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{L 000} Initial Comments {L 000}

An unannounced onsite Revisit Survey was
conducted at this facility from November 14 - 17,
2023. Survey activities consisted of observations,
record reviews, and resident and staff interviews.
The facility's census on the first day of the survey
was 294. The sample size included 17 residents.
After analysis of the findings, it was determined
that the facility was not in compliance with the
requirements of 22B District of Columbia
Municipal Regulations (DCMR) Chapter 32
Requirements for Long Term Care Facilities.

During this survey, Immediate Jeopardy
situations were identified at 42 CFR §483.12
Freedom from Abuse, Neglect, and Exploitation
(F610) and 42 CFR §483.40 Behavioral Health
(F745) on November 15, 2023 at 5:27 PM. The
facility submitted a plans of action that were
accepted on November 15, 2023, at 8:46 PM.
The survey team verified implementation of the
accepted plans while onsite and the immediate
jeopardy's were lifted on November 17, 2023 at
1:53 PM.

The following is a directory of abbreviations
and/or acronyms that may be utilized in the
report:

AMS - Altered Mental Status

ARD - Assessment Reference Date
AV- Arteriovenous

BID - Twice- a-day

B/P - Blood Pressure

cm - Centimeters

CFR- Code of Federal Regulations
CMS - Centers for Medicare and Medicaid
Services

CNA- Certified Nurse Aide

CRF - Community Residential Facility
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{L 000} Continued From page 1 {L 000}

CRNP- Certified Registered Nurse Practitioner
D.C. - District of Columbia

DCMR- District of Columbia Municipal
Regulations

D/C - Discontinue

DI - Deciliter

DMH - Department of Mental Health

DOH - Department of Health

DON - Director of Nursing

ED - Emergency Department

EKG - 12 lead Electrocardiogram

EMS - Emergency Medical Services (911)
ER - Emergency Room

F - Fahrenheit

FR. - French

FRI - Facility reported incident

G-tube - Gastrostomy tube

HR - Human Resources

Hrs - Hours

HS - hour of sleep

HSC - Health Service Center

HVAC - Heating ventilation/Air conditioning
ID - Intellectual disability

IDT - Interdisciplinary team

IPCP - Infection Prevention and Control Program
LPN - Licensed Practical Nurse

L - Liter

Lbs - Pounds (unit of mass)

MAR - Medication Administration Record
MD - Medical Doctor

MDS - Minimum Data Set

Mg - milligrams (metric system unit of mass)
M - Minute

ML - milliliters (metric system measure of volume)
Mg/dl - milligrams per deciliter

Mm/Hg - millimeters of mercury

MN - midnight

N/C - nasal cannula

Neuro - Neurological

NFPA - National Fire Protection Association
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Continued From page 2

NP - Nurse Practitioner

02 - Oxygen

PA - Physician's Assistant

PASRR - Preadmission screen and Resident
Review

Peg tube - Percutaneous Endoscopic
Gastrostomy

PO - by mouth

POA - Power of Attorney

POS - physician's order sheet

Prn - As needed

Pt - Patient

Q - Every

RD - Registered Dietitian

RN - Registered Nurse

ROM - Range of Motion

RP R/P - Responsible party

SBAR - Situation, Background, Assessment,
Recommendation

SCC - Special Care Center

Sol - Solution

SW - Social Worker

TAR - Treatment Administration Record
Ug - Microgram

3203.5 Nursing Facilities

Each facility shall maintain the following
administrative records:

(a)Payroll records;

(b)Reports of fire inspections;

(c)Compliance reports required to be maintained

pursuant to the 1996

BOCA National Building Code, construction and

permit regulations;

{L 000}

{L015}
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{L 015} Continued From page 3 {L 015}

(d)Reports of inspections of the fire alarm system
and fire drills;

(e)Reports of elevator inspections;
(f)Disaster plan and procedures;

(g)Certification of flame spread ratings of carpets,
curtains and wall coverings;

(h)Each contract for professional and facility
services;

(i)Radiation survey reports of x-ray equipment, if
applicable;

(j))Summaries and analyses of each incident
involving residents, staff and
visitors; and

(k)Policies and procedures governing the
operation of the facility.

This Statute is not met as evidenced by:

Based on record reviews and staff interviews, the
Governing Body failed to ensure that established
policies regarding the management and operation
of the facility were followed and implemented
related to: Freedom from Abuse, Neglect and
Exploitation and Behavioral Health. The resident
census on the first day of the survey was 294.

The findings included:

Review of the facility's Plan of Corrections with a
compliance date of 10/10/23, in response to the
statement of deficiencies from a
Complaints/Facility Reported Incidents survey
that ended on 08/25/23 stipulated that:

- A QAPI plan for the following areas will be
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implemented: timely follow up in allegations of
sexual abuse

- QAPI minutes and audit tools will be reviewed
by the Regional clinical consultant /designee to
assure that QAPI plan is sustained and if any
noncompliance observed the interdisciplinary
team will meet to review and revise the QAPI
plan. Review of the audits will be done weekly x 4
then monthly x2 then quarterly or until compliance
is achieved.

1. Resident #1 reported an allegation of sexual
abuse to Employee #6 on 11/10/23 and four (4)
days, facility staff failed to report the allegation of
sexual abuse, initiate an investigation of an
alleged sexual abuse, and implement corrective
actions to prevent and protect Resident #1 from
further potential abuse by Resident #2.

Cross Reference 42 CFR§ 483.12 Freedom from
Abuse, Neglect and Exploitation, F610.

2. From 10/19/23 to 11/15/23, 27 days, the facility
failed to provide appropriate social services to
meet resident's needs as evidenced by failing to
have immediate, direct supervision of Licensed
Graduate Social Workers (LGSW) by a Licensed
Independent Clinical Social Worker (LICSW).

Cross Reference 42 CFR §483.40 Behavioral
Health, F745.

During a face-to-face interview on 11/17/23 at
2:35 PM, Employees #1 (Administrator), #2
(Director of Nursing/DON), #3 (Clinical Director),
#4 (Regional Clinical Director/Governing Body)
and #9 (Director of Operations/Governing Body)
were made aware of the findings.
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Beginning January 1, 2012, each facility shall
provide a minimum daily average of four and one
tenth (4.1) hours of direct nursing care per
resident per day, of which at least six tenths (0.6)
hours shall be provided by an advanced practice
registered nurse or registered nurse, which shall
be in addition to any coverage required by
subsection 3211.4.

This Statute is not met as evidenced by:

Based on record review of staffing [direct care per
resident day hours], and staff interview, it was
determined that the facility failed to meet the four
and one-tenths (4.1) hours of direct nursing care
per resident per day on 10 of 20 days reviewed
and the 0.6 [six-tenths] hour for Registered
Nurses /Advanced Practice Registered Nurse
hours on 12 of 20 days reviewed in accordance
with Title 22 DCMR Section 3211 Nursing
Personnel and Required Staffing Levels.

The findings included:

According to the District of Columbia Municipal
Regulations for Nursing Facilities: 3211.5
Beginning January 1, 2012, each facility shall
provide a minimum daily average of four and
one-tenth (4.1) hours of direct nursing care per
resident per day, of which at least six-tenths (0.6)
hour shall be provided by an advanced practice
registered nurse or registered nurse, which shall
be in addition to any coverage required by
subsection 3211.4.

1. The facility failed to meet the minimum
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Registered Nurse/ Advanced Practice Registered
Nurse rate of 0.6 [six-tenths] hours per resident
per day on 12 of 20 days reviewed as outlined
below:

October 27, 2023 - 0.49 hours
October 28, 2023 - 0.50hours
October 29, 2023 - 0.55hours
November 4, 2023 - 0.54 hours
November 6, 2023 - 0.57 hours
November 7, 2023 - 0.49 hours
November 8, 2023 - 0.52 hours
November 9, 2023 - 0.57 hours
November 11, 2023 - 0.40 hours
November 12, 2023 - 0.35 hours
November 15, 2023 - 0.59 hours
November 16, 2023 - 0.50 hours

2. The facility failed to meet the minimum direct
nursing care staffing rate of four and one-tenths
(4.1) hours per resident per day, for 10 of 20 days
reviewed as outlined below:

October 27, 2023 - 3.91 hours
November 1, 2023 - 4.02hours
November 4, 2023 - 4.04hours
November 5, 2023 - 3.41 hours
November 6, 2023 - 3.67 hours
November 7, 2023, -3.72 hours
November 10, 2023 - 3.91 hours
November 11, 2023, - 3.72 hours
November 12, 2023 - 3.45 hours
November 13, 2023 - 4.0 hours

During the review of the staffing schedule on
November 17, 2023 at 2:35 PM, Employee #1
(Administrator) was made aware of the concerns
with staffing not being met. He acknowledged the
finding.
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L 179 3229.1 Nursing Facilities L179

The facility shall provide social services to attain
and maintain the highest practicable physical,
mental, and psychosocial well-being of each
resident.

This Statute is not met as evidenced by:

Based on record reviews and staff interviews,
facility staff failed to provide appropriate social
services to meet resident's needs as evidenced
by failing to advocate and assist one (1) of 17
sampled residents in the assertion of their rights
within the facility; and to have immediate, direct
supervision of Licensed Graduate Social Workers
(LGSW) by a Licensed Independent Clinical
Social Worker (LICSW). The census on the first
day of the survey was 294.

Due to these failures and findings, an Immediate
Jeopardy (IJ-L) was identified at 42 CFR §483.40
Behavioral Health (F745) on November 15, 2023
at 5:27 PM. The facility's Administrator provided a
corrective action plan to the State Agency Survey
Team that was accepted on November 15, 2023
at 8:46 PM. Verification of the removal of the
immediacy was performed by the survey team
onsite on November 17, 2023 at 1:53 PM. After
removal of the immediacy, the scope and severity
was lowered to a F.

The findings included:

Review of the facility's "Social Services" policy
dated 07/26/23 documented:

- The facility will provide medically related social
services to each resident, to attain or maintain the
resident's highest practicable physical, mental
and psychosocial well-being

- Services to meet resident's needs may include:

Health Regulation & Licensing Administration
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L179 Continued From page 8 L179

advocating for residents and assisting them in
assertion of their rights within the facility; assisting
residents in voicing and obtaining resolutions to
grievances

Review of a Resident Interview/Assessment form
dated 11/10/23 at 3:13 PM documented the
following:

- Resident #1's name

- Has any resident touched you or tried to kiss
you without your consent - Yes

- If the response is yes to other question, please
describe: [Resident #2] (dark skin) on the 3rd
floor tried to touch her about a week ago in
between her legs; heard he has done this to other
people before; does not feel comfortable riding
the elevator with [Resident #2]

- Employee #6's (Social Worker) name, indicating
that she was the person conducting the resident
interview/assessment

During a face-to- face conference was conducted
on 11/14/23 at 12:48 PM, Employee #1
(Administrator), Employee #3 (Clinical Director)
and Employee #4 (Regional Clinical Director),
Employee #5 (Quality Nurse) were shown the
Resident Interview/Assessment Form and asked
what was done about Resident #1's allegation of
sexual abuse. All four employees reviewed the
form and all four stated that they were not aware
that Resident #1 had made an allegation of abuse
until just now, when the form was presented to
them.

Resident #1 reported to Employee #6 on 11/10/23
an allegation of sexual abuse (inappropriate
touching) and expressed feelings of being
"uncomfortable" alone with the alleged
perpetrator on the elevator on 11/10/23. Four
days after the incident was reported, the incident
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still had not been reported to facility
administration or the State Agency.

During a face-to-face interview on 11/14/23 at
1:00 PM, Employee #6 stated that when a
resident reports allegations of abuse to her, she
then reports it to her supervisor. When asked if
she reported Resident #1's allegation of abuse to
her supervisor, Employee #6 stated, "No. | don't
have a direct supervisor right now to report to. |
did the interview of the resident and handed the
form, along with other resident interview forms to
[Employee #5; Quality Nurse]." When asked if
she made Employee #5 aware of the allegation
made by Resident #1 when she handed her the
form on 11/10/23, Employee #6 stated, "No."

During a review of employee human resource
files on 11/15/23, it was noted that Employee #6,
#7 (Social Worker) and #8 (Social Worker) have
active Licensed Graduate Social Work (LGSW)
licenses for the District of Columbia (DC).

During a face-to-face interview on 11/15/23 at
9:48 AM, Employee #7 stated that she reports to
the Director of Nursing (DON), Employee #2. The
employee further stated, "[Employee #2]
supervises my work as well as the other social
workers."

During a face-to-face interview on 11/15/23 at
10:10 AM, Employee #8 (Social Worker) stated
that she officially started last week, is in
orientation, and still learning about the facility
policies and procedures. The employee also
stated, "l report to the DON. That is what | was
told during my initial training."

The evidence showed that from 10/19/23 to
11/15/23, 27 days, there was no documented

Health Regulation & Licensing Administration
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evidence that the facility employed a full time
Licensed Independent Clinical Social Worker
(LICSW) to provide oversight and supervision of
the Licensed Graduate Social Workers.

A face-to-face conference was conducted on
11/15/23 at 12:06 PM, with Employees #1
(Administrator), #2 (Director of Nursing), and #4
(Regional Clinical Director). Employee #1 stated
that the facility currently has three (3) social
workers who report to and are being supervised
Employee #2. Employee #1 stated that since
10/09/23, there has been no LICSW in the
building to oversee or supervise the three
LGSWs that are working in the facility. Employee
#1 further stated, "The previous LICSW was
[officially] terminated on 10/19/23. We tried to
contract out a LICSW and were unsuccessful.
They had hired one as permanent staff but, last
minute, that person decided to not take the job.
Someone was hired as of yesterday, and that
person is going through the background check
and pre-employment process." When asked who
supervises the work of the facility's three social
workers, Employee #1 stated, "They (Social
Workers) report to [Employee #2], the DON.
When asked if Employee #2 holds an active
Licensed Independent Clinical Social Work
(LICSW) license, both Employees #1 and #2
stated, "No."

Review of an "Employee Discipline Report dated
10/19/23 documented:

- [Name of former LICSW]

- Current Action - Termination

- Signature of Human Resources and Employee
#1 both dated 10/19/23.

The evidence showed that Resident #1 reported
to Employee #6 an allegation of sexual abuse
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(inappropriate touching) and expressed feelings
of being "uncomfortable" alone with the alleged
perpetrator on the elevator on 11/10/23. And as
stated by Employee #6, she did not have a direct
supervisor to report the abuse allegation to. For
four (4) days and until brought to the attention of
the facility's administration by the State Surveyor,
the facility staff failed to report Resident #1's
allegation to facility administration; failed to report
the allegation to the State Agency; failed to initiate
an investigation; and failed to prevent and protect
Resident #1 from further potential abuse by
Resident #2, allowing him to have continued,
unrestricted and unsupervised access to
Resident #1 and gave way to the likelihood for
further abuse from her alleged perpetrator.

The evidence also showed that from 10/19/23 to
11/15/23, 27 days, there is no documented
evidence that a Licensed Independent Social
Worker (LICSW) was employed by the facility nor
is there documented evidence of immediate,
direct supervision of the facility's three Licensed
Graduate Social Workers, failing to assure that
sufficient and appropriate social services are
were being provided to meet the needs of all
current residents in the facility.

Based on these findings, an Immediate Jeopardy
(IJ-L) was identified at 42 CFR §483.40
Behavioral Health (F745) on November 15, 2023
at 5:27 PM.

The facility's Administrator provided a corrective
action plan to the State Agency Survey Team that
was accepted on November 15, 2023 at 8:46 PM.
The plan included:

1. Identification of Residents Affected or Likely to
be Affected:
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The facility took the following actions to address
the citation and prevent any additional residents
from suffering an adverse outcome.

The Administrator has received a contract for
Licensed Independent Clinical Social Worker
(LICSW) on 11/15/23 who will be starting on
11/16/2023.

The LGSW's in the facility were educated by the
Administrator on reporting, investigating,
protecting, and implementing timely plans of
action to mitigate the likelihood of potential further
sexual abuse or adverse events. Education
provided on 11/15/2023.

2. Actions to Prevent Occurrence/Recurrence:

The facility took the following actions to prevent
an adverse outcome from reoccurring.

LGSW's will be educated on 11/16/2023 by
contracted consultant regarding meeting the
resident's behavioral health needs by advocating
and assisting residents in the assertion of their
rights within the facility in accordance with
{483.12, Freedom from Abuse, Neglect, and
Exploitation.

The facility has contracted with a Licensed
Independent Clinical Social Worker (LICSW) on
11/15/2023 who will make facility visits and
provide oversight, supervision of the LGSW
starting on 11/16/2023.

A checklist has been developed to ensure that all
abuse investigation documents are reviewed daily
from initiation to completion of the investigation.
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A summary and analysis of each incident shall be
completed immediately and reviewed within
forty-eight (48) hours of the incident by the
Medical Director or the Director of Nursing and
shall include the following:

(a)The date, time, and description of the incident;
(b)The name of the witnesses;

(c)The statement of the victim;

(d)A statement indicating whether there is a
pattern of occurrence; and

(e)A description of the corrective action taken.

This Statute is not met as evidenced by:
Based on record review, resident and staff
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The (LICSW) will conduct random interviews of
10% of current residents to assess whether they
have been assisted with advocating their rights
within the facility related to being free from Abuse,
Neglect, and Exploitation. Audits will be done
weekly x 4 weeks then monthly x 2 months. Any
findings will be addressed immediately.
The Regional Social Services consultant or
designee will review the audit results, and
findings monthly and will be reported at the
monthly QAPI meeting.
Verification of the removal of the immediacy was
performed by the survey team onsite on
November 17, 2023 at 1:53 PM.
{L 204} 3232.2 Nursing Facilities {L 204}
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interviews, for one (1) of 17 sampled residents,
facility staff failed to, report an allegation of
sexual abuse, initiate an investigation of an
alleged sexual abuse, and implement corrective
actions to prevent and protect Resident #1 from
further potential abuse by Resident #2.

Due to these failures and findings, an Immediate
Jeopardy (1J-J) was identified at 42 CFR §483.12
Freedom from Abuse, Neglect, and Exploitation
(F610) on November 15, 2023 at 5:27 PM. The
facility's Administrator provided a corrective action
plan to the State Agency Survey Team that was
accepted on November 15, 2023 at 8:46 PM.
Verification of the removal of the immediacy was
performed by the survey team onsite on
November 17, 2023 at 1:53 PM. After removal of
the immediacy, the deficient practice remained at
a potential for harm and the scope and severity
was lowered to a G.

The findings included:

Review of the facility's "Abuse, Neglect and
Exploitation" policy, dated 06/29/23 documented:
- The Director of Nursing (DON) is the abuse
prevention coordinator in the facility who is
responsible for reporting allegations or suspected
abuse

- The facility will provide ongoing oversight and
supervision of staff in order to assure that its
policies are implemented as written

- Employee training topics include identifying what
constitutes abuse and the reporting process for
abuse

- Investigation: An immediate investigation is
warranted when suspicion of abuse or reports of
abuse occur

- Protection of residents: The facility will make
efforts to ensure all residents are protected from
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physical and psychosocial harm as well as
additional abuse during and after the
investigation. Examples include but are not
limited to responding immediately to protect the
alleged victim examining the alleged victim for
any signs of injury including a physical
examination or psychosocial assessment if
needed increase supervision of the alleged victim
in residence

- Reporting: Reporting alleged violations to the
administrator director of nursing state agency and
all other required agencies immediately but not
later than two hours after the allegation is made,
if the events that cause the allegation involve
abuse.

Review of the facility's Plan of Corrections with a
compliance date of 10/10/23, in response to the
statement of deficiencies from a
Complaints/Facility Reported Incidents survey
that ended on 08/25/23 stipulated that:

- The DON (Director of Nursing) or designee will
review all allegations of abuse to ensure that the
facility implements corrective actions to prevent
further potential abuse and conduct a thorough
investigation. Audits will be completed weekly
times 4 then monthly times 3 or until compliance
is sustained.

- Any identified issues will be addressed and
results will be reviewed by the QA (Quality
Assurance) performance committee.

Resident #1 was admitted to the facility on
05/22/19 with diagnoses that included
Quadriplegia, Neuralgia and Neuritis.

An Annual Minimum Data Set (MDS) assessment
dated 10/09/23 showed that facility staff coded: a

Brief Interview for Mental Status (BIMS) summary
score of 15, indicating intact cognition; no
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indicators of psychosis; functional limitation in
range of motion of both upper and lower
extremities; uses a wheelchair for mobility; Once
seated, is independent with the ability to wheel at
least 150 feet in a corridor using a motorized
wheelchair.

Resident #2 was admitted to the facility on
10/30/22 with diagnoses that included: Paranoid
Schizophrenia, Acute Kidney Failure and
Hypertension.

A Significant Change MDS dated 10/24/23
showed facility staff coded: a BIMS summary
score of 03, indicating severe cognitive
impairment; verbal behavioral symptoms directed
towards others occurred 1 to 3 days; no
impairment in functional range of motion; used a
wheelchair for mobility; received antipsychotic
medications on a routine basis.

Background information:

During a review of Facility Reported Incidents
since 10/10/23 on 11/14/23 at approximately
12:30 PM, the red investigation folder for
Resident #24's allegation of abuse (made and
reported on 11/10/23) was pulled for review by
the survey team. In that red folder, the surveyor
found a "Review of a Resident
Interview/Assessment" form dated 11/10/23 at
3:13 PM that documented the following:

- Resident #1's name

- Has any resident touched you or tried to kiss
you without your consent - Yes

- If the response is yes to other question, please
describe: [Resident #2] (dark skin) on the 3rd
floor tried to touch her about a week ago in
between her legs; heard he has done this to other
people before; does not feel comfortable riding
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the elevator with [Resident #2]

- Employee #6's (Social Worker) name, indicating
that she was the person conducting the resident
interview/assessment.

Also in this red folder was the form "F610
Investigate/Prevent/Correct Alleged Violation-
Nursing" that documented:

- Date 11/4/23 - 11/10/23 Completed by:
[Employee #2/Director of Nursing/DON

During a face-to-face conference conducted on
11/14/23 at 12:48 PM, Employee #1
(Administrator), Employee #3 (Clinical Director)
Employee #4 (Regional Clinical Director),
Employee #5 (Quality Nurse) were shown
Resident #1's Resident Interview/Assessment
Form and asked what was done about the
resident's allegation of sexual abuse. All four
employees reviewed the form and all four stated
that they were not aware that Resident #1 had
made an allegation of abuse until just now, when
the form was presented to them by the surveyor.

During a face-to-face interview on 11/14/23 at
1:00 PM, Employee #6 stated that she recently
received education on abuse policies and
procedures and investigations and that when a
resident reports allegations of abuse to her, she
then reports it to her supervisor. When asked if
she reported Resident #1's allegation of abuse to
her supervisor, Employee #6 stated, "No. | don't
have a direct supervisor right now to report to. |
did the interview of the resident and handed the
form, along with other resident interview forms to
[Employee #5]." When asked if she made
Employee #5 aware of the allegation made by
Resident #1 when she handed her the forms on
11/10/23, Employee #6 stated, "No."
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In a follow-up interview on 11/14/23 at 1:05 PM,
Employee #5 stated that she did not review any of
the resident interview/assessment forms that
Employee #6 handed to her on 11/10/23 and as
of the date and time of this interview; she still had
not reviewed any of the documents.

During an observation and interview of Resident
#1 on 11/14/23 at 1:20 PM, she was observed
sitting in an electric wheelchair with splints on
both hands. When asked about the allegation,
Resident #1 stated, "[Resident #2], his nickname
is 'Buddha'. We were in the elevator. | wheeled
myself to the back, in order to let other people get
on. [Resident #2] came in as well; he's in a
wheelchair too, facing me, wheeling himself to the
back of the elevator as well. He was looking at
me funny and started making gestures at me. He
then got closer and tried to stick his hands
between my legs. | can't defend myself; my hands
don't work. | yelled at him to stop and moved my
wheelchair to block him. The elevator door
opened and | got out so fast, almost hurting
myself. | don't feel safe or comfortable. | don't
trust what he might do. | can't slap him away or
protect myself. | see him in the dining room area.
Now | go to the lounge not the dining room to
watch TV. | didn't report it when this first
happened. | don't know why, but | just didn't. But
when the social worker (Employee #6) came
asking me questions (on 11/14/23), | told her
what happened and that it had occurred 4 or 5
days prior. [Resident #2] has not tried to touch
me since but a few times he has made gestures
at me with his tongue. Now, if | see him, | go the
other way. If | wasn't in this condition and
vulnerable to whatever he may do to me, | would
be fine. But | can't protect myself, so | try to avoid
him."
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Review of Employee #6's education file on
11/14/23 showed that she completed "Abuse,
Neglect, and Exploitation: Mandatory Reporter"
training on 07/27/23 and "Abuse Investigation and
Reporting" training on 10/11/23.

During an observation and face-to-face interview
on 11/15/23 at 9:30 AM, Resident #2 was
observed in a manual wheelchair, self-propelling
on the unit. The resident was able to lead the
surveyor to his room. Resident #2 was asked if
he had a nickname, he stated, "Buddha. A lot of
people know me as that and that's what you can
call me." The resident was able to tell the
surveyor that today is Wednesday but did not
know the date or name where he is. When asked
if he remembered any incidents that happened
while he was in the elevator with another resident,
Resident #2 stated, "l had asked her for a kiss
she said she's not supposed to do that, and |
kissed her anyway." The resident stated that he
did not try to touch her "down there" and that
"what | told you happened in the elevator won't
happen no more."

The evidence showed that Resident #1 reported
to Employee #6 an allegation of sexual abuse
(inappropriate touching) and expressed feelings
of being "uncomfortable" alone with the alleged
perpetrator on the elevator on 11/10/23. For four
(4) days, the facility staff failed to report Resident
#1's allegation to facility administration; failed to
report the allegation to the State Agency; failed to
initiate an investigation; and failed to prevent and
protect Resident #1 from further potential abuse
by Resident #2, allowing him to have continued,
unrestricted and unsupervised access to
Resident #1 and gave way to the likelihood for
further abuse from her alleged perpetrator.
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Even though Employee #6 received education on
Abuse, Neglect, and Exploitation: Mandatory
Reporter" on 07/27/23 and Abuse Investigation
and Reporting training on 10/11/23, the employee
failed to implement the policies and procedures of
the facility.

The facility's systematic failure to report,
investigate, protect, prevent and implement timely
plans of action to mitigate the likelihood of further
sexual abuse or adverse events, continues to
place other residents at risk for abuse.

Based on these findings, an Immediate Jeopardy
(IJ) was identified at 42 CFR §483.12 Freedom
from Abuse, Neglect, and Exploitation (F610) on
November 15, 2023 at 5:27 PM.

The facility's Administrator provided a corrective
action plan to the State Agency Survey Team that
was accepted on November 15, 2023 at 8:46 PM.
The plan included:

1. Identification of Residents Affected or Likely to
be Affected:

The facility took the following actions to address
the citation and prevent any additional residents
from suffering an adverse outcome.

The Administrator or designee immediately
ensured the safety and well-being of the
resident(s) who alleged abuse by the following:

Resident #1 was assessed and offered emotional
support and psychosocial consultation was
offered on 11/15/2023.

Resident #2 was placed on one-to-one
supervision on 11/14/2023.
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E #6 suspended pending investigation on
11/14/2023

The Administrator/ designee-initiated abuse
investigation into Resident abuse allegation on
11/14/2023.

2. Actions to Prevent Occurrence/Recurrence:

The facility took the following actions to prevent
an adverse outcome from reoccurring.

Disciplinary action was taken against staff
members who failed to follow policy and
procedure for allegation of abuse reporting.

All Federal and State protocols were followed in
investigating and reporting the abuse allegation
on 11/14/23.

Interview initiated for all residents and staff who
might have had contact with R2. Education will be
provided to all staff to include a competency test
on Abuse reporting, investigation procedures and
steps to take when an allegation of abuse is
reported. The education was initiated on
11/14/2023 and on going with a target goal of
90% of all staff.

The Administrator, DON, Clinical director, QA
nurse and Social Services will receive education
from the regional clinical consultant on timely and
thorough abuse investigations and reporting on
11/15/2023.

A consultant trainer has been contracted and will
be at the facility to provide oversight, audits, and
additional training as of 11/15/2023.

The Activities Director will have a Resident
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Council meeting on 1 1/16/2023 in which the
residents will be educated on the facility's abuse
policies and procedures and to bring up any
concerns.

The Administrator or designee will continue to
interview a random sample of 10% of current
residents weekly x 4 then monthly x 2 to ensure
they have not experienced abuse. Any findings
will be addressed immediately and then reported
to the QAPI committee.

A checklist has been developed to ensure that all
abuse investigation documents are reviewed daily
from initiation to completion of the investigation.

Verification of the removal of the immediacy was
performed by the survey team onsite on
November 17, 2023 at 1:53 PM.
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