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Protect each resident from all types of abuse such as physical, mental, sexual abuse,
physical punishment, and neglect by anybody.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview, record review, and review of the facility's policy, it was determined the facility failed to have an
effective system to ensure residents were free from abuse for one (1) of three (3) sampled residents (Resident #2). On
06/24/2020 at approximately 8:00 PM, State Registered Nurse Aide (SRNA) #1 witnessed Resident #1 standing close to and
kneeling down beside Resident #2 in the North Hallway Dayroom. SRNA #1 walked closer to the residents and witnessed
Resident #1 kiss Resident #2 on the neck. SRNA #1 identified abuse had occurred; separated the residents; assisted Resident #2 to the
nurses' station; and asked Resident #1 to go to his’/her room. SRNA #1 reported the allegation of abuse
immediately to Registered Nurse (RN) #1. RN #1 called the Director of Nursing (DON) on 06/24/2020 at 10:15 PM, to report
the witnessed allegation of abuse. On 06/30/2020 at approximately 11:00 AM, Hospitality Aide (HA) #1 witnessed Resident #1
standing behind Resident #2, who was on the North Hallway. HA #1 witnessed Resident #1 rub his/her hands down the front of
Resident #2's chest and kiss Resident #2 on the cheek. HA #1 identified abuse had occurred; separated the residents by
assisting Resident #2 to the nurses' station; and directed Resident #1 not to kiss and rub on other residents. HA #1
reported the allegation of abuse immediately to Licensed Practical Nurse (LPN) #2. LPN #2 notified the DON immediately and
reported the witnessed allegation of abuse. (Refer to F-607, F-609, F-656, and F-689) The findings include: Review of the
facility's policy, Alleged Abuse/Potential Neglect/Exploitation Reporting/Investigation, dated 06/01/2017, revealed the
facility provided an environment that promoted dignity and respect for residents that prohibited abuse. Continued review
revealed allegations were to be reported to the supervisor and the resident's charge nurse. Persons receiving the report
were to immediately inform the Administrator and if the Administrator was unavailable, the Director of Nursing (DON) was to be
notified. Per the policy, allegations of abuse would be reported to the appropriate regulatory and investigative
agencies in accordance to state requirement. Per policy, interventions to protect residents should be taken to avoid
potential harm during the investigation process. Further review of this policy revealed Abuse was defined as an intentional infliction
of physical or psychological injury upon an elderly person or disabled adult. The intentional act could be
expected to result in physical or psychological injury. Further, Sexual Abuse was defined as an act of a sexual nature
committed for the sexual gratification of the abuser and in the presence of a disabled adult or elderly adult without
consent. Review of KRS Chapter 209.030, revealed an oral or written report was to be made immediately to State Agencies
upon knowledge of suspected abuse, neglect, or exploitation of an adult. Review of the Long Term Care Facility-Self
Reported Incident Form/ Initial Report, faxed to the Office of Inspector General (OIG), on 06/25/2020 at 1:36 PM, revealed
aresident to resident occurrence happened on 06/24/2020. SRNA #1 witnessed Resident #1 kiss and lick the neck of Resident
#2. Per report, the Physician, POA, Administration, OIG, Adult Protective Services (APS), the Attorney General, and the
Department for Community Based Services (DCBS) were notified. Additionally, there were no signs or symptoms of injury
noted. Further, thisincident occurred seventeen (17) hours and thirty-six (36) minutes prior to the Initial Report and
notifications. Review of the Long Term Care Facility-Self Reported Incident Form/ Five (5) day/Follow up/Fina Report,
faxed to OIG, on 07/01/2020 at 11:30 PM, (six (6) days after the initial report), revealed there was aresident to resident occurrence
on 06/24/2020. SRNA #1 witnessed Resident #1 kiss and lick the neck of Resident #2. Additionally, the residents
were immediately separated, and no signs or symptoms of injury were noted. Further review revealed, on 06/25/2020, SS and
the DON interviewed Resident #1 who stated he/she did kiss the resident because he/she was looking for a boy/girlfriend
since he/she could not see his’her boy/girlfriend. Additional review revealed education was provided to Resident #1 related to
appropriateness for finding a mate, ensuring consent and ensuring the person was not married. Resident #1 voiced
understanding and agreed not to engage in these activities with Resident #2. Continued review revealed the facility
unsubstantiated abuse or any harm based on their investigation and determined the Root Cause of the incident was related to Resident
#1 having the mindset of ateenager and trying to satisfy his’her basic needs of companionship. Per report,
Resident #2 had no injuries or signs and/or symptoms of any harm occurring from the incident; remained on fifteen (15)
minute checks; and continued monitoring for any other psychologica needs would be done by SS. Review of the Long Term Care
Facility-Self Reported Incident Form/ Initial Report, faxed to the OIG, on 06/30/2020 at 1:26 PM, revealed aresident to
resident occurrence happened on 06/30/2020. HA #1 witnessed Resident #1 kiss the neck of Resident #2. Per report, the
Physician, POA, Administration, OIG, APS, the Attorney General, and DCBS were notified. Additionally, skin assessments were
completed, and there were no signs or symptoms of injury noted. Further, Resident #1 was provided education and placed on
fifteen (15) minute checks. Review of the Long Term Care Facility-Self Reported Incident Form/ Five (5) day/Follow up/Final
Report, faxed to OIG, on 07/07/2020 at 8:43 PM (seven (7) days after OIG received the Initiad Report), revealed there was a resident
to resident occurrence on 06/30/2020. HA #1 witnessed Resident #1 kiss the neck of Resident #2. Additionally, the
residents were immediately separated, and no signs or symptoms of injury were noted. Further review of the report revealed, on
06/30/2020, SS and the DON interviewed Resident #1. Resident #1 stated he/she did kiss Resident #2 and did it again
because he/she wanted to move out of the facility. Continued review revealed the facility discussed discharge planning.
Additional review revealed re-education was provided to Resident #1, and he/she voiced understanding and agreed not to
engage in these activities with Resident #2. Further review revealed the facility unsubstantiated abuse or any harm based
on their investigation and determined the Root Cause of the incident was related to Resident #1 trying to find
companionship and wanting to move out of the facility. Per report, Resident #2 had no injuries or signs and/or symptoms of
any harm occurring from the incident, and he/she remained on fifteen (15) minute checks with a stop sign placed across
Resident #1's old room. Further, SS would continue to monitor for any other psychologica needs. 1. Review of Resident #1's medical
record revealed the facility admitted the resident on 06/10/19 with [DIAGNOSES REDACTED]. Review of Resident #1's Annual
Minimum Data Set (MDS) Assessment, dated 06/17/2020, revealed the facility assessed Resident #1 had clear speech,
made self understood, and had the ability to understand others. Continued review revealed the facility assessed the
resident had a Brief Interview for Mental Status (BIMS) score of thirteen (13) out of fifteen (15), indicating intact
cognition. Additional review of the Annual MDS Assessment, Section 3 - Behavior, revealed the facility assessed the
resident as behavior not exhibited. Further, the facility assessed the resident required supervision of one (1) for
transfers and ambulation. Also, per assessment, the resident was independent with setup with locomotion on and off the
unit. Review of Resident #1's Comprehensive Care Plan (CCP), initiated on 06/26/2020, revealed a problem of sexually
active: resident experiencing sexual desires and expresses interest in other residents. The CCP was revised on 06/30/2020
to include resident declined vibrator. The goal stated the resident would voice understanding of what inappropriate sexual
behaviors were toward other residents and would be provided time alone as needed for self-pleasure. The CCP interventions
included 06/25/2020, place on fifteen (15) minute checks; assist with private time to self-pleasure; educate resident on
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the definition of consent and inappropriate sexual behaviors toward others; provide information and offer vibrator; and

observe for changesin psychosocial well-being. Further review of Resident #1's CCP, initiated on 06/30/2020, revealed a

problem of behavioral symptoms. The resident expressed wanting to return to the community and verbalized he/she was willing to
break rules to make that happen. The goal stated the resident's behavior symptoms would be managed to reduce the

negative impact on self and others and assist the resident with returning to the community. The CCP interventions, dated
06/30/2020, included: fifteen (15) minute checks; encourage diversional activities; redirect as needed; and remove from

public areas if behavior was socially inappropriate. Review of the facility's Incident Report Investigation (IR) for

Resident #1, dated 06/25/2020 at 12:05 AM, signed by RN #1, revealed SRNA #1 alerted RN #1 she witnessed Resident #1
sucking on Resident #2's neck and licking his/her ear. The patients were separated, redirected, and educated. Additionally, Resident
#1 had no injuries observed at the time of the incident and was aert to person, place, time, and situation. Per

the IR, Nursing Administration was in the facility, and an investigation was underway. In addition, fifteen (15) minute

checks and labs were immediately done on Resident #1. Further review revealed Resident #1 stated he/she was not sucking or
licking on Resident #2; he/she gave Resident #2 akiss on the cheek because he/she was looking for a boy/girlfriend to take care of
him/her before the Power-of-Attorney (POA) passed away. Review of the facility's Incident Report Investigation for

Resident #1, dated 06/30/2020 at 11:02 AM, signed by LPN #2, revealed HA #1 alerted LPN #2 she witnessed Resident #1 slide
his’her hands down on Resident #2's chest and kiss Resident #2 on the neck. The patients were separated by HA #1, and
education was given to Resident #1 on why he/she could not and was not supposed to display those types of behaviors.
Additionally, Resident #1 had no injuries observed at the time of the incident and was alert to person, place, time, and

situation. Further review revealed Resident #1's POA and Physician were notified. Review of SS documentation, on

06/30/2020, revealed she spoke with Resident #1 related to him/her kissing another resident. Additionally, the resident

verbalized he/she remembered the rules but wanted to do it anyway because in the last facility where he/she resided, when

the rules were broken, he/she was able to leave. SS stated Resident #1 wanted to leave the facility because he/she missed

his/her boy/girlfriend and what they did together. Per documentation, Resident #1 was offered a vibrator and was informed

the facility would reach out to the POA, Ombudsman, and other SS on another placement, which might be more, appropriate for
his’her needs. Further, SS explained to the resident he/she would need to stay away from Resident #2, and Resident #1 would be
changing rooms and going to a different unit; Resident #1 verbalized agreement and understanding. Observation of

Resident #1, on 07/08/2020 at 3:00 PM, revealed the resident was sitting in awheel chair in his’her room holding a cell

phone. Interview with Resident #1, on 07/08/2020 at 3:00 PM, revealed the resident said hello and come in when the State
Inspector knocked on the door. Additionally, Resident #1 stated he/she did not recall any incident with another resident

involving akiss or touching the other resident's chest. Further, the resident did not recall Social Services or the DON

talking with him/her about sexual behaviors or discharging from the facility. 2. Review of Resident #2's medical record

revealed the facility admitted the resident on 09/17/19 with [DIAGNOSES REDACTED]. Review of Resident #2's Quarterly MDS
Assessment, dated 05/27/2020, revealed the facility assessed the resident had clear speech, sometimes made self-understood, and
sometimes had the ability to understand others. Continued review revealed the facility assessed the resident as having

aBIMS score of zero (0) out of fifteen (15), indicating severe cognitive impairment. Additional review of the MDS

assessment revealed the resident had signs and symptoms [MEDICAL CONDITION]/ inattention present and fluctuating. Further,
the facility assessed the resident required extensive assistance of two (2) for transfers and ambulation and required

supervision of one (1) with locomotion on the unit. Also, per assessment, the resident was independent with setup with
locomotion off the unit. Review of Resident #2's CCP, initiated on 09/18/2019, revealed a problem of an elopement

risk/wanderer related to disorientation to place and impaired safety awareness. On 03/30/2020, a problem was reveaed of a
communication deficit related to difficulty expressing and processing information/thoughts due to Dementia. On 06/30/2020,

the CCP was revised to include resident had tendencies to migrate toward other female rooms. The goals stated basic needs
would be met, and the resident would not leave the facility unattended. Interventions, dated 09/18/2019, included distract

the resident from wandering by offering pleasant diversions and wander guard to |eft ankle. On 03/30/2020, added

interventions included speak facing the resident; use short phrases when communicating and allow time to respond; observe

for non-verbal communication; and ask yes or no questions. On 06/30/2020, added interventions were fifteen (15) minute

checks and provide a stop sign to rooms he/she tended to go into. Review of the facility's Incident Report Investigation

for Resident #2, dated 06/25/2020 at 12:05 AM and revised on 06/25/2020 at 3:36 PM, signed by LPN #2, revealed an SRNA
alerted LPN #2 that Resident #2 was found with Resident #1 sucking on his’her neck and licking his/her ear. Additionally,

the patients were separated and educated. Further, Resident #2 had no injuries observed at the time of the incident and was alert to
person only. Review of the facility's Incident Report Investigation for Resident #2, dated 06/30/2020 at 11:02 AM, signed by LPN #1,
revealed HA #1 immediately reported she found Resident #1 with his’her hands on Resident #2's chest and

kissing on his/her cheek. Additionally, the patients were separated, and education was given to Resident #1. Further,

Resident #2 had no injuries observed at the time of the incident and was alert to person. Continued review revealed

Resident #2's POA and Physician were notified. Observation of Resident #2, on 07/08/2020 at 2:30 PM, revealed the resident
sitting in awheelchair in his’/her room at the bedside. The call light was on above the door, and staff were assisting the

resident. However, he/she was unable to state why the call light was on or what the need was when staff inquired. Further,

the resident would not speak to the State Inspector. He/she would only make eye contact when the State Inspector attempted

to talk with him/her. Post Survey telephone interview with SRNA #1, on 07/13/ 2020 at 10:30 AM, revealed she had worked at
the facility for one and one-half (1.5) years. Per interview, on 06/24/ at approximately 8:00 PM, she witnessed Resident

#1 in the North Dayroom with Resident #2; Resident #1 was ambulatory and Resident #2 was seated in awheelchair. She stated she
observed Resident #1 bent over along the side of Resident #2. Continued interview revealed SRNA #1 thought Resident #1

was licking Resident #2, but as she approached the residents, she realized Resident #1 was kissing Resident #2 on the neck.
Additionally, SRNA #1 immediately knew this behavior was unacceptable and stated to Resident #1 you cannot be touching,
kissing, hugging on residents; you have been told about this. She revealed Resident #1 stated, | just gave him/her a peck

good night. Continued interview revealed SRNA #1 separated the residents, assisted Resident #2 to the nurses' station,

directed Resident #1 to his’her room, and immediately reported the abuse to RN #1. Further, SRNA #1 stated Resident #1 had

the mindset of ayounger girl and was known for touching, hugging, and kissing on other staff and residents. Per interview, staff
provided ongoing redirection to Resident #1 not to touch, hug, or Kiss others, and the resident would say ok, ok and

walk away. Per interview, Resident #2 was confused with poor safety awareness. Further, Resident #2 would wander into

others rooms and staff constantly had to redirect him/her. Continued interview with SRNA #1 revealed Resident #1's

behaviors towards Resident #2, on 06/24/2020, were abuse. Additionally, staff (including nurses) were aware of his/her
inappropriate behaviors (hugging and kissing) on others but had accepted it as anormal behavior for Resident #1 because of hisher
mentality. Further, SRNA #1 stated Resident #1's behaviors, on 06/24/2020 toward Resident #2, were abuse because

Resident #2 had Dementia and could not make sound decisions. Per interview, healthcare workers were the only voices for
residents with Dementia and must advocate and protect residents and their rights. Further interview with SRNA #1 revealed

she felt fifteen (15) minute checks were effective for the night of 06/24/2020; however, there should have been additional
interventions implemented on 6/25/2020 to protect residents. Interview with RN #1, on 07/09/2020 at 3:30 PM, revealed she

had worked at the facility for ten (10) months and had completed Resident #1's IR on 06/25/2020. Per interview, on

06/24/2020 around 10:00 PM, SRNA #1 reported she witnessed Resident #1 kiss and lick Resident #2's ear and neck and ask
him/her if he/sheliked it. Additionally, the residents were separated at that time, and fifteen (15) minute checks were

initiated for both residents. Continued interview revealed RN #1 immediately called the DON to notify her of the abuse, and the DON
came into building. Further, RN #1 completed a skin assessment for Resident #2 and notified the POA and Physician

of the event. Interview with HA #1, on 07/09/2020 at 1:02 PM, revealed she had worked at the facility for four (4) months.

Per interview, Resident #1 was ambulatory and was able to make his/her needs known, and Resident #2 required supervision in
his’her wheelchair because he/she was confused and could not make his’her needs know. Continued interview revealed, on
06/30/2020 around lunch, she was walking through the North Unit and witnessed Resident #1 standing behind Resident #2

dliding hig’her hands down Resident #2's chest and kissing him/her on the cheek. Additionally, HA #1 immediately separated

the residents and told Resident #1 not to rub or kiss other residents. Per interview, she immediately reported what was

witnessed to LPN #2 and assisted Resident #2 to the nurses' station. Further, later that day Resident #1 was moved to

another unit. Interview with LPN #2, on 07/09/2020 at 12:30 PM, revealed on 06/30/2020 around lunch time, HA #1 cameto the
nurses' station with Resident #2 and reported she had witnessed Resident #1 slide his/her hands down Resident #2's chest

and kiss hig’her cheek. Additionally, she immediately notified the DON, the Physician, and resident representatives. Per
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interview, Resident #1 had been on fifteen (15) minute checks since the first incident on 06/24/2020. LPN #2 stated the

staff were worn out from trying to keep Resident #1 and Resident #2 apart since then. Further, on 06/30/2020, the day of

the second occurrence, Resident #1 had aroom change to another unit to protect Resident #2. Interview with LPN #2, on
07/09/2020 at 12:30 PM, revealed she had worked at the facility for seven (7) months and completed the Incident Report
Investigation for Resident #2 on 06/25/2020. Per interview, Resident #1 and Resident #2 were both independent with mobility and
resided on the same hallway at the time of the incident, only two (2) doors apart. Resident #1 roamed alot and

required constant redirection and supervision. Continued interview revealed Resident #1 understood others; however,

Resident #2 was confused and usually could not understand others or follow direction. Per interview, on 06/24/2020 at 8:00

pm, SRNA #1 reported to RN #1, who reported to her that Resident #1 and Resident #2 were in the North television room, and
SRNA #1 witnessed Resident #1 kiss Resident #2 on the neck and lick hig’her ear. Additionally, the residents had been

separated, and Resident #1 was placed on fifteen (15) minute checks. Further, LPN #2 stated she had never seen Resident #1

and Resident #2 interact inappropriately to one another. Interview with LPN #3, on 07/09/2020 at 12:52 PM, revealed she had worked
at the facility for four (4) months. Continued interview revealed Resident #1 and Resident #2 would sit by one

another, prior to the incident on 06/30/2020, at the nurses' station; however, there were no inappropriate interactions

between them. LPN #3 stated Resident #1 and Resident #2 required redirection related to poor safety awareness.

Additionally, on 06/30/2020 after lunch, LPN #3 stated she accompanied the DON to provide re-education to Resident #1 on
sexual behaviors. Per interview, the DON explained to Resident #1 he/she could not kiss Resident #2 because he/she was
incapable of making decisions and was married. Further, after the second incident on 06/30/2020, Resident #1 was trying to

find Resident #2, and she revealed she had to keep reminding Resident #1 he/she could not sit near Resident #2. LPN #3

stated Resident #1 was moved off the unit to protect Resident #2. Interview with SS, on 07/09/2020 at 2:08 PM, revealed she had
worked at the facility for seven (7) months. Per interview, she received a message the night of 06/24/2020 about

Resident #1 kissing Resident #2's neck. Per message, staff could not keep the residents apart, but they were trying to

redirect them. Additionally, on 06/25/2020, the Clinical Interdisciplinary Team (IDT) meeting, which included department

heads and administrative staff, discussed the occurrence between Resident #1 and Resident #2 and how fifteen (15) minute
checks were implemented and staff were to ensure the residents were apart. However, there was no discussion about further
approaches to increase supervision for both residents. Continued interview revealed, on 06/25/2020, she interviewed

Resident #1 who stated he/she missed his/her boy/girlfriend and the things they did together sexually. Further, there was
discussion about self-pleasure and how to meet one's needs. Continued interview revealed rules on his’her behavior were
explained to Resident #1 related to consent and how some residents do not have the mental capacity to give consent, or the

other resident could be married. Resident #1 voiced understanding and stated he/she would not do it again. Continued

interview with SS revealed it was important to maintain and protect the well-being of residents because healthcare workers

were resident advocates and protectors. Further, it was her expectation residents would be free from abuse, and it was

important for resident rights and the facility's abuse policy to be maintained to ensure quality of life, health, safety,

psychosocia well-being, quality of care, dignity and respect for all residents. Interview with the DON, on 07/09/2020 at

4:53 PM, revealed she had worked at the facility for one (1) year. Per interview, she was notified by RN #1, on 06/24/2020

at 10:15 PM via atelephone call, that SRNA #1 witnessed Resident #1 and Resident #2 sitting in adark room, and Resident

#1 was licking and kissing Resident #2's ear and neck. Continued interview revealed she drove to the facility to ensure the residents
were separated. Additionally, she read the facility policy and regulation on sexual abuse. The DON stated, she

called the Clinical Support Nurse to discuss the occurrence, and at that time, she did not feel kissing and licking was

sexual abuse but an unusual occurrence, a behavior. Per interview, she thought she had twenty-four (24) hours to report the Unusual
Occurrence and wanted to investigate the occurrence more thoroughly. Continued interview with the DON revealed she

spoke with Resident #1 and SS about the incident with Resident #2 on 06/25/2020, the day after the alleged incident. She

stated she provided education immediately regarding sexua behaviors and not engaging with other residents without consent. Per
interview, Resident #1 voiced understanding and stated he/she would not do it again. Further interview with the DON,

revealed the facility did not immediately identify the incident, on 06/24/2020 as reported by SRNA #1 between Resident #1

and Resident #2, as an allegation of abuse. She stated she felt it was an unusual occurrence. Per interview, the occurrence should have
been reported within two (2) hours of the incident, on 06/24/2020, and the facility should have increased

supervision for both residentsin order to prevent further potential abuse to Resident #2 or other residents. Additional

interview with the DON, on 07/09/2020 at 4:53 PM, revealed she was notified by LPN #2, on 06/30/2020 at 11:00 AM, that HA
#1 witnessed Resident #1 and Resident #2 in the North Hallway, and Resident #1 walked up behind Resident #2 and rubbed
his/her chest and kissed the side of his/her neck. Continued interview revealed she ensured the residents were separated.
Additionally, she and LPN #3 went to Resident #1's room and talked to him/her about the re-occurrence with Resident #2. Per
interview, re-education was provided to Resident #1 on not engaging in sexua behaviors/desires with residents that could

not give consent, and Resident #1 verbalized understanding. Further, Resident #1 and Resident #2 were placed on fifteen

(15) minute checks, and a stop sign was placed across Resident #1's old room. Per interview, the facility made contact with outside
resources to assist with placement at another facility per Resident #1's wishes. Further interview with the DON,

revealed the facility did not identify the incident, on 06/30/2020, as reported by HA #1 between Resident #1 and Resident

#2, as an allegation of abuse. She stated she felt it was an unusual occurrence. Per interview, the facility should have

increased supervision for both residents in order to prevent the re-occurrence on 06/30/2020. Interview with the

Administrator, on 07/09/2020 at 5:27 PM, revealed he had worked at the facility for eight (8) years. Additionally, he was

in the hospital when the incident between Resident #1 and Resident #2 occurred and was not asinvolved with the

investigation as he usually was. Per interview, the facility failed to identify the incidents as abuse, and residents had

theright to be free from abuse with the facility ensuring this through policies, staff education, and regulation.

Continued interview revealed all allegations of abuse should be reported within two (2) hours. Further, it was important to maintain a
resident's right to be safe and free of abuse. Continued interview with the Administrator revealed the facility

should provide adequate supervision to reduce risk factors that could be present to ensure resident safety.

Develop and implement policies and proceduresto prevent abuse, neglect, and theft.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview, record review, review of Kentucky Revised Statute (KRS) Chapter 209.030, and review of the facility's
policy, it was determined the facility failed to ensure its abuse policy was implemented related to reporting allegations

of abuse and protection from abuse for one (1) of three (3) sampled residents (Resident #2). On 06/24/2020 at approximately 8:00
PM, State Registered Nurse Aide (SRNA) #1 witnessed Resident #1 standing close to and kneeling down beside Resident #2 in the
North Hallway Dayroom. SRNA #1 walked closer to the residents and witnessed Resident #1 kiss Resident #2 on the

neck. However, there was no documented evidence the facility implemented its written abuse policy related to reporting the
alleged violation to State Agencies and protecting the resident throughout the investigation. Although the allegation was
witnessed by SRNA #1 at 8:00 PM, the Director of Nursing (DON) was not notified of the allegation until 10:15 PM and the
State Agencies were not notified of the allegation until 06/25/2020 at 1:36 PM; seventeen (17) hours and thirty-six (36)

minutes later. Additionally, there was no documented evidence adequate supervision was provided to the residents after the
facility learned of the allegation. (Refer to F-600, F-609, F-656, and F-689) The findingsinclude: Review of the

facility's policy, Alleged Abuse/Potential Neglect/Exploitation Reporting/Investigation, dated 06/01/2017, revealed the

facility provided an environment that promoted dignity and respect for residents that prohibited abuse. Per the policy,

allegations were to be reported to the supervisor and the resident's charge nurse. Persons receiving the report were to

immediately inform the Administrator and if the Administrator was unavailable, it was to be reported to the Director of

Nursing (DON). Per policy, interventions to protect residents should be taken to avoid potential harm during the

investigation process. Further, allegations of abuse would be reported to the appropriate regulatory and investigative

agencies in accordance with state requirements. Review of KRS Chapter 209.030, revealed an oral or written report was to be made
immediately to State Agencies upon knowledge of suspected abuse, neglect, or exploitation of an adult. Review of the

Long Term Care Facility-Self Reported Incident Form/ Initial Report, faxed to the Office of Inspector General (OIG), on
06/25/2020 at 1:36 PM, revealed aresident to resident occurrence happened on 06/24/2020. SRNA #1 witnessed Resident #1

kiss and lick the neck of Resident #2. Further review revealed residents were separated, and there were no signs or

symptoms of injury noted. There was no documented evidence the facility policy was implemented related to reporting abuse

to the State Agencies in accordance to state requirements, or immediately. Although the allegation was initially reported

to the facility, on 06/24/2020 at 8:00 PM, State Agencies were not notified of the allegation until 06/25/2020 at 1:36 PM.
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revealed

resident safety. Per interview, it was his expectation that staff would follow the facility's policy and state
regulations.

F 0609 Timely report suspected abuse, neglect, or theft and report the results of the
investigation to proper authorities.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

06/17/2020,

Review of the Long Term Care Facility-Self Reported Incident Form/ Five (5) day/Follow up/Final Report revealed, on

Level of harm - Minimal 06/25/2020, Social Services (SS) and the DON interviewed Resident #1 who stated he/she did kiss the Resident #2 because
harm or potential for actual | he/she waslooking for a boy/girlfriend since he/she could not see higher boy/girlfriend. Additional review revealed

harm education was provided to Resident #1 related to appropriateness for finding an unmarried mate, ensuring consent was given
by the other resident. Resident #1 voiced understanding and agreed not to engage in these activities with Resident #2.
Residents Affected - Few There was no documented evidence the facility's policy was implemented related to protection of abuse throughout an
investigation as there was no increased supervision for Resident #1 or Resident #2 other than fifteen (15) minute checks

for Resident #1. Further review of another Long Term Care Facility-Self Reported Incident Form/ Initial Report, faxed to

the OIG, on 06/30/2020 at 1:26 PM, related to a resident to resident occurrence which happened on 06/30/2020. Hospitality
Aide (HA) #1 witnessed Resident #1 kiss the neck of Resident #2. Additionally, skin assessments were completed, and there
were no signs or symptoms of injury noted. Further, the report revealed Resident #1 was provided education and placed on
fifteen (15) minute checks. 1. Review of Resident #1's medical record revealed the facility admitted the resident on

06/10/19 with [DIAGNOSES REDACTED)]. 2. Review of Resident #2's medical record revealed the facility admitted the resident
on 09/17/19 with [DIAGNOSES REDACTED)]. Post Survey telephone interview with SRNA #1, on 07/13/ 2020 at 10:30 AM,

on 06/24/2020 at approximately 8:00 PM, she witnessed Resident #1 in the North Dayroom with Resident #2; Resident #1 was
ambulatory and Resident #2 was seated in awheelchair. Continued interview revealed SRNA #1 thought Resident #1 was licking
Resident #2, but as she approached the residents, she realized Resident #1 was kissing Resident #2 on the neck.

Additionally, SRNA #1 immediately knew this behavior was unacceptable and stated to Resident #1 you cannot be touching,
kissing, hugging on residents; you have been told about this. She revealed Resident #1 stated | just gave him/her a peck

good night. Continued interview revealed SRNA #1 separated the residents, assisted Resident #2 to the nurses' station,

directed Resident #1 to his’her room, and immediately reported the Abuse to RN #1. Further, SRNA #1 stated Resident #1 had
the mindset of ayounger girl and was known for touching, hugging, and kissing on other staff and residents. Per interview, staff
provided ongoing redirection to Resident #1 not to touch, hug, or kiss others, and the resident would say ok, ok and

walk away. Per interview, Resident #2 was confused with poor safety awareness. Further, Resident #2 would wander into other
rooms, and staff constantly had to redirect him/her. Further interview with SRNA #1 revealed she felt fifteen (15) minute
checks were effective for the night of 06/24/2020; however, there should have been additional interventions implemented on
06/25/2020 to protect the residents. Interview with Licensed Practical Nurse (LPN) #2, on 07/09/2020 at 12:30 PM, revealed
Resident #1 and Resident #2 were both independent with mobility and resided on the same hallway at the time of the

incident, only two (2) doors apart. Additionally, Resident #1 roamed alot and required constant redirection and

supervision. Continued interview revealed Resident #1 understood others; however, Resident #2 was confused and usually
could not understand others or follow direction. Further, on 06/24/2020 at 8:00 pm, Registered Nurse (RN) #1 reported to

her that Resident #1 and Resident #2 were in the North television room when SRNA #1 witnessed Resident #1 kiss Resident #2
on the neck and lick his/her ear. Interview with Social Services (SS), on 07/09/2020 at 2:08 PM, revealed she received a
message the night of 06/24/2020 about Resident #1 kissing Resident #2's neck. Also, per message, staff could not keep the
residents apart. Additionally, on 06/25/2020, the Clinical Interdisciplinary Team (IDT) meeting, which included department
heads and administrative staff, discussed the occurrence between Resident #1 and Resident #2 and how fifteen (15) minute
checks were implemented and staff were to ensure the residents were apart. However, there was no discussion about further
approaches to increase supervision for both residents. Continued interview revealed, on 06/25/2020, she interviewed

Resident #1 who stated he/she missed his’/her boy/girlfriend and the things they did together sexually. Further, there was
discussion about self-pleasure and how to meet one's needs. Continued interview revealed rules on his’her behavior were
explained to Resident #1 related to consent and how some residents do not have the mental capacity to give consent, or the
other resident could be married. Resident #1 voiced understanding and stated he/she would not do it again. Interview with

the DON, on 07/09/2020 at 4:53 PM, revealed she was notified by RN #1, on 06/24/2020 at 10:15 PM via a telephone call, that
SRNA #1 witnessed Resident #1 and Resident #2 sitting in a dark room, and Resident #1 was licking and kissing Resident #2's ear
and neck. Additionally, she read the facility policy and regulation on sexual abuse. The DON stated she called the

Clinical Support Nurse to discuss the occurrence, and at that time, she did not feel kissing and licking was sexual abuse

but an unusual occurrence, a behavior. Per interview, she thought she had twenty-four (24) hours versus two (2) hours to

report the Unusual Occurrence and wanted to investigate the occurrence more thoroughly. Further interview with the DON
revealed, after the 06/24/2020 occurrence, the facility should have increased supervision for both residents in order to

prevent further potential abuse to Resident #2 or other residents. Interview with the Administrator, on 07/09/2020 at 5:27

PM, revealed he was in the hospital when the incident between Resident #1 and Resident #2 occurred and was not as involved
with the investigation as he usually was. Per interview, all allegations of abuse should be reported within two (2) hours.

Further interview revealed the facility should provide adequate supervision to reduce risk factors that could be present to ensure

harm or potential for actual | Based on interview, record review, review of Kentucky Revised Statutes (KRS), and review of the facility's policy, it was

harm determined the facility failed to ensure all alleged violations involving abuse or neglect, were reported immediately, but

no later than two (2) hours after the allegation was made, to State Agencies for one (1) of three (3) sampled residents

Residents Affected - Few (Resident #2). On 06/24/2020 at approximately 8:00 PM, State Registered Nurse Aide (SRNA) #1 witnessed Resident #1 standing
close to and kneeling down beside Resident #2. Resident #1 kissed Resident #2 on the neck. Although the allegation was
witnessed by SRNA #1 at 8:00 PM, the Director of Nursing (DON) was not notified of the allegation until 10:15 PM and the
State Agencies were not notified of the allegation until 06/25/2020 at 1:36 PM; seventeen (17) hours and thirty-six (36)

minutes later. (Refer to F-600 and F-607) The findingsinclude: Review of KRS Chapter 209.030, revealed an oral or written
report was to be made immediately to State Agencies upon knowledge of suspected abuse, neglect, or exploitation of an

adult. Review of the facility's policy, Alleged Abuse/Potential Neglect/Exploitation Reporting/Investigation, dated

06/01/2017, revealed allegations of abuse were to be reported to the supervisor and the resident's charge nurse. Per the

policy, persons receiving the report were to immediately inform the Administrator. Continued review revealed allegations

of abuse would be reported to the appropriate regulatory and investigative agencies in accordance with state requirements.

Review of the Long Term Care Facility-Self Reported Incident Form/ Initial Report, faxed to the Office of Inspector General (OIG),
on 06/25/2020 at 1:36 PM, revealed aresident to resident occurrence happened on 06/24/2020. SRNA #1 witnessed

Resident #1 kiss and lick the neck of Resident #2. Further, the residents were separated, and there were no signs or

symptoms of injury noted. 1. Review of Resident #1's medical record revealed the facility admitted the resident on

06/10/19 with [DIAGNOSES REDACTED)]. Review of Resident #1's Annual Minimum Data Set (MDS) Assessment, dated

revealed the facility assessed the resident had clear speech, made self-understood, and had the ability to understand

others. Continued review revealed the resident had a Brief Interview for Mental Status (BIMS) score of thirteen (13) out of fifteen
(15), indicating intact cognition. Additional review of the Annual MDS Assessment, Section E - Behavior, revealed

the facility assessed behavior not exhibited for Resident #1. Further, the facility assessed the resident required

supervision of one (1) for transfers and ambulation, but Resident #1 was independent with setup with locomotion on and off

the unit. Review of the facility's Incident Report (IR) for Resident #1, dated 06/25/2020 at 12:05 AM, signed by RN #1,

revealed SRNA #1 alerted RN #1 she witnessed Resident #1 sucking on Resident #2's neck and licking his’her ear. The

patients were separated, redirected, and educated. Additionally, Resident #1 had no injuries observed at the time of the

incident and was alert to person, place, time, and situation. Per the IR, Nursing Administration wasin the facility, and

an investigation was underway. In addition, fifteen (15) minute checks and |abs were immediately done on Resident #1.

Further review revealed Resident #1 stated he/she was not sucking or licking on Resident #2; he/she gave Resident #2 akiss on the
cheek because he/she was looking for a boy/girlfriend to take care of him/her before the resident representative

passed away. Observation of Resident #1, on 07/08/2020 at 3:00 PM, revealed the resident sitting in awheelchair in his’her room
holding acell phone. Interview with Resident #1, on 07/08/2020 at 3:00 PM revealed the resident stated hello and come in when the
State Inspector knocked on the door. Additionally, Resident #1 stated he/she did not recall any incident with
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another resident involving akiss or touching the other resident's chest. Further, the resident did not recall Social

Services (SS) or the Director of Nursing (DON) talking with him/her about sexual behaviors/desires or discharging from the
facility. 2. Review of Resident #2's medical record revealed the facility admitted the resident on 09/17/19 with

[DIAGNOSES REDACTED]. Review of Resident #2's Quarterly MDS Assessment, dated 05/27/2020, revealed the facility assessed
the resident had clear speech, sometimes made self-understood, and sometimes had the ability to understand others.

Continued review revealed the facility assessed the resident had a BIM S score of zero (0) out of fifteen (15), indicating

severe cognitive impairment. Additional review of the MDS assessment reveal ed the resident had signs and symptoms [MEDICAL
CONDITION]/inattention present and fluctuating. Further, the facility assessed the resident required extensive assistance

of two (2) for transfers and ambulation, supervision of one (1) with locomotion on the unit, and was independent with setup with
locomotion off the unit. Review of the facility's IR for Resident #2, dated 06/25/2020 at 12:05 AM and revised on

06/25/2020 at 3:36 PM, signed by LPN #2, revealed an SRNA alerted LPN #2 that Resident #2 was found with Resident #1
sucking on his’her neck and licking his’her ear. Additionally, the patients were separated and educated. Further, Resident

#2 had no injuries observed at the time of the incident and was alert to person only. Post Survey telephone interview with

SRNA #1, on 07/13/ 2020 at 10:30 AM, revealed, on 06/24/2020 at approximately 8:00 PM, she witnessed Resident #1 in the
North Dayroom with Resident #2; Resident #1 was ambulatory, and Resident #2 was seated in awheelchair. Resident #1 was

bent over along the side of Resident #2. Continued interview revealed SRNA #1 thought Resident #1 was licking Resident #2,

but as she approached the residents, she realized Resident #1 was kissing Resident #2 on the neck. Additionally, SRNA #1
immediately knew this behavior was unacceptable and stated to Resident #1 you cannot be touching, kissing, hugging on

residents; you have been told about this. She revealed Resident #1 stated | just gave him/her a peck good night. Further

interview revealed SRNA #1 separated the residents, assisted Resident #2 to the nurses' station, directed Resident #1 to

his’her room, and immediately reported the abuse to RN #1. Interview with RN #1, on 07/09/2020 at 3:30 PM, revealed on
06/24/2020 around 10:00 PM, SRNA #1 reported she witnessed Resident #1 kiss and lick Resident #2's ear and neck and ask
him/her if he/sheliked it. Additionally, the residents were separated at that time and fifteen (15) minute checks were

initiated for both residents. Further interview revealed RN #1 immediately called the DON to notify her of the Abuse, and

the DON came into building. Interview with the DON, on 07/09/2020 at 4:53 PM, reveaed she was notified by RN #1, on
06/24/2020 at 10:15 PM via atelephone call, that SRNA #1 witnessed Resident #1 and Resident #2 sitting in a dark room, and
Resident #1 was licking and kissing Resident #2's ear and neck. Continued interview revealed she drove to the facility to

ensure the residents were separated. Additionally, she read the facility policy and regulation on sexua abuse. The DON

stated she called the Clinical Support Nurse to discuss the occurrence, and at that time, she did not feel kissing and

licking was sexual abuse but it was an unusual occurrence, a behavior. Per interview, she thought she had twenty-four (24)

hours to report the Unusual Occurrence and wanted to investigate it more thoroughly. Further, if there was an allegation of abuse, it
was her expectation State Agencies were to be notified timely as per facility policy. Per interview, the

occurrence should have been reported within two (2) hours on 06/24/2020. Interview with the Administrator, on 07/09/2020 at 5:27
PM, revealed he had worked at the facility for eight (8) years. Additionally, he was in the hospital when the incident between Resident
#1 and Resident #2 occurred and was not as involved with the investigation as he usually was. Per

interview, the facility failed to identify the incidents as abuse, and residents had the right to be free from abuse with

thefacility ensuring this through policies, staff education, and regulation. Continued interview revealed all allegations

of abuse should be reported within two (2) hours.

Develop and implement a complete care plan that meetsall the resident's needs, with

timetables and actions that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, record review, and review of the Centers for Medicare and Medicaid Services (CMS),

Resident Assessment Instrument (RAI) Manual 3.0, it was determined the facility failed to develop and implement a

comprehensive person-centered care plan related to supervision for one (1) of three (3) sampled residents (Resident #1). On

06/24/2020 at approximately 8:00 PM, State Registered Nurse Aide (SRNA) #1 witnessed Resident #1 kiss Resident #2 on the

neck. Additionally, on 06/30/2020 at approximately 11:00 AM, Hospitality Aide (HA) #1 witnessed Resident #1 rub his’her

hands down the front of Resident #2's chest and kiss Resident #2 on the cheek. The facility failed to develop and implement the
Comprehensive Care Plan (CCP), on 06/24/2020, with additional interventions to address Resident #1's problems and

risks, to ensure each resident was provided adequate supervision and remained free from abuse. Therefore, abuse reoccurred

on 06/30/2020. (Refer to F-600, F-607, and F-689) The findings include: Review of CM S, Resident Assessment Instrument (RAI)
Manua 3.0, dated October 2016, revealed the CCP was an interdisciplinary communication tool which must include measurable

objectives and time frames and must describe the services to be furnished to attain or maintain the resident's highest

practicable physical, mental, and psychosocia well-being. Additionally, the CCP should identify and implement

interventions and treatments to address the individual's physical, functional, psychosocial needs, concerns, problems, and

risks. Further, the care plan was driven by effective clinical decision making and identified resident needs to ensure

quality of care and quality of life needs of individual residents were met. Review of Resident #1's medical record revealed the facility
admitted the resident on 06/10/19 with [DIAGNOSES REDACTED)]. Review of Resident #1's Annual Minimum Data Set (MDS)
Assessment, dated 06/17/2020, revealed the facility assessed the resident had clear speech, made self-understood, and had the ability
to understand others. Continued review revealed the resident had a Brief Interview for Mental Status (BIMS) score of thirteen (13) out
of fifteen (15), indicating intact cognition. Additional review of the Annual MDS Assessment,

Section E - Behavior, revealed the facility assessed behavior not exhibited for Resident #1. Further, the facility assessed the resident
required supervision of one (1) for transfers and ambulation, but the resident was independent with setup with locomotion on and off
the unit. Review of Resident #1's CCP, initiated on 06/26/2020, revealed a problem of sexually
active: resident experiencing sexual desires and expressesinterest in other residents. The CCP was revised on 06/30/2020
to include resident declined vibrator. The goal stated the resident would voice understanding of what inappropriate sexual

behaviors were toward other residents and would be provided time aone as needed for self-pleasure. The CCP interventions

included: 06/25/2020, place on fifteen (15) minute checks; assist with private time to self-pleasure; educate resident on

the definition of consent and inappropriate sexual behaviors toward others; provide information and offer vibrator; and
observe for changes in psychosocial well-being. However, there was no further documented evidence the facility identified
the need to develop and implement additional interventions and treatments to address the increased need for supervision of

Resident #1 to protect other residents throughout the investigation except for the fifteen (15) minutes checks initiated on 06/25/2020.
Review of Fifteen (15) Minute Checks for Resident #1, on 06/30/2020, revealed the resident was in the bathroom
from 10:45 AM until 12:00 PM. However, HA #1 witnessed Resident #1 on the North Hallway at approximately 11:00 AM rubbing
his’her hands down the front of Resident #2's chest and kissing Resident #2 on the cheek. Interview with HA #1, on
07/09/2020 at 1:02 PM, revealed she used the CCP to know what care each resident needed. Further, it was important for the
CCP to include approaches the staff could use to ensure residents were provided adequate supervision to keep them safe.

Post Survey telephone interview with SRNA #1, on 07/13/ 2020 at 10:30 AM, revealed she used the CCP to know how to provide
care to each resident. Additionally, if residents required increased supervision, the CCP would note the specific
intervention for the resident, such as fifteen (15) minute checks or one (1) on one (1) care for residents with behaviors
that would affect others. Further, she stated it was important for the CCP to be developed and implemented for increased
supervision of residents with behaviors to ensure safety for all residents. Interview with Socia Services (SS), on
07/09/2020 at 2:08 PM, revealed the CCP should be developed and implemented to ensure continuity of care and meet each
resident's needs. Additionally, it was important for staff to provide adequate supervision to al residents to ensure their safety. Further,
it was the facility's responsibility to identify, develop, and implement interventions to address the
individual resident's needs, concerns, problems, and risks to ensure quality of care and to protect the well-being of
residents. Interview with RN #1, on 07/09/2020 at 3:30 PM, revealed the CCP was utilized by the Interdisciplinary Team
(IDT) as acommunication tool on how to provide adequate care to each resident. Additionally, the CCP should include
interventions to meet ongoing changes with residents. Further, it was important to ensure residents with behaviors received adequate
supervision to ensure the safety and well-being of all residents and to decrease the risk for negative outcomes.

Interview with MDS Coordinator, on 07/09/2020 at 4:43 PM, revealed she had worked at the facility for five (5) years.
Additionally, the IDT worked collaboratively to identify, develop, and implement the CCP for each individual resident per

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

Event ID: YL1011 Facility ID: 185281 If continuation sheet
Page 5 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:11/9/2020

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF (X1) PROVIDER/ SUPPLIER [(X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
DEFICIENCIES /CLIA A.BUILDING COMPLETED
AND PLAN OF IDENNTIFICATION B. WING 07/09/2020
CORRECTION NUMBER

185281
INAME OF PROVIDER OF SUPPLIER ISTREET ADDRESS, CITY, STATE, ZIP
FRIENDSHIP HEALTH AND REHAB, LLC 7400 FRIENDSHIP DRIVE
PEWEE VALLEY, KY 40056

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

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

F 0656

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0689

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 5)

the RAI Guidelines. Per interview, it was important for individual needs and specific care needs and approaches to be
included on the CCP to ensure quality of care. Further, safety and supervision interventions ensured residents were
provided a safe environment and minimized the risk for adverse effects. Interview with the Director of Nursing (DON), on
07/09/2020 at 4:53 PM, revealed at the time of the occurrence, on 06/24/2020, she did not feel kissing and licking was
sexual abuse but abehavior. Additionally, she did not think Resident #1 would have the same behaviors again toward
Resident #2 because in discussion with Resident #1, on 06/25/2020, the resident verbalized he/she would not kiss Resident
#2 again. Therefore she felt fifteen (15) minute checks for Resident #1 was an effective intervention to ensure resident
safety. However, she stated the facility should have implemented increased supervision for both residentsin order to
prevent further potential abuse to Resident #2 or other residents after the 06/24/2020 occurrence. Further, the DON
revealed it was important to develop and implement the CCP to ensure residents were provided adequate supervision to
protect them from any type of abuse. Interview with the Administrator, on 07/09/2020 at 5:27 PM, revealed he expected the
IDT to identify problems and risks for residents. Additionally, he expected the IDT to develop and implement the CCP to
include approaches to minimize risk factors that might be present. Further, it was important to identify, develop, and
implement the CCP to ensure quality care and resident safety.

Ensurethat a nursing home area is free from accident hazards and provides adequate
supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview, record review, and review of the facility's policy, it was determined the facility failed
to ensure the resident environment remained as free of accident hazards as possible and each resident receives adequate
supervision for one (1) of three (3) sampled residents (Resident #2). On 06/24/2020 at approximately 8:00 PM, State
Registered Nurse Aide (SRNA) #1 witnessed Resident #1 kiss Resident #2 on the neck. Additionally, on 06/30/2020 at
approximately 11:00 AM, Hospitality Aide (HA) #1 witnessed Resident #1 rub his’her hands down the front of Resident #2's
chest and kiss Resident #2 on the cheek. Further, the facility failed to provide residents adequate supervision to ensure
each resident remained free from abuse, and abuse reoccurred, on 06/30/2020 at approximately 11:00 AM. (Refer to F-600,
F-607, and F-656) The findingsinclude: Review of the facility's policy, Safety and Supervision of Residents, revised July
2017, revealed it was the facility's priority to make the environment free from accident hazards to ensure resident safety, supervision,
and assistance to prevent accidents. Continued review revealed the facility used a dual approach to safety,
facility oriented and individualized resident centered, which were used together to implement a systems approach to safety.
Additionally, resident supervision was a core component of the systems approach to safety. Per policy, the type and
frequency of resident supervision was determined by the individual resident's assessed needs and identified hazards in the
environment. Further, the type of frequency of resident supervision could vary among residents and over time for the same
resident. Per policy, supervision might need to be increased for temporary hazards or change in aresident's condition.
Additional review of the policy revealed facility oriented approaches included identifying accident hazards through ongoing
monitoring and reporting processes. Per policy, individualized resident centered approaches included analyzing information
obtained from assessments and observations to identify specific hazards or risks for individual residents. Further, the
care team targeted interventions to reduce individualized risks related to hazards in the environment, including adequate
supervision. Continued review of the policy revealed implementing interventions to reduce accident hazards would include:
communicating specific interventions to all relevant staff; assigning responsibility for carrying out interventions;
providing necessary training; ensuring interventions were implemented; and documenting interventions. Additionally,
monitoring the effectiveness of interventions included: ensuring interventions were implemented correctly and consistently;
evaluating the effectiveness of interventions; modifying or replacing interventions as needed; and evauating the
effectiveness of new or revised interventions. Review of the Long Term Care Facility-Self Reported Incident Form/ Initial
Report, faxed to the Office of Inspector General (OIG), on 06/25/2020 at 1:36 PM, revealed aresident to resident
occurrence happened on 06/24/2020. Continued review revealed SRNA #1 witnessed Resident #1 kiss and lick the neck of
Resident #2. Per report, the Physician, POA, Administration, OIG, Adult Protective Services (APS), the Attorney General,
and the Department for Community Based Services (DCBS) were notified. Additionally, there were no signs or symptoms of
injury noted. Further, thisincident occurred seventeen (17) hours and thirty-six (36) minutes prior to the Initial Report
and notifications. Review of the Long Term Care Facility-Self Reported Incident Form/ Five (5) day/Follow up/Final Report,
faxed to OIG, on 07/01/2020 at 11:30 PM, (six (6) days after the initial report), revealed there was a resident to resident occurrence
on 06/24/2020. Continued review revealed SRNA #1 witnessed Resident #1 kiss and lick the neck of Resident #2.
Additionally, the residents were immediately separated, and no signs or symptoms of injury were noted. Further review
revealed, on 06/25/2020, SS and the DON interviewed Resident #1 who stated he/she did kiss the resident because he/she was
looking for a boy/girlfriend since he/she could not see his’her boy/girlfriend. Additional review revealed education was
provided to Resident #1 related to appropriateness for finding a mate, ensuring consent and ensuring the person was not
married. Resident #1 voiced understanding and agreed not to engage in these activities with Resident #2. Per the report,
the facility unsubstantiated abuse or any harm based on their investigation and determined the Root Cause of the incident
was related to Resident #1 having the mindset of a teenager and trying to satisfy his/her basic needs of companionship. Per report,
Resident #2 had no injuries or signs and/or symptoms of any harm occurring from the incident; remained on fifteen
(15) minute checks; and continued monitoring for any other psychological needs would be done by SS. Review of the Long Term
Care Facility-Self Reported Incident Form/ Initial Report, faxed to the OIG, on 06/30/2020 at 1:26 PM, revealed aresident
to resident occurrence happened on 06/30/2020. Continued review revealed HA #1 witnessed Resident #1 kiss the neck of
Resident #2. Per report, the Physician, POA, Administration, OIG, APS, the Attorney General, and DCBS were notified.
Additionally, skin assessments were completed, and there were no signs or symptoms of injury noted. Further, Resident #1
was provided education and placed on fifteen (15) minute checks. Review of the Long Term Care Facility-Self Reported
Incident Form/ Five (5) day/Follow up/Final Report, faxed to OIG, on 07/07/2020 at 8:43 PM (seven (7) days after OIG
received the Initial Report), revealed there was a resident to resident occurrence on 06/30/2020. Continued review revealed HA #1
witnessed Resident #1 kiss the neck of Resident #2. Additionally, the residents were immediately separated, and no
signs or symptoms of injury were noted. Further review of the report revealed, on 06/30/2020, SS and the DON interviewed
Resident #1. Resident #1 stated he/she did kiss Resident #2 and did it again because he/she wanted to move out of the
facility. Continued review revealed the facility discussed discharge planning. Additional review revealed re-education was
provided to Resident #1, and he/she voiced understanding and agreed not to engage in these activities with Resident #2. Per the
report, the facility unsubstantiated abuse or any harm based on their investigation and determined the Root Cause of
the incident was related to Resident #1 trying to find companionship and wanting to move out of the facility. Per report,
Resident #2 had no injuries or signs and/or symptoms of any harm occurring from the incident, and he/she remained on
fifteen (15) minute checks with a stop sign placed across Resident #1's old room. Further, SS would continue to monitor for any other
psychological needs. Review of Resident #1's medical record revealed the facility admitted the resident on
06/10/19 with [DIAGNOSES REDACTED)]. Review of the Annual Minimum Data Set (MDS) Assessment, dated 06/17/2020,
revealed the
facility assessed the resident had clear speech, made self-understood, and had the ability to understand others. Continued
review revealed the facility assessed the resident had a Brief Interview for Mental Status (BIMS) score of thirteen (13)
out of fifteen (15), indicating intact cognition. Additional review of the Annual MDS Assessment, Section E - Behavior,
revealed the facility assessed behavior not exhibited for Resident #1. Further, the facility assessed the resident required supervision of
one (1) for transfers and ambulation, but Resident #1 was independent with setup with locomotion on and off
the unit. Review of Resident #1's Comprehensive Care Plan (CCP), initiated on 06/26/2020, revealed a problem of sexually
active: resident experiencing sexual desires and expressesinterest in other residents. The CCP was revised on 06/30/2020
to include resident declined vibrator. The goal stated the resident would voice understanding of what inappropriate sexual
behaviors were toward other residents and would be provided time alone as needed for self-pleasure. The CCP interventions
included: 06/25/2020, place on fifteen (15) minute checks; assist with private time to self-pleasure; educate resident on
the definition of consent and inappropriate sexual behaviors toward others; provide information and offer vibrator; and
observe for changes in psychosocial well-being, dated 06/26/2020. However, there was no further documented evidence the
facility identified the need to develop and implement additional interventions and treatments to address the increased need for
supervision of Resident #1 to protect other residents throughout the investigation except for the fifteen (15) minutes
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checks initiated on 06/25/2020. Review of Fifteen (15) Minute Checks for Resident #1, on 06/30/2020, revealed the resident

was in the bathroom from 10:45 AM until 12:00 PM. However, HA #1 witnessed Resident #1 on the North Hallway at

approximately 11:00 AM rubbing higher hands down the front of Resident #2's chest and kissing Resident #2 on the cheek.

Additional review of Fifteen (15) Minute Checks revealed no documented evidence of who completed them. The monitoring form

was not developed to include the signature or title of staff completing each check. Observation of Resident #1, on

07/08/2020 at 3:00 PM, revealed the resident was sitting in awheel chair in his’her room holding a cell phone. Interview

with Resident #1, on 07/08/2020 at 3:00 PM, revealed the resident said hello and come in when the State Inspector knocked

on the door. Additionally, Resident #1 stated he/she did not recall any incident with another resident involving akiss or

touching the other resident's chest. Further, the resident did not recall Social Services or the DON talking with him/her

about sexua behaviors or discharging from the facility. Review of Resident #2's medical record revealed the facility

admitted the resident on 09/17/19 with [DIAGNOSES REDACTED)]. Review of Resident #2's Quarterly MDS Assessment, dated

05/27/2020, revealed the facility assessed the resident had clear speech, sometimes made self-understood, and sometimes had the
ability to understand others. Continued review revealed the facility assessed the resident as having a BIM S score of

zero (0) out of fifteen (15), indicating severe cognitive impairment. Additional review of the MDS assessment revealed the

resident had signs and symptoms [MEDICAL CONDITION]/ inattention present and fluctuating. Further, the facility assessed
the resident required extensive assistance of two (2) for transfers and ambulation and required supervision of one (1) with locomotion
on the unit. Also, per assessment, the resident was independent with setup with locomotion off the unit. Review

of Resident #2's CCP, initiated on 09/18/2019, revealed a problem of an elopement risk/wanderer related to disorientation
to place and impaired safety awareness. On 03/30/2020, a problem was revealed of acommunication deficit related to

difficulty expressing and processing information/thoughts due to Dementia. On 06/30/2020, the CCP was revised to include

resident had tendencies to migrate toward other female rooms. The goals stated basic needs would be met, and the resident

would not leave the facility unattended. Interventions, dated 09/18/2019, included distract the resident from wandering by

offering pleasant diversions and wander guard to |eft ankle. On 03/30/2020, added interventions included spesk facing the

resident; use short phrases when communicating and allow time to respond; observe for non-verbal communication; and ask yes or no
questions. On 06/30/2020, added interventions were fifteen (15) minute checks and provide a stop sign to rooms he/she tended to go
into. Observation of Resident #2, on 07/08/2020 at 2:30 PM, revealed the resident sitting in awheelchair in

his’her room at the bedside. The call light was on above the door, and staff were assisting the resident. However, he/she
was unable to state why the call light was on or what the need was when staff inquired. Further, the resident would not
speak to the State Inspector. He/she would only make eye contact when the State Inspector attempted to talk with him/her.

Post Survey telephone interview with SRNA #1, on 07/13/ 2020 at 10:30 AM, revealed Resident #1 had the mindset of a younger girl
and was known for touching, hugging, and kissing on others, staff and residents. Per interview, staff provided ongoing redirection not
to touch, hug or kiss others to Resident #1, and the resident would say ok, ok and walk away. Per

interview, Resident #2 was confused with poor safety awareness; he/she would wander into other rooms, and staff constantly

had to redirect him/her. Additional interview with SRNA #1 revealed she felt fifteen (15) minute checks were effective for
the night of 06/24/2020; however, there should have been additional interventions implemented on 06/25/2020 to protect
residents. Further, it wasimportant for residents with behaviors to have increased supervision to ensure all residents
remained safe. Interview with Licensed Practical Nurse (LPN) #2, on 07/09/2020 at 12:30 PM, revealed Resident #1 and
Resident #2 were both independent with mobility and resided on the same hallway at the time of the incident, only two (2)
doors apart until 06/30/2020. Additionally, Resident #1 roamed alot and required constant redirection and supervision.

Continued interview revealed Resident #1 understood others; however, Resident #2 was confused and usually could not
understand others or follow direction. Further, LPN #2 stated staff should provide approaches/interventions to meet the
ongoing changes with residents, and it was important to ensure residents with behaviors received adequate supervision to
ensure the safety and well-being of all residents and to decrease the risk for negative outcomes. Interview with Social
Services (SS), on 07/09/2020 at 2:08 PM, revealed on 06/25/2020, the Clinica Interdisciplinary Team (IDT) meeting, which
included department heads and administrative staff, discussed the occurrence between Resident #1 and Resident #2 and how
fifteen (15) minute checks was the approach implemented to ensure the residents were apart. However, there was no
discussion about modifying the approach or implementing further approaches to increase supervision for both residents until the
second occurrence of abuse, on 06/30/2020. Additionally, she stated she interviewed Resident #1, on 06/25/2020, who
stated he/she missed his/her boy/girlfriend and the things they did together sexually and that was why he/she kissed
Resident #2. Per interview, there was discussion about self-pleasure and rules related to sexual desires to which Resident
#1 voiced understanding and stated he/she would not do it again. However, after speaking with Resident #1, she did not
identify the need for increased supervision beyond fifteen (15) minute checks. Further, she revealed it was the facility's
responsibility to identify approaches/interventions to address the individual resident's risks to ensure quality of care,
to protect from harm, and to ensure his’her well-being. Interview with the Director of Nursing (DON), on 07/09/2020 at 4:53 PM,
revea ed she was notified on 06/24/2020 at 10:15 PM viaatelephone call, that SRNA #1 witnessed Resident #1 licking
and kissing Resident #2's ear and neck. Additionally, on 06/24/2020, she read the facility policy and regulation on sexual
abuse. The DON stated she called the Clinical Support Nurse to discuss the occurrence, and at that time, she did not feel
kissing and licking was sexual abuse but it was an unusual occurrence, a behavior. Per interview, she did not think
Resident #1 would have the same behaviors again toward Resident #2 because in discussion with Resident #1, on 06/25/2020,
the resident verbalized he/she would not kiss Resident #2 again. Therefore, she felt fifteen (15) minute checks for
Resident #1 was an effective approach/intervention to ensure resident safety. However, the facility did not identify the
need to modify or increase supervision, to prevent further potential abuse to Resident #2 or other residents, until after
the 06/30/2020 occurrence. Further, the DON stated it was important to ensure residents were provided adequate supervision
to protect them from any type of abuse. Interview with the Administrator, on 07/09/2020 at 5:27 PM, revealed he wasin the
hospital when the incident between Resident #1 and Resident #2 occurred and was not as involved with the investigation as
he usually was. Per interview, the facility should identify and provide adequate supervision to reduce risk factors that
mal;:j be present to ensure resident safety. Further, he stated adequate supervision was important to ensure quality care and
resident safety.
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