Incident happened
at 7 10 am according to incident report " The
DON was at home when the call was received
The note doecumented the DON then called

F 225
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licensed practical nurse (LPN) #1, the assistant
director of nursing (ADON), to go immecdhately,
check on the resident and try to get more
information, then call the DON back This was 30
minutes after the occurrence of the sexual
assauit

A nurse's note dated 09/16/08 at 7 50 am ,
documented LPN #1 then went to resident #1's
rcom and found two certified nurse aides (CNAs)
getting the resident up for "breakfast " According
to the nurse's note, the resident's eyes were red
She was tearful and she was moaning The
residant was asked if she wanted to go to the
dining room for breakfast, she stated "No" and
then she was asked about going to the office of
the LPN/ADON for a “cup of coffee "
Documentation in the note indicated the resident
verbalized "Yes " The resident had not been
assessed for injury at the time of the nurse’s note,
40 minutes after the occurrence of the sexual
assault The nurse's note was wrtten by the
ADON

A nurse's note by the DON, dated 09/16/08 at

8 25 a m , doecumented after the resident
completed breakfast, she was asked by the
ADON if they (two nurse aides) could take her to
her room so she could be assessed for injury

The inihial head to toe assessment was
completed by LPN #2 LPN #2 noticed a small
amount of blood on the inside of the resident's
adult bnef and reported this to the DON and
registered nurse (RN) #2 The DON and RN #2
went to the resident’s room and "inspected” the
resident's genital area and noted a small amount
of bleeding on the resident’s genitals and a
superficial tear to the nght labia approximately 1 5
centimeters long The DON then told the resident
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she would be further evaluated at the hospital and
covered the resident up This was a period of 1
hour and 15 minutes after the occurrence of the
sexual assauit This note was written by the
DON

A nurse's note dated 09/16/08 at8 35am,
documented the police were notified of the sexual
assault 1 hour and 25 minutes after the
occurrence of the sexual assault incident The
note documented the resident's daughter was
notified at 8 45a m, 1 hour and 35 minutes after
the occurrence of the sexual assault incident
The note documented the police arnved at 9 00
am to investigate and the resident was
transferred to (name withheld) hospital via EMSA
(Emergency Medical Services Authority) at 9 15
am, 2 hours and 5 minutes after the occurrence
of the sexual assault This note was written by
the DON

A nurse's note dated 09/16/08 at230 p m ,
documented, "Late entry for this am [morning)
approx [approximately] 9 30 a m called Dr
[doctor] [name withheld] and talked to him
personally and explained incident this a m of
sexual abuse by male resident " Thiswas a
penod of 2 hours and 20 minutes after the
occurrence of the sexual assault. This note was
wniten by RN #2

5 A copy of the SANE "Tnage Checklst" dated
09/16/08 at 10 15 a m, checked "Yes" to the
question, "Victim states vaginal or rectal
instrumentation related to sexual assault (hand)
The SANE report documented "Vaginal Injury
Instructions” for the resident and her care givers
to follow in the care of the resident's traumatzed
vaginal area
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6 An ER (Emergency Room) report dated | ‘
09/16/08 at 10 36 a m , documented restdent #1 1
was seen for the chief complaint of sexual |
assault The report documented the sexual |
i
|
|
|
|

assault by a male resident towards a female
resident happened "arcund 7 a m" The report
documented a pelvic exam was being deferred
for the SANE (Sexual Assault Nurse Examiner)
nurse

|

7 On09/25/08 at4 55 pm, an interview was |

conducted with the sexual assault detective !

assigned to the case He stated, "The facility did \ !

a poor job of protecting the evidence They threw |

the vichim's incontinent brief with the blood on it |

away and took all of the vichm's bed linens and |

clothing, as well as the perpetrators clothing, and !

placed the clothing in the soiled faundry, before |

the police were notified " He stated "the manin |

charge," made the comment to one of the other |

officers, that he felt "The situabon was being |

biown out of proportion * When the surveyor

asked the detective who he was referring to when

he stated the “man m charge,” he stated, "The :

administrator ¥ The detechve was asked what |
|

time the police were notified He stated, "The
incident occurred about 7 00 am and the faciity |
didn't call EMSA or the police until about 9 00 |
a m,, 2 hours after the sexual assault occurred ”

| |
B8 On 09/26/08 at 10 35 a m, an inferview was |
conducted with the physician of resident #1 Dr i
(name withheld) stated he was called by the {
facility between 8 15and 825am He stated he |
had just gotten to his office and usually got there
about that tme He stated he had never seen the (
resident befors, as she had just been admitted to |
the facility the day before The phystcian stated ,

: i

L
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he was given all the infformation over the
telephone and he told the facility to send resident
#1 to the ER for evaluation. When asked if he
was told of any injunes to the resident, he stated
he understood she had a small tear to the vagina,
“probably from the male resident's [#2] fingemail,
since | was told they were slightly long ™

9 On 09/26/08 at 10 46 a m , an interview was
conducted with LPN #1, the ADON When asked
if she was at the facility when the sexual assault
occurred, she stated she was not. She stated
she amved at the facility at approximately 7 20
am to725am, and that she narmally came in
at that tme The LPN stated she was called by
the DON at approximately 7 45 a m , and was told
of the incident  The DON wanted the LPN to go
and check things out

When she got to the room of resident#1, she
chserved the resident was dressed and siting in
a wheelchair She stated she was unsure i
someone toid the nurse aides io get the resident
up and was unsure If pen-care (ncontinent care)
had been provided or not, as she didn't observe
that She stated the facility's policy stated staff
were to provide pen~care when getting incontinent
residents up Inthe AM {moming) When asked
what the faciity's Abuse/Neglect policy stated
staff were to do f a sexual assault occurred, she
stated, "Separate the 2 residents mmediately,
start the investgation, see what happened, talk to
the residents, call Dr, family and DON, a head to
toe assessment 15 to be completed before you
start cailing, so you czn tell the Dr what the
situation 15"

10 Qn 09/26/08 at 11 20 a m , an infarview was
sonducted with LPN #2 She stated she came in

F 225
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to wark at 7 30 a m on 09/16/08, the date of the
mcident  After getting report on the hall she was
working on, she started rounds She stated the
DON came and got her out of the dining room to
go with 2 CNAs to the room of resident #1 to
assess the resident. When asked what tme she
assessed the resident, she stated it was about
800am to830am She stated the CNAs had
gotten the resident up for breakfast, had
performed pen-care an the resident and changed
her brief pnor ta getting her up for breakfast

When asked what the facility's Abuse/Neglect
policy stated the staff were to do when a sexual
assault occurred, she stated, "Notify the DON and
Dr Get the resident out of harms way Thatis a
priorty Assess the resident the minute you find
out there Is an allegation " When asked if the
resident was assessed immediately, she stated,
"The resident was not assessed timely after the
ncident

11 On 09/26/08 at 11 35 a m, an interview was
conducted with CNA #1 She stated she amved
at the facility at 6 53 a m, clocked n and then did
raunds with CNA #3 The CNA stated it was 7 00
am., when they armved at the room of resident #1
and she noticed a wheelchair at the bedside of
the resident and realized resident #2 was in the
wheelchar She stated when she tumed on the
hght to the room, she told resident #2, "You are
not supposed to be in here *

The CNA stated the wheelchair of resident #2
was nght by the bed of resident #1 and her left teg
was "across his lap” and her nght leg was
"hetween his wheelchar and her bed” She
stated resident #2 had his nght hand between the
legs of resident #1 and his left hand was in his lap
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holding onto the foot/sock of resident #1

She stated she replaced resident #1's legs back
into bed and covered her up while CNA #3
pushed resident #2 out of the room of resident

#1 When asked what resident #1 was weanng
and If she was weanng an incontinent brief, CNA
#1 stated the resident wasn't weanng anything but
a gown and did not have an incontinent bnef on at
that ime The CNA stated they (herself and CNA
#3) pushed resident #2 up the hallway to the
charge nurse (RN #1) CNA #3 told the charge
nurse that resident #2 was in the room of resident
#1 "molesting” her

CNA #1 stated CNA#3 had to leave due to an
emergency at home The CNA stated CNA #3
normally worked the day shift but warked the
might shift the mght of 09/15/08 She stated she
then did rounds with CNA #2 on the hall (north
hall) where resident #1 resided  She stated CNA
#2 was about 15 minutes late to work that day
She gtated she told CNA #2 what had occumred
between residents #1 and #2, then wenti to her
hall {south hall) and CNA #2 took over on north
hall

CNA #1 stated the police arnved at approximately
900 am and EMSA at approximately 3 15am
She stated at 7 45 a m , LPN #2 asked CNA#2 to
get resident #1 up and dressed for breakfast.
She stated she helped CNA #2 get the resident
up and dressed She stated CNA #2 did the
pen-care an the resident. She stated she did not
note any blood and CNA #2 did not say anything
ta her (CNA #1) about any blood She stated
after the resident was dressed, the ADON came
and asked the resident if she wanted {o sit in her
office with her and eat breakfast The CNA
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stated the resident shook her head up and down
and verbalized, "Yes "

When asked if she had knowledge of resident #2
ever exhibiting inappropriate behaviors, she
siated there were a cauple of incidents the
Sunday before this mcident (09/14/08) She
stated on that Sunday after breakiast, resident #2
was cbserved touching the leg of resident #6, a
resident who was dependent on staff for
assistance  She further stated on the same day
(Sunday, 09/14/08) resident #2 was also
cbserved pulling the shirt up of resident #5,
another resident who was depandent on staff
assistance

12 On 09/26/08 at 11 45 a m, an interview was
conducted with the SANE nurse who had
examined resident #1 at the hospifal emergency
rocom She stated she remembered the resident
had some lacerations to her vaginal area, the
labial minora and majora She staied the
resident's left knee was swollen, but the resident's
family member stated that was nothing new

13 On 09/26/08 at 11 50 am , an interview was
canducted with CNA#2 She stated she was 10
minutes late to work the day of the ncident
{09/16/08) She was not at the facility when the
incident oceurred, but arrived at approximately
706 am She stated after getiing the soiled
hinen barrel, she started doing rcom checks

She stated when she arnved at the room of
resident #1, at approxamately 7 08 am, the
resident was lying in her bed  She stated after
CNA#1 told her what happened to resident #1,
she went to the charge nurse, LPN #2, and asked
her what to do first She stated the LPN told her

F 225
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1o "get the resident up and dressed " It was about
710 am atthattime

She stated when she provided peri-care on the
resident, she dudn't see any blood and the
resident didn't have an incontinant brief on  She
stated after the resident fimshed breskfast, she
and CNA #1 laid the resident down and they saw
the blood She stated she called the charge
nurse {LPN #2) "nght away" when she saw the
blood, and the LPN came down, looked at the
blood and took the resident’s pulse and blood
pressure " CNA #2 stated she got clean sheets,
pads and a clean gown from the clean linen cart
for the resident

When asked If she was aware of any other
incidents of inappropnate sexual behaviar
exhibited by resident #2, she stated she had no
knowfedge of resident #2 being inappropnate with
any other residents

14 On 09/26/08 at 12 05 p m, an interview was
conducted with CNA #3  She stated she worked
the 11 00 p m. to 7.00 a m shift on 09/15/08

She stated she was doing rounds with CNA #1 at
approximately 7 00 a m , starting at the beginmng
of the hall The CNA stated rasident #1's room
was the last room on the left When the CNA's
arnved at the raom of resident #1, they saw
resident #2 in the resident’'s room When the Iight
was turned on, she saw resident #1 parbially on
resident #2 She stated resident #2 had pulled
resident #1 over onto him  She stated resident #2
had hus left hand in the vaginal area of resident #1
with his nght hand "tapping” her stomach She
stated resident #2 was saying, "Come on honey"
over and over The CNA stated resident #2 had a
hahit of saying "honey, honey, honey"” when he

]
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saw a female She stated everybme she would
go into the room of resident #2 and his rcommate
for bed checks, the resident would say "Come
here honey, honey, honey " When she would go
over to see what he wanted, he would try to grab
her buttocks  She stated that was "normal for
him" he was very "touchy, feely ¥ She stated she
did not tell the charge nurse because that was
"normal” for him

She stated she removed resident #2 from the
room of resident #1 and told the charge nurse
{RN #1)}, the resident was touching resident #1 in
an inappropnate way She stated the charge
nurse acted hke the CNA was "kidding or not
being honest” with her  She stated the charge
nurse had not done anything about the situation
while the GNA was sbll at the facility and that she
leftat7 05 am When asked what time the
incident cccurred, she stated at approximately
656am

She stated resident #2 liked to rcam intc other
resident's rooms and on the moming of the
incident, witnessed him going down the hallway i
his wheelchar She stated the incident must
have just cccurred when she and CNA #1 armived
at the room of resident #1 She stated she had
gotten resident#2 up around 6 40am

15 On 09/26/08 at 12 45 p m , an interview was
conducted with the DON She siated at !
approximately 7 40am to 7 45 am on 09/16/08,
she recewved a phone call at home from RN #1
The RN told her she had worked the 11 00 pm

to 7 00 a m shift the mnight before (09/15/08) The
RN told the DON she was in the middle of a
narcobc count when a nurse aide reported to her
that resident #2 was witnessed "molesting”

F 225
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resident #1  The DON stated RN #1 told her the
CNA told her this information while she was
counting out narcotics and that she alsa had
several ather events aver the evering and forgot
to do anything about the situation and went hame
when har shift was over The DON stated RN #1
told her when she got home from the facility, she
remembered the incident as she walked in her
front door and calied the DON

The DON stated she got as much information as
she could out of RN #1 and then called LPN #1
(ADON) and RN #2, who were both at the facility,
told them there wera 2 sifuations and she needed
them bath to go and check on the 2 residents
mvolved She stated RN #2 handled resident #2
and LPN #1/ADON handled resident #1 She
stated it was approximately 7 456 a m when she
called LPN #1/ADCN and had her go to resident
#1's room, where the nurse found CNAs #1 and
#2 getting the resident #1 up into her wheelchair
The DON stated the LPN told her the resident
was already dressed and she could tell by the
resident’s "appearance” that she was upset.

Tha DON stated she was unsure who told the
CNAs ta get tha resident up  When asked what
the faciity's Abuse/Neglect policy stated the steps
were in a sexual assault, she stated, "Protect the
resident, assess the resident and part of the
assaessment 1s to interview the resident about the
event” The DON stated the resident requested
to eat breakfast and have a cup of coffee  She
stated she did not feel it was nght to put the
resident back into bed against her wishes after
such a traumatic expenence She stated she
attempted to call the telephone number histed for
the resident's daughter, but there was no answer,
so she left a message She then called another
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family member of the resident who was listed on
the face sheet and was able to reach the
resident's daughter at that number When asked
what tme the resident’s daughter was notified,
she stated between 840am to845am The
assessment was completed on the resident
approximately330am t0835am Shealso
stated the resident’'s Dr was called a few minutes
after the resident's daughter was called and the
police a few minutes after the Dr was called

When asked when the administrator was notfied,
she stated she was "on the phone to him nght
away after calling the facility and gethng staff to
check on the two residents " She stated the 911
dispatcher told her not to wait for the paolice, to ga
ahead and send the resident to the hospital when
EMSA armved She stated when the police
amved at the facility, they were upset because
the resident’s incontinent brief with blood on it had
been thrown away and evidence had been
removed

The DON stated the staff got the resident dressed
and ready for transfer to the ER  When asked if
resident #2 had ever exhibited sexually
Inappropnate behaviors before, she stated she
had no knowledge of him being inappropriate with
any other residents or staff members pnor to the
incident on 09/M16/08

The DON was asked about 2 incidents that
allegedly occurred on Sunday, 09/14/08 She
stated LPN #3, who worked on 09/14/08, came fo
her after an inservice on Abuse conducted on
08/16/08, and told the DON, on 09/14/08, resident
#2 had a hold of resident #5's shirt and that she
(LPN #3) re-airected resident #2 away from

| resident #5 She also told the DON resident #2
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was observed with his hand on the knee of
resident #6, but was not sure if he had pulled
resident #6's pant leg up or if she had LPN #3
told the DON she re-directed resident #2

16 On 09/26/08 at 3 20 p m, the physician of
resident #2 was interviewed When asked when
the facility notified him in relation to the incident of
the resident sexually assaulting resident #1, he
stated, "They told him about it the next morning
when he made rounds " He stated, "They might
have called his partner, but not sure " The
physician then stated he did not see anything
about the incident on his computer database He
stated there was no documentation to indicate the
faciity had notified him of the incident that
occurred 09/16/08, until 09/17/08 He stated he
found out about the incident on Wednesday
morning (09/17/08) The physician stated he had
seen the resident several times and had not seen
him extibit any inappropnate behavior and had
not been made aware of this erther

17 On 09/29/08 at 1 30 p m, a telephone
interview was conducted with RN #1  She
stated, "It was a crazy night." It had occurred
around the change of shifts when she had just
finished counting narcotics and given report to the
new LPN RN #1 stated she clocked out at 7 15
am on 09/16/08 She stated CNA #3 was
assigned to "babysithng" duties for resident's who
were at fall nsk She stated she told CNA #3 to
stay there and keep and eye on the residents they
had gotten up She stated these residents were
wanderers and if they weren't gotten up they were
at nsk for falls After they were up, they would
wander in other resident's rooms She stated the
1100pm to7 00 am shift ususally started
getting these residents up around 6 00 a m, but
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since CNA #3 was new to the mght shift, on
09/16/08, they started getting the residents up
earlier

The RN stated CNA #3 was told not to put shoes
on resident #2 when she got him up because he
was "very quick” and got better tractton when he
had his shoes on  The RN stated she had no
knowledge of resident #2 having inappropnate
behavior She stated the resident liked to go into
women's rooms who couldn't call for help  She
stated the resident would usually just sit in his
wheelcharr at the foot of the female resident's
beds

When the surveyor asked RN #1 i she had been
aware of this behavior prior to the current incident
of sexual assault? She stated, "Yes, | was aware
of this" The RN stated CNA #3 told her she was
tired of watching resident #2, but she {RN #1) told
the CNA to continue watching him due to him
being a wanderer and very “fast "

The RN siated she was gethng ready to give an
insulin injection to a resident, when CNA #3 came
and told her resident #2 had just "molested”
resident #1 RN #1 stated this CNA had always
been very dramatic and she thought she was
exaggerating and put the information on the back
burner due to having residents needing pan
medicine and insulin and she just didn't believe
resident #1 had been "molested” by resident #2
RN #1 stated she did not make the nght decision

She stated she clocked out belween 7 15am
and 7 17 am, then drove home, which was about
8 biocks from the faciity She stated after she
got home, she remembered the inaident, called
the DON at home and reported it to her The
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DON asked her some questions and stated the
term "molested” was a "broad term” and stated
she would take care of the situation when she got
towork RN #1 stated herclockread 7 35am,
al the me she called the DON The RN stated
on the date of the mcident, 09/16/08, CNA #3 told
her she reported 2 incidents of nappropriate
behawor by resident #2, to ancther nurse

18 On 09/26/08 at 11 00 a m, an interview was
conducted with a family member of resident #1
The family member stated twas 206 am,
before she was contacted by the DON, to report
the mcident of sexual assault to her The famly
member stated when she asked the DON why it
tock 2 hours before she was notified, the DON
stated she couldn't find the family members
phone number.

The family member stated when she want to the
hospital to be with resident #1, the hospital staff
asked her what had been done at the facilty She
stated she called the facility and talked with the
DON The family member stated the DON told
her the resident hadn't been cleaned up and they
hadn't done anything because it was a "cnme *

The family member stated the DON told her
resident #1 was not "abnormally upset” and the
resident was asked if she wanted "breakfast and
coffee " The DON told the family member she
was "just trying to decide if there was anythung to
cali her about "

The family member told the surveyor one of the
officers who was at the faciity, told her there had
been a "bloody attends" and the facility knew the
resident was injured The family member fold the
surveyor the resident wasn't supposed to have

F 225
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coffee or tea, as she didn't hke it She stated they
had informed the facility to put that mformation on
the resident's diet records and everywhere She
stated the resident hadn't had any breakfast
because the resident was spithing up at the
hospital and when suchioned, all that came up
were stomach fluds The family member stated
resident #1 processed everything very well Sha
stated the resident has trouble communicating, "t
takes a litle tme * The farmily member told the
surveyor the resident was trying to tell her
brother, but became nervous and just started
saying, "Not safe No, No, No way Hurt"

483 13(c) STAFF TREATMENT OF RESIDENTS

The facihty must develop and implement written
policies and pracedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident praperty

This REQUIREMENT s not met as evidenced
by

Based on record review, review of the facility's
policy and procedure (P/P) on abuse and neglect
and interviews conducted with facility staff, family,
physicians, law enforcement officials and hospital
medical staff, t was determmned the facility failed
to follow if's abuse P/P related to

a) Reporting a witnessed sexual assault to the
administrator and director of nursing (DON) at the
immediate tme of the sexual assault

b) Immedately assessing the resident (wictim)
for evidence of harm related to the sexual
assault

¢ ) Notfying the resident's (victim and

F 225
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perpetrator) physician, family
member/responsible party and law enforcement
officials, immedhately after the incident of a sexuat
assault.

Findings

The facility’s policy and procedure titled "Resident
Abuse, Neglect and Misappropnation of Property”
documented, "Abuse  includes the depnvation
by an individual, including a caretaker, of goods
or services that are necessary to obtain or
maintain physical, mental and psychosocial well
being of all residents, aven those in a coma or
may cause physical harm, pain, or mental
anguish

Sexual Abuse includes, but 1s not mited to,
sexual harassment, sexual coercion, or sexual
assault

Neglect 1s defined as failure tc provide goods
and services necessary to avord physical harm,
mental anguish, or mental iliness Neglect accurs
on an individual basis when a resident receives a
lack of care in one or more areas
Traimng/Prevention On-going abuse training will
be provided to all employees throughout the year
which include a appropnate intervenhons to deal
with aggressive andfor catastrophic reactions of
residents Identfication/Reporting Ali employees
of a nursing facility are mandated reporters of
resident abuse, neglect or misappropnation of
property and must report any and all incidents by
following the procedure below Report the maident
to the highesi-ranking person working in the
facility at the immediate tme of the allegation
Identfication/Reporting/Protection The licensed
nurse in charge should then assess the resident
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for evidence of harm related to the allegation

The licensed nurse should report his/her findings
to the adnmunistrator and/or physician as soon as
possible after the assessment and receve
instructions for notfication of the resident’s
responsible party  The kcensed nurse in charge
of the unit shall then complete an incident report
reflecting any and all findings from the
assessment of the resident following the
incident.”

It was determined the facility failed to ensure a
witnessed incident of sexual assault was reparted
immediately to the admnistrator and was
thoroughly mvestigated as per their abuse P/P for
1 of 1 (#1) sampled residents who was sexually
assaulted by another resident in the facility See
F225

483 25 QUALITY OF CARE

Each resident must receive and the facility must
provide the necessary care and services {0 attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care

This REQUIREMENT s not met as evidenced

by

On 09/26/08, an Immediate Jeopardy {1J)
situation was determined to exist  The QOklahoma
State Department of Health (OSDH) was
contacted and venfied the Il  The determination
was based on the facibty's fallure to implament
the procedures and steps in the faciify's Abuse
policy to immediately assess a resident after a
witnessed sexual assault by another resident

F 226

F 309

FORM CMS-2567(02-99) Previous Versions Obsalets Event ID HOTU14

Fagility D NH5538 If continuation sheat Page 33 of 81




PRINTED 10/08/2008

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0341
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED

A BUILDING
c
B WING
375158 ) 09/26/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2520 S0UTH RANKIN
GRACGCE LIVING CENTER-EDMOND
Mo EDMOND, OK 73013
%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION &)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFRROPRIATE DATE
DEFICIENC™Y)
F 309 { Continued From page 33 F 309

The faciity administrator and director of nursing
(DON) were notified of the IJ at4 00 pm , on
08/26/08

A completed plan to remove the |J was receved
and accepted on 09/26/08 at 4.55 p m

The |J was removed on 09/26/08 at500pm,
after documentation of an all staff inservice
partaining to the steps to be taken after an
alleged and/or witnessed sexual assault of a
resident was provided to the surveyors

The defictency remained at a pattern with a
seventy level of actual harm, unti the faciiity could
ensure a system was In place to prevent the
deficient practice from reocceurnng

Based on record review and interviews conducted
with facility staff, family, physicians, law
enforcement cfficials and hospital medical staff, it
was determined the facility faled & ensure 1 of 1
(#1) sampled residents was immediately
assessed far injury after being sexually assaulted
and falled to recagnize and carry out approprate
interventions immediately after the sexual assault
was reported by nurse aides

Findings

The facility's policy titled "Resident Abuse,
Neglect and Misappropnation of Property”
documented, "Abuse  includes the depnivation
by an individual, including a caretaker, of goods
or services that are necessary to obtain or
maintain physical, mental and psychosocial well
being of all residents, even those in a coma or
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may cause physical ham, pan, or mental
anguish

Sexual Abuse ncludes, but 1s not hmited to,
sexual harassment, sexual coercion, or sexual
assault.

Neglect 1s defined as failure to provide goods
and services necessary to avowd physical harm,
mental anguish, or mental ilness Neglect occurs
on an individual basis when a resident receives a
lack of care in one or more areas.
Training/Prevention On-gong abuse training will
be provided to all employees throughout the year
which include a appropnate interventions to deal
with aggressive and/or catastrophic reactions of
residents  Identification/Reporting All employees
of a nursing facility are mandated reporters of
resident abuse, neglect or misappropriation of
proparty and must report any and all incidents by
following the procedure below Report the incident
to the highest-ranking person working in the
facility at the immediate time of the allegation
Identfication/Reporing/Protechon  The licensed
nurse in charge should then assess the resident
for evidence of harm related to the allegation
The hcensed nurse should report his/her findings
to the administrator and/or physician as soon as
possible after the assessment and receive
mstructions for notificabion of the resident's
responsible party  The licensed nurse In charge
of the unit shall then complete an incident report
refiecting any and all findings from the
assessment of the resident followang the
incident "

1 Resident #1 was admitted to the facility on
09/15/08 at 2 15 p m , with diagnoses ta include
dysphagia, anoxic brain condition, aptlepsy,

F 309
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{

expressive aphasia, Parkinson's,
gastro-esophageal reflux disease, protein-calone
mainuirtion, abnormal involuntary movements,
aspirabon pneumonia (history of) and dementia

A "Resident - Data Collechon Status Upon
Admission” record dated 09/15/08, documented
resident #1 had no pain upon admission, had
scratches to her chest area, a PEG
(Percutaneous Endoscopic Gastrostomy) tube
and dry skin to the nght hand and thumb area
The assessment documented the resident's skin
was dry, she had parial weight beanng, required
(2) person assigstance with ambulabion, had
bilateral handrolls to her hands, had adequate
hearing to the left and nght ears, her visian was
adequate with glasses, she had her own teeth
and the condition of her teeth was good The
assessment further documented the resident
required assistance with eating, had a regular
diet, required assistance with bathing, oral
hygiene, grooming and dressing, was dysphagic,
incontinent of bowel and bladder, alert, slow
comprehension and was onented to persaon, place
and tme

A "Range of Motion Assessment” dated 09/15/08,
documented the resident had pariial ROM (range
of motion) to the left and nght shoulders, nght and
left elbows, the nght hand and the nght toes. The
assessment further documented the resident had
no ROM fo the nght and left wnsts, the left hand
and the nght ankle, and full ROM to the left and
nght hips, left and night knees, left ankle and left
toes

2 Nurses' notes dated 09/15/08at2 15p m,
documented a focus assessment of the resident.
The assessment documented the resident was
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