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Level of harm - Minimal
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Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on staff interviews, record review, and review of the facility ' s abuse policy the facility failed to implement
 their abuse policy in the area of reporting an allegation of staff to resident sexual abuse for 1 of 3 sampled residents
 reviewed for abuse (Resident #2). The findings included: Review of the policy titled, Elder Justice Act, with an effective
 date of 6/1/19, revealed any owner, operator, employee, manager, agent, or contractor of a long-term care facility must
 report to the State Survey Agency as the designate of the Secretary of the Department of Health and Human Services, and one or
more law enforcement entities as appropriate, any reasonable suspicion of a crime against any individual who is a
 resident of, or is receiving care from the facility. Timing: Serious Bodily Injury-2 hour limit: If the events that cause
 the reasonable suspicion result in serious bodily injury to a resident, the covered individual shall report the suspicion
 immediately, but not later than two (2) hours after forming the suspicion. All others-Within 24 hours: If the events that
 cause the reasonable suspicion do not result in serious bodily injury to a resident, the covered individual shall report
 the suspicion not later than twenty-four (24) hours after forming the suspicion. Review of Resident #2 ' s most recent
 Minimum Data Set (MDS) revealed a quarterly assessment with an Assessment Reference Date (ARD) of 6/8/20. The resident was
 coded as having not displayed any inappropriate behaviors or mood disturbances. Resident #2 ' s hospital History of Present Illness
(HPI) dated 4/20/20 by the Physician ' s Assistant (PA) who attended to Resident #2 was reviewed. The HPI specified the resident
lived at a nursing home and reported having been held by two personnel when he was not cooperating and one of
 them grabbed his private area to gain control. The PA further documented the resident reported trying to stay in the
 bathroom away from the person trying to get in. The PA documented the resident denied any injury to his genital area during the time
of evaluation but reported when the incident happened that his penis was swollen. During the time of examination,
 the resident denied sexual interaction. The [MEDICAL CONDITION] examination revealed no observed abnormalities or
 indications of injury. The PA documented Adult Protective Services (APS) would be called regarding the possible abuse of
 genitals. During an interview with the Administrator conducted on 6/16/20 at 1:44 PM the Administrator stated he was aware
 of an allegation regarding sexual abuse by Resident #2. However, the Administrator continued, he had not reported the
 resident ' s allegation of sexual abuse because it had been determined the allegation was unfounded. A second interview was
conducted with the Administrator on 6/16/20 at 3:41 PM in conjunction with a record review. During the interview with the
 Administrator stated it had been reported to him, but he couldn ' t remember by who, Resident #2 had made the statement
 someone tried to touch his scrotum. The Administrator additionally stated he did not feel this allegation had to be
 reported because the resident refuted the allegation when he returned to the facility from the hospital on [DATE] and the
 resident had dementia with behaviors. During a phone interview conducted with the Administrator on 6/29/20 at 1:57 PM he
 stated he considered the information he received regarding Resident #2 ' s allegations of abuse to be hearsay. The
 Administrator stated the Director of Nursing (DON) interviewed the resident when he returned to the on 4/21/20 about the
 statements, he had made of being touched inappropriately. The Administrator stated they did not report the resident ' s
 abuse allegations to the State survey agency because they didn ' t know if it was an actual case. The Administrator
 explained when the resident returned to the facility, he denied any allegations of abuse and it was also explained to the
 resident he had a rash in the groin area. A phone interview was conducted on 6/29/20 at 2:09 PM with the facility Social
 Worker (SW). The SW stated the DON had found out from the hospital the information about the resident ' s abuse allegation. The
SW stated she and the DON had interviewed Resident #2 when he returned to the facility from the hospital on [DATE]
 regarding the allegation of sexual abuse. The SW stated the resident denied any sexual abuse had occurred and the DON had
 explained to him he had a rash to his groin which was causing him discomfort and the resident responded he was unaware he
 had a rash. The SW stated she had a conversation with the Administrator about the interview with the resident and the
 resident had denied sexual abuse. The Social Worker stated she interviewed all alert and oriented residents on the same
 unit as Resident #2 regarding abuse on 4/21/20 and the interviews revealed no evidence of abuse.
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Provide safe and appropriate respiratory care for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, record review and staff interviews, the facility failed to secure an oxygen cylinder that was in a
 resident ' s room (Resident #1) for 1 of 1 resident reviewed for respiratory care. The findings included: Resident #1 was
 admitted to the facility on [DATE]. The resident ' s cumulative [DIAGNOSES REDACTED]. Resident #1 ' s most recent Minimum
 Data Set (MDS) assessments revealed a quarterly assessment with an Assessment Reference Date (ARD) of 3/20/20. Review of
 the assessment revealed the resident was coded as having had severe cognitive impairment and was coded as having received
 oxygen therapy at the facility. Resident #1 ' s Medication Administration Record [REDACTED]. The review revealed the
 resident had an order to receive oxygen as needed at 2 liters per minute via nasal canula. The administration of the oxygen was signed
off as having been administered each shift from 6/1/20 through 6/15/20. Observations conducted in the room of
 Resident #1, on 6/16/20 at 9:15 AM and on 6/16/20 at 10:11 AM revealed an unsecured oxygen tank (size E 4.3 inches in
 diameter, 25.5 inches in height, and 7.9 pounds in weight empty and without regulator) standing vertically near the wall to the
resident ' s right of the resident ' s head of bed. The gauge on the regulator indicated the tank was just under 3/4 of a full tank. The
resident was observed to have a nasal canula on her which was connected to an oxygen concentrator while
 the resident was resting in bed. An observation of Resident # 1 ' s room on 6/16/20 at 1:42 PM to 1:46 PM revealed the
 facility Floor Technician (FT) was working in the resident ' s room and appeared to have been cleaning the room due to the
 presence of a housekeeping cart outside of the room. The FT was observed to have gone in the room and returned to the cart
 several times through the observation period. After the FT had left the room, revealed an unsecured oxygen tank remained
 near the wall to the resident ' s right of the resident ' s head of bed. The resident was observed to have a nasal canula
 on her which was connected to an oxygen concentrator while the resident was resting in bed. An interview was conducted on
 6/16/20 at 1:50 PM of Resident #1 ' s room with Nurse #1. The observation revealed an unsecured oxygen tank remained near
 the wall to the resident ' s right of the resident ' s head of bed. The nurse stated the oxygen tank was in the resident '
 s room for the resident ' s use and she was aware it was in the resident ' s room. An interview was conducted on 6/16/20 at 1:51 PM
with Nursing Assistant (NA) #1. The NA stated the oxygen tank was in the resident ' s room for the resident ' s
 use, such as when she went out of the facility for appointments. The NA further stated she was aware the oxygen tank was in the
resident ' s room. An interview was conducted on 6/16/20 at 1:54 PM with the FT. The FT stated he was aware the oxygen
 tank was in the resident ' s room while he was cleaning the resident ' s room. The FT further stated he doesn ' t touch the oxygen
cylinders. An interview with the Director of Nursing (DON) was conducted on 6/16/20 at 2:41 PM. During the interview the DON
stated the oxygen tank had been removed from Resident #1 ' s room and placed in proper storage. The DON further
 stated it was not normal for oxygen tanks to be stored just standing in a resident ' s room without being secured in some
 way, such as a cart or rack on the back of a wheelchair. The DON explained she believed the oxygen tank may have been in
 the resident ' s room since the power went out, but she was unable to recall when the power had most recently gone out. The
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(continued... from page 1)
 DON clarified it was her expectation for oxygen tanks to be in an oxygen cart, in a rack on the back of a wheelchair, or
 properly secured and stored in the oxygen storage room. During an interview with the Administrator on 6/16/20 at 3:41 PM he stated
it was his expectation for oxygen cannisters to be properly stored and secured. The Administrator also stated it was his expectation for
the facility staff to be aware of how oxygen tanks need to be stored so as to minimize the risk of them falling over.

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 345520 If continuation sheet
Page 2 of 2


