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{F 000} INITIAL COMMENTS - {F 000}
. An offsite revisit was conducted and based on
* the acceptable Plan of Correction (POC), the
facility was deemed to be in compiiance as
. alleged on 06/01/15.
LABORATCORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient srotection to the patients. (See instrzctions.) Except for nursing homes, the findings stated above are disclosable 90 days
followirg the date of survey whsther or not a plan of correction is provided. For nursing homes, the above findings and plans of corregtion are disciosable 14
days following the date these documents are made available o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F Q00 INITIAL COMMENTS

_ An Abbrreviated Survey investigating
FKY00023137 was initiated on 04/23/15 and
s goncluded on 04724/ 8 with deficient practice
, ciled at the highes! Scope and Severity of a 0"
F 280 483.20(a%3), 483 10(kM2) RIGHT TO
§8=0 ' PARTICIPATE PLANNING CARE-REVISE CP

. The resident kas the right, unfess adjudged

" incompetent or otherwizse found to be

| incapacitated under the laws of the State. fo

. participate in planning care and freaiment or
chanpges in care and lreatment.

. A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an ‘

s interdisciplinary team, thal inclides the atterding

. physician, g registered nurss with resgonsibility
for the resident, and other appropriate staff in ;

 disciplines as determined by the rasident's needs,

. and, {o the extent practicable, the participation of ¢

“ the resident, the resident’s family or the resident's -

| iegal representative; and periodically reviewed
ardd revised by a team of qualified persons after

" each assessment,

' This REQUIREMENT is not met as evidernced
by, ;
. Based on interview, record review and revigw of
 the facility's policy, it was detarmined the facility
i failed to review and revise the Comprehensive

- Care Plan for one (1) of three (3) sampled

. regidents (Resident #2).

H

i 1
PREFIX (E&CH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFEREMCED TO THE APPROPRIATE DAt
CREEHENGY)
F 500;
F280 4 Resident#2's Care Plan was

updated by MDS nurse on _
4-28-2015 to reflect inappropriate
behavior toward staff and interventions
to address inappropriate behaviors.

2. An audit was completed by the
Medica! Records nurse/DHS/ADHS

on 5-15-2015 to ensure residents, with
inappropriate sexual behaviors, have
current care plans with interventions

to address those behaviors. _'

3. MDS nurse/Charge nurses will be
re-educated by Medical Records!
nurse/DHS/ADHS on 5-22-2015 on
care plan policy procedure with an
emphasis on care planning interventions.
4, Ten percent of resident care plans
will be audited by Medical Records
nurse/DHS/ADHS to ensure care plans
are updated to reflect any inapprfopriate

TITLE
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fallowing the date of survey whether or nit g plan of corection Is provided. For norsing homes, the above findings st plans of correction sre disciasable 14
days following the dals these dogurments sre made avaiiable o the Tacility, If deficiencies are diled, an approvad plan of comection is requisita bo gonlinuad
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F 280 i Conminued From page 1

i
" Resident #2 exhibited inappropriate behaviors

. gvidence the resident's Camprehensive Cara
Plan was revised io address the behaviors,

The findings inciude:

Development” policy, dated June 2013, revesied

! ¢iare plans should be updated as resident nasds
changed, and would include triggers, diagnozes,
risk factors and olher resident care needs.

Ythe facility sdmitted the resident on 11/2001 4 witit

- diagnoses which included Demeantia with

" Behavioral Disturbance, Parkinsonism and

. Glaucoma, Review of the Quarterly Minimum :
Diata Set (MDS) Assessment revealed the facility |

| assessed Resient #2 as cagnitively impaired.

Review of Resident #2's "Behavior Monitoring

- Racord” for January, February, March and Aprii
" 2015 revealsd Resident #2 exhibited behaviors to
inciude pinching and hitting staff. Cantinued
review of the “Behavior Monitoring Records”

. beting inappropriate towards female staff which
Fincluded touching or rubbing.

" Review of the Resident #2's Comprehensive
i Care Plan, "Individual Plan Report” reveaied no
- documented evidence the care plan was
" revised/updated lo include the inappropriate
i behaviors towards female staff.

- Interview with State Registered Nursing Assistant f
( (SRNA) #1 oni 04/23/15 at 2:19 PM revealod ?

" towards staff: however, there was no dﬂcumenteﬁ

i Review of the facilily's. "Guidelines for Care Plan 5

Review of Resident #2's medical record revealed

i revedled no documented evidence of Resident #2

F280; sexual behaviors, weekly for four(4)
. weeks then monthly for three(3) menths.

The QA committee will review results
of all audits. The QA committee will
monitor the effectiveness and :
compliance and develop further plans
of action as required.
5 June 1, 2018
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F 280 Continued From page 2
although he had never observed Resident #2
: acting out towards other residents, he had
" observed Resident #2 being inappropriate
lowards female slaff and that was why he gave
. Resident #2 his/har showers.

interview with SRNA#Z on 04/23/15 at 321 PM,
revesled she had observed Resident #2 making

*inapgropriate comments andg pestures to female
staff. SRNA #2 stated she had observed

: female staff members legs or Dult

Interview with SRNA#3 on (4/23/15 at 3:46 PM,

before, and had made statements regarding
some of the younger female SRNA's and saying
he/she was "going to marry her”.

. Interview with Registerad Nurse (RN} #2 on

FO4/241M 5 at 1:27 PM, revealed Reasidant #2 had
baen agyressive towards her before and fried to
kick her on one {1} vocasion. RN #2 revealed

. 8he had not heard of any sexual behaviors until

" BRHNA's brought it to her attention a few weeks

. some mornings. RN #2 revealad Resident #2's

: care plang should have been revisediupdated to

"inciude Mather inappropriate behaviors with
female staff if that was acourring.

" interview with the MDS Coordinator on 02/24/15
atl 2:24 PM, revealed she was responsible for
revising/updating care plans, and did this

: primatily through information gathered at the

- marning meeting. The MDS Coordinator
revenled all orders, incidents, and change of

Residert #2 fondiing himsetfihersel, and rubhmg

- revealed Resident #£2 twisted the wrist of another
- SRNA which resutied in a sprained wrist, SRNA
#3 also revealed Residen: #2 had lried fo kiss her ;

ago that Regident #2 masturbated in his/her room

A BURDING
C
B WING 04/23/2015
STREET ADDRESS GITY, 3TATE, ZIF CODE
2531 OLD ROSEBUD ROAD
LEXINGTON, KY 40508
i . PROVIDER'S PLAN OF CORRECTION sy
FREFIX {FACH CORRECTIVE ACTION BHOULD BE COMPLETON
TAG CROSS-REFERENCED TO THE APPROPRIATE LA
DEFICIENCY;
F 280!
;
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SUMMARY STATEMEMT OF DEFICIENCIES

WA |
;gﬁgr:;x ‘ (EACH DEFIGIENCY MUST BE PREGEDED BY FULL
TAG REGULATORY GRLSC IDENTIFYING MEGRMAT )

PROVIDERS PLAR OF CORRECTION (XS]

F 280 Continued From page 3

. tondition forrns were brought to the morning
mesting, and nothing had been brought {o

i morping meeting regarding Residant #2%
bahaviers towards female staff. Further interview -
'revealed it she had been aware of Resident #2's
. behaviors towards female staff, they would have
i)een addressed on the resident's cere plan.

lmefwew with the Direclor of Nursing {(DON) on
0224115 at 4:00 PM, revealed she had not been |
: Made aware of any previous aggressive or sexual
behaviars by Resident #2 towards female staff.
: Per inferview, had she been made aware, she
_would have ensured MD$ was aware in order to
" update/revise Resident ¥2's care plan,
F 3081 483.25 PROVIDE CARE/SERVICES FOR
85=0  HIGHEST WELL BEING

. Each resident must receive and the facility musi
provide the necessary care and services lo attain

; or maintain the highest practicable physical,
menial, and psychosocial well-baing, in ‘

f acoordance with the comprehensive assassmant |
and plan of care. :

This REQUIREMENT is not met as evidencad
Fby: i
Based on interview, record review and review of
Cthe facility's policy, it was delermined the facility

: Tailed to provide necessary care to address all

" argas of specific resident behaviors for one {1} c;f
thrzae (3) sampled residents {Resident #2). {

' Resident #2 exhibited and was care planned for
behamars of Peychosis and aggression. Staff

15} ;
PREFIX (EACH CORHECTIVE ACTION SHOULD BE U COMPLETION
TAG CROSS-REFEREMNCED T4 THE ARPROPRIATE bate
BECICIENGY)
F 280,
F 309: . \ h‘:‘ i
1. Resident #2 received a psychiatric

consuft and was discharged fmm the
facility on 4-27-2015. :

2. Legacy staff were interviewed by
the DHS/.egacy Director on ﬁ~22—201 5
to identify other residents that may
have sexual behaviors and to assure
their care plans reflect their curre;nt
plan of care.

3. Legacy staff will be educated i:ay
LND/UC/DHS/Medical Records nurse
on 5-22-2015 to repert te the charge
nurse any unusual events related to
inappropriate resident behavior foward
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PREFfX - (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFI {EACH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IBENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICHENGY)
F 309 : Continued From page 4 F 309!  staff or residents 50 behaviors can be
- interviews revealed Resident #2 starfed ‘: ' documented on the comprehensive
displayirg inappropriate behaviors of touching or i
" rubbing oh female staff; however, the facility care plan. ;
. failad to reassess the resident related to these 4. Ten percent of Legacy staff wil
“sexually inappropriate behaviors and failed to . .
 revise the care plan to reflect his/her sexually be interviewed by LND/UC/DHS to
Inappropriate behaviors. Therefore, on 0441515, identify inappropriate sexual behaviors
" Resident #2 displayed Inapprophiate sexual ; . .
; behavier towards a resident frary another level of | toward staff or residents. ‘é‘ﬁy fef:‘,:idents
_care of toushing the other resident on the breaat identified with these behaviors will be
' two (2) dferent imes. audited to assure their clinical record
" Ths findings include: is updated to reflect the behaviors,
: , ‘ weekly for 4 weeks, then monthly for
 Review of the facility's poficy liffed, *Guidelines for y . y
" Behavior Obseryations”, undated, revealed the 3 months. The QA committee will
; purpose of the policy was o provide guidelines review the results of all audits. The
tfor the observation, monitoring and tracking of . OA it il itor th :
- behavior episodes of residents, Continued | commiites will monilor the
review of the Policy revealed any new or . effectiveness and compliance and
- exacerbation of ar existing behavior should ; .
indicate a Social Service ieferral. : develiop further plans of action as
' : © required, !
- Review of the facifity's policy titled, "Guidelines for ; ‘ 1 5 :
. Care Plan Development”, undated, revealed the ; 5. June 1, 201
: purpose of the policy was to ensure care plans |
. were developed to communicate residents’ '
* preferences and cara needs. Per the Policy, the ;
; eare plan should be updated as residents' :
" preferences and neads changaed. ;
_Retord review rovealed the faciity admitted
*Residant #2 on 11/20/14, with diagroses which | '
. included Parkinsonism and Dementia with ‘
" Behavioral Disturbance. Review of the 04/15/15
i Quarterly Minimum Data Set (MDS) Assessment
_revegted the facility assessed Resident #1 to be :
- cognitively Impaired, and to have had no ;
, bahaviors, Review of the hand-written Nurse’'s
FORM CMS-2567{02-4%) Previous Versons Chaolete Evenl IKEKTKO Facllity (3 101138 if eanfinuslion sheat Paga 6 of 10
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i Notes dated 12/08/14 through 04/17/15, revea!ed
_ne documented evidence of Resident #2

" displaying inappropriate behaviors towards

. Temale staff.

. 2015 "Behavior Monitoring Record” for Resident
" #2 revesied the resident was documented 1o

; have behaviors which included mood changes,
“anxiousness, agitation, fighting, pinching, hitting,
- wandering, slapping, scratching, squeezing and
. refusal of care, However, continued review

mappropriately touching female staff or other
residents.

O1/00/15, revealed the Psychiatrist documented

“the fioor", and could get agitated and verbally

aggressive. Continued revisw of the 01/09/15

"Psychiatric Consult” Report revealed the

- Psychiatrist ordered Resident #2's Serogquel (a

. madication used to {reat Psychosis,

" Schizophrenia and Bipolar Disorder) to he

s increased. Review of the 02/20/16 Consuit
Repor{ revealed it was noled staff reported

: Resident #2's mood was better, but he/she had

_ircreased agitation with redireciion and siaff

. the agitalion, Continuad review of the 02/20/15
- Consult Report revealed the Pyychiatrist

of the "Psychiatric Consult® Report dated

. up at night and was "very combative with staff".
* Further review of the 03/17/15 Consull Report

: revealed the Psychiatrist again increasad
~Resident #2's Seroquel. Further review of the

: Review of the January, February, Mareh and April |

revealed na documented evidence of Resident #2 ;

, Review of the "Psychistric Consult” Repor! dated |

. Resident #2 had behaviors of "crawding around on

‘requiested a "PRN" (a8 necessary) medication far

s increased Resident #2's Seroguel again, Review

{ 0317115, revesled Resident #2 had been waking

Xy
PREEI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE |
Tag ¢+ REGULATORY ORLSC IDEWTIFVING INFORMATION) TAG CROSS-RECERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309 : Continued From page 5 F 300
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F 309 | Continued From page & P F 309

. "Psychiatric Consuli™ Reports revealed no
documented evidenca the Psychiatrist was

- notified of any inappropriate sexual hehaviors by
Resident #2, such as touching female staif.

_ Review of Resident #2's Comprehensive Care

t Plan, “Individual Plan Report” revealed the

. resident was care planned for moods and

" hehaviors and was on antipsychotic and

. anlidepressant medication related to Psychosis

" aind aggression. Continued review of the care

. plan revealed the goal was for Resident #2 to

~ have no advarse side effects of (he psychotropic

- madication. The care plan revealed inlerventions -

~which inciuded to administer the resident’s

i medication as ordered and observe for :
effectiveness and adverse side effects; notify the

: Physician of any adverss side effects and
nsychiatric {psych) cormults a8 neaded,

- However. further review revealed no documented

_evidence the care plan was revised or updated (o ;

tinclude inappropriate behaviors by Resident #2
towards fenvale staff. g

Interview with State Registered Nursing Assistant
" {SRNA} #1 00 04/23/15 at 219 PM ravesaled he |
had observed Resident #2 being inappropriate
towards fematle staff hefore, which included
inappropriate verhalizations and inapgropriate
"touching. He reporied ha gave Resident #2's
showers because of the resident's inappropriate
behavior towards female gaff. SRAA 1
reveaisd he had not observed Resident #2
exhibiting the behaviors towards other residents
. however.

i
i

; Interview with SRNA #2 on 04/23/16 at 3:21 PM,
‘revedded she had seen Resident #2 making !
: inappropriate comments and gestures towards

FORKE CAE-ZB6T{02-99) Previous Versions Obeglate Everit IDIKTKOQ
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“female staff. Per interview, she hatf observed

- Resident #2 "fongling” himself/herself before, as
. wedl as, rubbing female staff members legs or
“hutts” if they turned around. She statad
Rasidant #2 was "sometimes clearly sexually

, aclhing out".

- Interview with SRNA %3 on 04/23/15 at 3:46 P,
revealed Resident #2 somelimes got a "orush” on |
- some of the younger female staff members, and
woutd tell themn he/she was "going o marry”
them. Per interview, Resident #2 had tried to kiss
“her before, “I'm going to marry her.” SRNA #3
: aiso revealed Resident #2 had tried to kiss her
before. SRNA #3 also revealed Resident #2 had |
tansted anather BRNA's wrist resulting in the ;
. SRNA suffering & sprained wrist.

Interview with SRNA#7 on 04/24/15 at 1:15 P,
. revealad she had witnessed Resident #2

" masturbating every morming and she allowed :
“himvher privacy before getting the resident up cut |
_of bed. She stated however, she had not really
“heard of Resident #2 "sexually acting out*

| towards famale staff.

Hinterview wilh Registered Nurse (RN) #1 on
. 04/24115 at 8:31 AM ravealad she had been
" present on days when Resident #2 had thrown
silverware and twisted the arm of an SRNA
without any obvious precigitating event. RM #1
revealed she wasn't certain what the Individual |
_Plan Report stated in regards o Resident #2's |
behaviors, atthough removing residents froma
- situation was one of the first things they digifa |
- resident was acting out in any way, which was |
often not effective for Resident #2.

. Inerview with RN #2 on 04/24/14 at 1:27PM |

THE WL
B WILLOWS AT RAMBURG LEXINGTON, KY 40508
XOIn SURMARY 5 FATEMENT OF DEFICIENGIES o PROVEYER'S PLAN OF CORRECTION sy
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revealed she had not observed Resident #2
t exhibiting any sexual behavlors, and was not

. few weeks ago the resident was masiurbating in

i to reveal If & resident had inappropriate

¢ behaviors, the behaviors should be dosumented
. and the cara plan updatad/revised with the

" information.

. Review of the facility's "Long Term Care Facility
Self-Reported incident Form” dated 04/17/15, i

Creveaied Resident #2 had been obssrved |

*touching the breasts of a resident from another

; level of care who shared the same common

_areas as Resident #2.

! However, further review of Resident #2's medical |

. record revealed no documenied evidence of

" Nurse's Notes or care plan updales/revisions
related to Resident #2's inappropriate behaviors

. towards femate staff and the resident from

_another lavel of care,

| Interview witth SRNA #5 on 04723115 at 4:14 P,

revesaled just prior to 6:30 PM on 04/15/15, she

" pbserved Resident #2 sitting on a couch in a

Feomman area next to a resident from another ,

 level of care tauching the other resident's breasts |

- BRNA#S revealed she reported Resident #2's '

i behavior to Licensed Practicel Nurse (LPN) #1,
whic wernit ovar and pulied the rasident from

- another level of care's shirt down, Further

- saw SRNA#1, who told her he had just observed |
Resident #2 fondling the resident from ancther |
! level of care's breasts, while the twa {2} residents |
: werre sitting on the couch in the common area,

; SRNA#S5 stated she told SRNA #1 she had

. aware of any uniil aides brought to her atfention a

*his/her roam on some morings. RN #2 went on

! interview revealed shorlly affer the incident shs |
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: observed the same thing.

“Interview with LPN #1 on 04/23/18 at 4:07 PM,
i revepled she had been working the night of
. 04/15/15, and SRNA#5 had told her to go look a! A
' Resldent #2 and a resident from another leve! of
: care on the couch. LPN #1 stated she went and
. observed Resident #7 10 have his/hier hand on

the resident from another leved of cars's badly.
| LPN #1 stated Resident #2 pulled the regident
- fram anothier level of care's shint back down, and ;
" she (LPN #1) returnied to her unit 1o finish passmg
i edicatipns,

) lnterview ot 02124715 at 4:00 PM, with the .
" Diractor of Nursing {DONY revesled staff had not |
¢ made her aware of Resident #2 having any
. previous sexually inappropriate behaviors
| towards fernale staff. The DON revealed if she
hacl been made aware she would have sasured
Resident #2's behaviors were reported to MDS so
i the resident's care plan coufd be updated and
revised,
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