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STATE OF ILLINOIS
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF VIOLATIONSAND PLAN OF CORRECTION

BURNHAM HEALTHCARE I.D. Number:_ 0043398

14500 SOUTH MANISTEE
BURNHAM, IL 60633

Date of Survey: 6/8/2004

Thcident Report Tnvestigation of 5/18/04

Asaresult of a survey conducted by representative(s) of the Department, it has been determined the
following violations occurred. Pleaserespond to each violation. The response must include specific actions
which have been or will be taken to correct each violation. The date by which each violation will be
corrected must also be provided. Formsareto be submitted with the original signature.

IMPORTANT NOTICE:

THE STATE AGENCY IS REQUESTING DISCLOSURE OF INFORMATION THAT ISNECESSARY TO
ACCOMPLISH THE STATUTORY PURPOSE AS OUTLINED UNDER PUBLIC ACT 83-1530. DISCLOSURE
OF THISINFORMATION ISMANDATORY. THE FORM HAS BEEN APPROVED BY THE FORMS
MANAGEMENT CENTER.

300.690 a)1)2)

"A" VIOLATION(S):

The facility shall notify the Department of any incident or accident which has, or is
likely to have, a significant effect on the health, safety, or welfare of a resident or
residents. Incidentsand accidentsrequiring the servicesof aphysician, hospital, police
or firedepartment, coroner, or other service provider on an emergency basisshall be
reported to the Department.

Notification shall be made by a phone call to the Regional Office within 24 hours of
each seriousincident
or accident. If thefacility isunableto contact the Regional Office, notification shall be
made by a phone call to the Department's toll-free complaint registry number.

A narrative summary of each serious accident or incident occurrence shall be sent to
the Department
within seven days of the occurrence.
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300.1010 h) The facility shall notify the resident's physician of any incident, injury, or significant

300.1220 b)3)

300.3210 o)

300.3240 a)b)c)d)f)

change in a resident's condition that threatens the health, safety, or welfare of a
resident, including, but not limited to, the presence of incipient or manifest decubitus
ulcersor aweight loss or gain of five percent or morewithin a period of 30 days. The
facility shall obtain and record thephysician'splan of carefor thecareor treatment of
such accident, injury, or changein condition at the time of notification.

The DON shall supervise and over see the nursing services of the facility including:

Developing an up-to-date resident care plan for each resident based on theresident's
comprehensive assessment, individual needsand goalsto beaccomplished, physician's
orders, and personal and nursing needs. Personnel representing other servicessuch as
nursing, activities, dietary, and such other modalities as are ordered by the physician
shall be involved in the preparation of the resident care plan. The plan shall bein
writing and shall bereviewed and maodified in keeping with the car eneeded asindicated
by theresident's condition. The plan shall bereviewed at least every three months.

The facility shall also immediately notify the resident's family, guardian,
representative, conservator and any privateor public agency financially responsiblefor
theresident's care whenever unusual circumstances such as accidents, sudden illness,
disease, unexplained absences, extraordinary resident charges, billings, or related
administrative mattersarise.

AN OWNER, LICENSEE, ADMINISTRATOR, EMPLOYEE OR AGENT OF A
FACILITY SHALL NOT ABUSE OR NEGLECT A RESIDENT. (Section 2-107 of the
Act)

A FACILITY EMPLOYEE OR AGENT WHO BECOMESAWARE OF ABUSE OR
NEGLECT OF ARESIDENT SHALL IMMEDIATELY REPORT THEMATTERTO
THE FACILITY ADMINISTRATOR. (Section 3-160 of the Act)

A FACILITY ADMINISTRATOR WHO BECOMES AWARE OF ABUSE OR
NEGLECT OF A RESIDENT SHALL IMMEDIATELY REPORT THE MATTER BY
TELEPHONE AND IN WRITING TO THE RESIDENT'S REPRESENTATIVE.
(Section 3-610 of the Act)
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300.690a)1)2) A FACILITY ADMINISTRATOR, EMPLOYEE, OR AGENT WHO BECOMES
AWARE 300.1010h) OF ABUSEOR
NEGLECT OF A RESIDENT SHALL ALSO REPORT THE MATTER
300.1220b)3) TO THE DEPARTMENT. (Section 3-610 of the Act)
300.32100)
300.3240a)b)c)d)f) RESIDENT ASPERPETRATOR OF ABUSE. WHEN AN INVESTIGATION OF A
(Cont’d) REPORT OF SUSPECTED ABUSE OF A RESIDENT INDICATES, BASED UPON

CREDIBLE EVIDENCE, THAT ANOTHER RESIDENT OF THE LONG-TERM
CARE FACILITY ISTHE PERPETRATOR OF THE ABUSE, THAT RESIDENT'S
CONDITION SHALL BE IMMEDIATELY EVALUATED TO DETERMINE THE
MOST SUITABLE THERAPY AND PLACEMENT FOR THE RESIDENT,
CONSIDERING THE SAFETY OF THAT RESIDENT ASWELL ASTHE SAFETY
OF OTHER RESIDENTSAND EMPLOYEESOF THE FACILITY. (Section 3-612 of
the Act)

These REGULATIONS are not met as evidenced by:

Based on resident and staff interviews, review of theresidents clinical record, facility's
policiesand incident reports, thefacility failed to follow itsabusepolicy in thefollowing
areas.

1. Failed to investigate an incident involving one resident's (R2) sexually aggressive
behavior toward another resident (R3), who is cognitively impaired and has the
potential to be abused.

2. Failed to protect R3 from R2 after the incident occurred and failed to send R3 for
medical evaluation.

3. Failed to conduct a thorough investigation of the incident when it occurred, and
again after a document containing some of the details of the incident were made
available to the administrator.

4. Failed to protect other femaleresidentsand staff in thefacility from R2's continued
inappropriate/offensive comments, touching, genital exposur es, and sexual coer cion by
not implementing appropriate monitoring and supervision.
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300.690a)1)2) 5. Failed to report the alleged abuse to the appropriate outside agenciesand to R3's
300.1010h) responsible party.
300.1220b)3)
300.32100) Findingsinclude:
300.3240a)b)c)d)f)
(Cont’d.) Review of R3'sclinical record found documentation that R3is 74 year old femalewith

thediagnosisincluding: " Dementia", " Hypertension" and history of " Cardiovascular
Accident" . On 05/24/04 and 6/3/04, surveyor sobserved R3wandering in the hallways of
the Annex area on the first floor of the building. Surveyor tried to engage R3 in
conver sation, but R3 was observed to be severely cognitively impaired and could not
answer any questions.

R2isa48year old resident who wasadmitted to thefacility on 03/11/04 with diagnosis
including: " Psychosiswith Agitation". R2 also has a history of inappropriate sexual
behavior as documented in the nursing and psychosocial service notes. During the
investigation, R2 was not observed by surveyor because he no longer resided at the
facility.

During an interview on 05/25/04 with R1, R1 expressed concer nsabout the safety of R3
in the facility. R1 told surveyor, whilein hisroom one day (could not remember the
date), heheard a" scuffling” going on behind hisroommate's (R2) privacy curtain. R1
reported he went to look behind the curtain. R1 said he observed a confused elderly
woman (R3) " naked" and running around the room.

R1 stated heasked R2 why washe treating R3 likethat. R1 said hetold R2that R3was
not "right in the head" (confused). But R1 said R3 responded by telling him that R2
kept " coming into hisroom" and " getting in hisbed". R1 said hethen reported the
incident to a security guard on duty.

After reviewing 6 monthsof thefacility'sincident reportson 05/24/04, surveyor sfound
no documentation of theincident. Surveyorsexpressed concernstotheadministrative
staff that therewerenoreportsor investigation of R1'sallegations. E1 (administrator)
stated he had some knowledge about it. E1 then produced a security report which
stated:

" Date of Incident: 05/18/04. Type of Incident: Aggressive Behavior. Person/Persons



Involved: R3... Timeof Incident: 6 AM. Location: Annex. Summary: Resident (R2)
after being told by nursing staff aswell as security to stay away from other resident
(R3), he (R2) still became sexually aggressivewith theresident (R3). Resident (R2) was
sent to the hospital because of his action.” E3 (ADON) reported that no abuse
investigation was done, and she would start one.
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300.690a)1)2) Thesecurity guard on duty on 05/18/04 (E7) wasinterviewed by phone on 06/07/04. E7
300.1010h) ts(ljjlrdve'yor that when R1informed him that hisroommate had awoman in theroom, E7
300.1220b)3) nl)etr;lte room. When E7 entered theroom, E7 reported he observed R3 sittingon R2's
300.32100) g(r:gmd in a gown, R2 had his pants opened, and was trying to get R2 to touch his
300.3240a)b)c)d)f) ppr;\r/?;eﬁ said hetook R3 out of R2'sroom, wroteareport about theincident, and the
(Cont'd.) rv(\e/peﬁitto hissupervisor. E7 said hetalked about theincident in front of facility nursing

staff, but gave no formal report of the incident to them or directly to administrative
staff.

Surveyor attempted to reach E7's supervisor but was not successful.

Surveyor also attempted to reach staff working the shift the day that the incident
occurred but wasnot successful. However, surveyor sinterviewed on 06/03/04 the 7a.m-
3p.m nurse (E6) that transferred R2 out to the hospital on 05/18/04.

E6 reported that the only information he received from the 11p.m.-7a.m. shift on
5/18/04 about any problemsregarding R2'sbehavior wasfrom a CNA (Certified Nurse
Aide). E6 said the CNA told him in passing that R2 did not sleep during the night. E6
stated hedid not become awar ethat R2 washaving a problem until he hear d the second
floor paging him. When E6 responded tothe page, hewasinformed that R2wason the
second floor showing hisgenitaliato femaleresidentsand staff. E6 said hecalled R2's
doctor and started the processto transfer R2 to the hospital.

Surveyors questioned E6 about the measures/precautions done to monitor R2 while
waitingto transfer R2 to the hospital on 5/18/04. E6 stated that R2 wasnot monitored
duringthistimeand could still movefredy about thefacility. Surveyor asked E6, based
on R2's clinical condition at the time of transfer, what type of intervention was



required. E6 said, " One-to-one monitoring.” E6 also did not statethat R3 wasbeing
protected from R2 during thistime.

Surveyor asked E6 if R2 ever manifested this behavior before in the facility. E6
reported that he observed R2 being sexually aggressive toward female residents and
staff daily, or every other day. Surveyor asked what did he mean by being sexually
aggressive. E6 described R2 grabbing femaleresidentsand staff by thearm whispering
intheir ear. E6 said that femaleresidentsand staff would respond by telling him to get
away from them. EG6 also said staff responded to R2's inappropriate behavior by
verbally redirecting him. However, E6 stated that the verbal redirection would be
effectiveonly for alittlewhile, and R2 would repeat theinappropriate behavior again.
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300.690a)1)2)
300.1010h)
300.12200)3)
300.32100)

300.3240a)b)c)d)f)
(Cont'd.)

On 06/03/04, E3 provided surveyorswith an investigation of theincident. However, the
investigation was limited in the staff interviewed.

It did not include interviews of staff that wererequired to monitor R2 on the 11p.m.-
7a.m.
shift.

All the witnessesthat were interviewed stated R3 was not observed having sexual
intercoursewith R2, and did not report the sexually inappropriateactsthat R1and E7
alleged that they observed between R2 and R3 the mor ning of 05/18/04.

During a phoneinterview on 06/07/04 at 12:20 p.m., E1, E2, and E3 wereinformed of
concernsregarding the facility not following its abuse policy.

Elstated, " Noresident washarmed." Surveyor asked theadministrativestaff how did
they know R3 wasnot har med becausetherewasno evidence anyone assessed R3 after
theincident or that shehad been sent out for an evaluation. E2 said the CNA'sdressed
R3 everyday and would know if shewas not wearing panties. Administrative staff did
not provide any evidence of a medical examination being done to support or not
support an occurrence of abuse on 5/18/04.

Review of R2's clinical record found documents of frequent incidents of sexual
aggressive behavior toward femaleresidents and staff.

Review of R2's Petition For Involuntary/Judicial Admission dated 04/09/04 states:



"Resident (R2) is sexually aggressive toward staff and female peers, going into peers
room and making sexual gestures. Review of R2'sTransfer Notedated 04/09/04 states:
Resident is sexually aggressive toward female staff and peers, getting into peer room
and making sexual gestures."

When R2 was readmitted to the facility from the hospital on 05/05/04, the facility's
nursing staff continued to document that R2 had sexually inappropriate/aggressive
behavior toward female staff and peers.

Review of the Shift Assessment Sheet (04/09/04, 05/07/04, 05/09/04, 05/10/04, 05/11/04,
05/17/04 and 05/18/04) documented that R2 was acting sexually aggressive toward
female peer, and staff found it hard to redirect R2's inappropriate sexual behavior.
However, further review of the Shift Assessment Sheet revealed documentation of staff
trying to use chemical restraints (Ativan) to address R2's inappropriate sexual
behavior, with " minimal effect”" (05/09/04) effect on R2'sbehavior, and " calming effect
(05/11/04).
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300.690a)1)2)
300.1010h)

300.1220b)3)
300.32100)
300.3240a)b)c)d)f)
(Cont'd.)

Review of R2' s Petition For Involuntary/Judicial Admission on 05/18/04 states:
" Resident

(R2) is sexually aggressive toward peers and female staff; grabbing staff in the
hallways,

and touching female staff inappropriately.”

Review of R2's Transfer Note 05/18/04 states. " Resident (R2) is sexually aggressive
towar ds peers and female staff; touching peers and staff inappropriately, making
obscene gesture, while exposing his genitalia to female peer."

Review of the psychosocial notes found documentation of R2 exposing his genitalia to
staff and making request to have sex, and telling histherapist he knew hewasgoing to
returntojail for raping someone.

Review of thefacility's policy on abuse states:

Palicy:

"...Thefacility ther efore prohibits mistreatment, neglect or abuse of itsresidents, and
has attempted to establish a resident sensitive and resident secure environment. The
purposeof thispolicy isto assurethat thefacility isdoing all that iswithin itscontrol to
prevent occurrences of mistreatment, neglect or abuse of our residents. Thiswill be
done:

...establishing an environment that promotesresident sensitivity, resident security and



prevention of mistreatment.

-identifying occurrences and patterns of potential mistreatment promptly and
aggressively, and making the necessary changesto prevent future occurrences; and
-filing accurate and timely investigative reports.”

Thereisevidence to support that the facility did not follow this aspect of their abuse
policy. Thefacility staff wereawareof R2'shistory of being a convicted sexual offender
and manifesting repeated inappropriate sexually behavior stoward femaleresidentsand
staff in thefacility, but madeno effort toimplement effectivetreatmentsor monitoring
to managehisbehaviors. Thisfailureby facility'sstaff did not ensurethat thefacility's
environment promoted resident sensitivity, resident and staff security, or prevented R2
from possibly mistreating other residents.

Review of thefacility's policy contained the following:

" Definition:

Sexual Abuse includes, but is not limited to, sexual harassment, sexual coercion, or
sexual assault."
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300.690a)1)2) Thefacility's staff failed to identify the aspect of R2's behaviorsthat wer e potentially

300.1010h) abusive asdefined in their policy. E7 observed R2 trying to make a confused elderly

300.1220b)3) resident (R3), suffering from dementia, touch hisgenitalia. E6 described R2 grabbing

300.32100) female residents and staff, and their response was to tell him to get away from me.
Staff

300.3240a)b)c)d)f) reported and documented several incidents of R2 exposing his genitalia to them and
asking

(Cont’d.) them to engage in sexual activities. Thereisno evidence that the physician was made

aware of R2's continued aggr essive behaviors.

Review of the Facility's Abuse Policy revealed the following:

"Resident Assessment: As part of the resident social history assessment, staff will
identify residents with increased vulnerability for abuse or who have needs and
behaviors that might lead to conflict. Through the care planning process, staff will
identify any problems, goals, and approaches, which would reduce the chances of
mistreatment for theseresidents. Staff will continueto monitor goalsand approach on
aregular basis."



Thefacility staff failed to follow thisaspect of their Abuse Policy by not revising R2's
plan of care after gaining knowledge that he had a history of being convicted for a
sexual offense and was manifesting repeated inappropriate sexual behaviors. R3 also
had behaviors of wandering that put her at risk by being on the same unit with R2.
However, staff did not implement effective interventionsto monitor/prevent R3 from
wanderinginto areasthat werepotentially harmful toher. Thisresultedin R3beingin
R2'sroom, and facility staff being unawar e of what occurred.

Review of thefacility's Abuse Palicy found the requirementsfor:

"VI. Internal Reporting Requirements and I dentification of Allegations:

Employees are required to report any occurrences of potential mistreatment they
observe, hear about, or suspect to a supervisor or theadministrator.

Supervisors shall immediately inform the administrator or designee of all reports of
potential mistreatment. Upon learning of the report, the administrator or designee
shall initiate an incident investigation.

.. Internal Investigation of Allegations and Response

1. Appointing an investigator: Once the administrator or designee determines that
thereisareasonablecausefor possible mistreatment, theadministrator or designeewill
appoint a person to take charge of the investigation. The person in charge of the
investigation will obtain a copy of any documentation relativeto theincident, and the
Resident Protection Investigation Procedures.”
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300.690a)1)2) VII. External Reporting of Potential Abuse
300.1010h) Theadministrator or designeewill alsoinform theresident or resident'srepresentative
of
300.1220b)3) thereport of an occurrence of potential mistreatment and that an investigation isbeing
300.32100) conducted.
300.3240a)b)c)d)f) 3. Informingthe Resident'sRepresentative. Theadministrator or designeewill inform
the
(Cont'd.) resident or resident'srepresentative of the conclusions of the investigation.

4, ..Depending on the seriousness of the incident and the presenting evidence, the
administrator may also notify thelocal police."

After interviewing staff and residents and reviewing the facility's incident reports,
surveyorscould find no evidencethat an incident report wascompleted for theincident
occurring on 05/18/04. Thefacility policy requiresthat anincident report be completed



for any occurrenceinvolving possible mistreatment of aresident. E7 observed R3in
R2'sroom being asked to touch R2's private parts, but there is no evidence thiswas
reported to the nurse to complete an incident report. E1 had some knowledge of the
incident, but did not follow the facility's abuse policy when he failed to initiate an
investigation of the potential mistreatment of R3 on 05/18/04.

Thefacility'slack of action resulted in theappropriateoutsideagenciesand responsible
parties not being informed of this potential mistreatment of R3 as required by the
policy. Thisfailurealso resulted in the facility not assessing R3 for any indication or
evidence that R3 was harmed or not harmed.

Review of thefacility's Abuse Palicy states the following on:

"V. Protection of Residents

Residentswho allegedly mistreated another resident will beremaoved from contact with
that resident during the course of the investigation. The accused resident's condition
shall beimmediately evaluated to deter minethemost suitablether apy, careapproaches,
and placement, considering hisor her safety, aswell asthe safety of other residentsand
employees of the facility."

Facility's staff failed to ensure that residents were protected by not monitoring R2
closdy after the incident occurred involving R3, and while R2 was waiting to be
transferred to the hospital on 05/18/04. E6 reported R2 required one-to-one
monitoring, but R2 was allowed to move about freely in the facility while awaiting
transfer even though R3was gtill in thesamearea. Therewasatimelapse of 6 hours
(6a.m.-12p.m.) before R3 |eft the facility.
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300.690a)1)2) Based on staff and resident interview, record review, review of incident reports, and
300.1010h) observations, the facility failed to:
300.1220b)3)
300.32100) 1. Provide supervision and monitoring for two residents (R2, R3). R2 hasa history of
300.3240a)b)c)d)f) sexually inappropriate behaviors toward other female residents and staff. R3 has a

history

(Cont’d.) of wandering in and out of residentsrooms.

2. Notify the physician of escalating sexual behavior in one resident (R2).



3. Protect one resdent (R3) from a sexually aggressive resident (R2).

4. Update care plans for two residents (R2 and R3) to indicate new goals and
approachesfor these continued behaviors.

Thisfailureresulted in R3 being found in R2'sroom on 5/18/04 at 6a.m. in a sexually
abusive situation. The failure of the facility to monitor R2 and to protect R3 placed
other femaleresidentsat risk for sexual abuse.

Findingsinclude:

R3isa78year old femaleadmitted to thefacility 12/21/03 with diagnoses of dementia,
hypertension, status post craniotomy, and iron deficiency anemia. R3 is also a
wanderer and goes from room to room in the facility.

On 5/24/04 at 9:00a.m. R3 was observed on the Annex wher e she lived, wandering the
hallways. In the afternoons of 5/26/04 and 6/7/04, R3 was observed on the Annex
wandering and attempting to open one of the exit doors. Staff did not attempt to
redirect R3.

When surveyors attempted to interview R3 on 6/7/04, she was unable to answer any
guestions. Staff revealed tothesurveyorsthat R3isawanderer and goesin and out of
other residentsrooms, getsinto their beds, and sometimestakesother residents items.

R2isa 48 year old male admitted to thefacility 3/11/04 from another facility with the
diagnoses of psychosisand multiplemedical problems. R2isalso aknown sex offender.
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300.690a)1)2) Interview with R1 on 5/25/04 at 2:30p.m. in the 3rd floor hallway revealed that on
300.1010h) Zﬁlr?g 6:00a.m. heoverheard " scuffling" in hisroom on the other side of thecurtain.
300.1220b)3) Iiqnlfor_med the surveyor that he saw R3 naked, running around the other side of the
300.32100) ;Lrj][jt%g was chasing her. R1 stated, "I told R2 that R3 was not together up here



300.32402)b)c)d)f)

(Cont'd.)

(pointing
to hishead), and he should leave her alone. R2told him that " she keeps gettingin my
bed."

R1 informed the surveyor that he reported it to security, and they sent him (R2) out
that morning to the hospital."

After reviewing 6 months of the facility incident reports on 05/24/04, surveyor s found
no documentation of theincident. Surveyorsexpressed concernsto theadministrative
staff that therewerenoreportsor investigation of R1'sallegations. E1 (administrator)
stated he had some knowledge about it. E1 then produced a security report which
stated:

" Dateof Incident: 05/18/04. Type of Incident: Aggressive Behavior. Person/Persons
Involved: R3... Timeof Incident: 6 a.m. Location: Annex. Summary: Resident (R2)
after being told by nursing staff aswell as security to stay away from other resident
(R3), he (R2) still became sexually aggressivewith theresident (R3). Resident (R2) was
sent to the hospital because of his action."

E3 (Assistant Director of Nurses) reported that no abuse investigation was done, and
shewould start one.

Interview with E7 (security) on 6/7/04 at 2:35p.m. per telephone at the facility in
regardstotheincident revealed, " what happened was R1 cameto meand told methat
R2 (roommate) had R3in their room and she should not be there after 11:00p.m. |
went therewith R1. | saw R2'spantsunbuttoned. R3wasin ahospital gown sittingon
R2'sbed. R2wasasking R3totouch hisprivateparts, so| proceeded to escort her out
of R2'sroom."

Thesurveyor asked E7 how hereported an incident? E7 said " | haveto writeit down
for proof. When | writeit down | report it. | stack it with the other reports at the
security desk. | putit therefor E10 (supervisor) to seeit. (E7 said hedid not remember
telling E10 verbally). Thesurveyor asked E7 if hereported it to thenursing staff. E7
said, "| reported it to the nurse on duty. | think it was a female nurse. | don't
remember since its been a while now if | actually told a nurse. Maybe the certified
nursesaide. I'm new hereand not too familiar with the staff names. | spokeof it at the
nursing station where the nurses were sitting. No one was asked to go with me that
night to see what was going on."
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300.690a)1)2)
300.1010h)

300.1220b)3)
300.32100)
300.3240a)b)c)d)f)
(Cont'd.)

Thesurveyor asked E7 if hehad ever been called for R2 beforefor acting out sexually.
E7

informed the surveyor that " R2 isvery rowdy with staff (females), asking for sexual
favors,

sexual commentsand sexual favors. |'veheard of R2 beforeabout hissexual aggressive
behaviors on occasions, told to me by staff.

E7 further informed the surveyor that, " when | first started herel wastold about the
no sexual tolerance policy."

Surveyor also attempted to reach staff working the 11p.m.-7a.m. shift theday that the
incident of 5/18/04 occurred but wasnot successful. However, surveyorsinterviewed on
06/03/04 the 7a.m.-3p.m. nur se (E6) that transferred R2 out to the hospital on 05/18/04.

E6 reported that the only information he received from the 11p.m.-7a.m. shift on
5/18/04 about any problemsregarding R2'sbehavior wasfrom a CNA (Certified Nurse
Aide). E6 said the CNA told him in passing that R2 did not sleep during thenight. E6
stated hedid not become awarethat R2 washaving a problem until he heard the second
floor paging him. When E6 responded to the page, hewasinformed that R2wason the
second floor showing hisgenitaliato femaleresidentsand staff. E6 said hecalled R2's
doctor and started the processto transfer R2 to the hospital.

Surveyors questioned E6 about the measures/precautions done to monitor R2 while
waiting totransfer R2 to the hospital on 5/18/04. E6 stated that R2 wasnot monitored
during thistime, and could still move freely about the facility. Surveyor asked EB,
based on R2'sclinical condition at the time of transfer, what type of intervention was
required. E6 said, " One-to-one monitoring." EG6 also did not statethat R3 was being
protected from R2 during this time. R3 was not transferred from the facility until
12p.m.that day (6 hours after theincident occurred).

Surveyor asked E6 if R2 ever manifested this behavior before in the facility. E6
reported that he observed R2 being sexually aggressive toward female residents and
staff daily, or every other day. Surveyor asked what did he mean by being sexually
aggressive. E6 described R2 grabbing femaleresidentsand staff by thearm whispering
intheir ear. E6 said that femaleresidentsand staff would respond by telling him to get
away from them. E6 also said staff responded to R2's inappropriate behavior by
verbally redirecting him. However, E6 stated that the verbal redirection would be
effectiveonly for alittlewhile, and R2 would repeat theinappropriate behavior again.
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Review of the 7a.m. to 3p.m. nursing shift assessment sheet dated 4/9/04, written by E6
(nurse), there is documented evidence of R2 being " sexually inappropriate, making
sexual

advances to female staff and peers;, needs redirection momentarily and continues
behavior

alalalrs

4/9/04, E6 documented: " Resident is sexually aggressive towards staff and female
peers, going into peersroom and making sexual gestures.”

Thereisno other documented evidence of R2 being in the facility until a readmission
nursing note dated 5/5/04 at 2:30p.m., evidencing an admission from a hospital. E6
documented that R2 was" alert and oriented time three, ambulating with steady gait.
Anxious and impatient during the admission assessment; both upper extremities
observed with tremors.”

Review of the nursing shift assessment sheets revealed documented evidence of the
following: 5/7/04the7a.m. to 3p.m. shift revealed, " disruptive, harassingfemalepeers
and staff, had to beredirected several times." 5/9/04 the 7a.m. to 3p.m. shift revealed,
" non-compliant, disruptive, grabbing peersand staff several timesthisshift, redirected
frequently. Ativan by mouth given with minimal effect." 5/9/04, 3p.m. to 11p.m. shift
revealed " exhibitsinappropriate behavior towar dsco-peersand staff. 5/9/04, 11p.m.to
7a.m. shift revealed "is very inappropriate, sexual statements." 5/10/04, " non-
compliant, sexually preoccupied. Grabbing staff and peersindiscriminately. Hadtobe
redirected several timesthisshift." 5/11/04, 7a.m. to 3p.m.. shift revealed, " disruptive,
grabbing female peersand staff. Had to beredirected several times. Ativan by mouth
given as necessary with calming effect." 5/17/04, 7a.m. to 3p.m. shift revealed, " non-
compliant, intensive, sexually preoccupied.”

Review of the skilled nurses notes only show an entry regarding R2's behaviors for
5/18/04 at 9:40a.m. that revealed, " R2 is reported to be exposing his genital area to
female peerswhile grabbing peersinappropriately. Wasredirected verbally but, R2
continued to grab female peersand staff inappropriately. Z5wasmadeawarewith new
orders. EG6 petitioned an involuntary admission for R2's transfer to a hospital for
psychiatric evaluation and documented, " R2 issexually aggressivetowards peersand
female staff, grabbing staff in the hallways, touching female staff inappropriatey.”

On 6/3/04 review of theM AR (medication administration record) revealed that R2 only
received the Ativan which was for agitation from 5/7/04 through 5/17/04 once daily.
Thereisno documented evidence of Haldol being administered to R2 for hisaggressive
behavior which wasalso ordered. Both medicationswereordered tobegiven on aPRN
(as needed) basis.
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300.690a)1)2) Therearenoindicationsthat Z5wasnotified of R2's escalating sexual behaviorssince
his

300.1010h) admission of 5/5/04 until he was notified of theincident on 5/18/04.

300.1220b)3)

300.32100) Z5wasinterviewed by phoneon 6/7/04 at 1:15p.m. Z5 stated that hewasfamiliar with
R2's

300.3240a)b)c)d)f) behavior sand that had hebeen notified of the escalating behavior sthat wer e not being

(Cont'd.) managed by current medications, he would have sent him out to the hospital for

evaluation. Z5 also stated that if R2 is not stabilized on his medications, he becomes
sexually preoccupied and psychotic.

There is no documented evidence of R2 being supervised after the incident with R3.
Interview with E6 on 6/7/04 at 10:11a.m. revealed that during his9:00a.m. medication
pass on 5/18/04, he was called to the 2nd floor to get R2 because he was exposing his
genitalsto the female peersand staff on that unit. E6 informed the surveyor that R2
should have been on 1:1 supervision after the occurrence, but had continued accessto
other residentsin the facility since he was not being restricted. Review of the skilled
nursesnotesdated 5/18/04 revealed that R2 wasnot transferred from thefacility tothe
hospital until 12:00p.m. that day. Thereisalso no evidencethat R3wasprotected from
R2 for that 6 hours prior to the transfer, nor were other female residents and staff
protected during thistime.

E4 (PRSC) informed the surveyor on 6/3/04, "that R2 was not on any specific
monitoring for hissexually aggressivebehaviors. Werelied on verbal reportsfrom staff
and other residents. E4 said that R2 would come to her and let her know about his
behaviors. Staff did not alwaysinform E4 of all behaviors."

Interview with E8 (consultant-social worker) at 5:30p.m. on 6/3/04 revealed to the
surveyor that, " R2 disrobed in front of me onetimewhilein thelaundry room as she
was helping him to get clean clothing. | work on the medicare team for behaviors,
medication compliance and ADL's (activities of daily living). He'sdelusional i.e,, " if
I'm hissister, sexual things, rapeand things." E8informed the surveyor that shewas
not awar e of R2 being a sex offender. E8 further stated, " have general goalsbut non-
specificto R2."
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300.690a)1)2) E8 also informed the surveyor that she sees R2 three times a week and has not
developed
300.1010h) goalsor measurable goals" but werein my mind." Thegoalsare made by the PRSC
(patient
300.1220b)3) related servicescoordinator). | look at thecareplans. | only document on thesessions.
300.32100) Later E8 retracted her statement by saying, | didn't mean what | said about "in my
mind."
300.3240a)b)c)d)f) E8 was unableto show the surveyor any documented evidence of measurable goals or
(Cont'd.) approachesto address the statements made by R2 on 3/16/04 during a session where

she documented: "He (R2) reported that he was going to jail for rape E8 also
informed the surveyor that she was not sure if R2 was delusional when making this
statement or not. Thecurrent careplan did not show any updated approachesor plans
regarding R2's continued inappropriate sexual behaviors.

Review of the care plan dated 2/18/04 with a goal date of 5/18/04 revealed R3 with a
problem: Resident displays confusion due to Alzheimers and Dementia. Behaviors:
Resident wandersunit. Goal: Resident will wander only in unit through next review.
Approach: Direct resident to desired area. Remove resident from area. Supervise
resident throughout shift.

The care plan reveals that R3 is monitored by being redirected by staff. Care plan
dated 5/13/04, with no goal date, revealed a problem, behavior: Wandersunit at times,
becomes confused on where to go or where she is. Goal: Will wander only within
specified boundariesthrough staff intervention ongoing.

Approaches. redirect resident when confused on whereabouts. Remove from area if
annoying othersand redirect to go to proper designated areas. Thecareplan doesnot
addressR3 going into other residentsrooms, getting intotheir bedsand taking items, or
the possible potential for abuse by other residents dueto these behaviors.

(A)
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