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Initial Comments

Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-site.

Number of tenants without cognitive impairment:
98
Number of tenants with cognitive impairment: 2

Total census: 100

The following regulatory insufficiencies were
cited during the investigation of Complaints
#107360-C and #108040-C.

481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and
procedures established by the program.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to implement established policy
and procedures including for medication
administration, this pertained to 1 of 1 current
tenant reviewed who had medications
administered by the Program (Tenant #1), and
incident report completion, this pertained to 4 of 5
current tenants reviewed (Tenants #2, #3, #4 and
#5) and 1 of 3 discharged tenants reviewed
(Tenant C3). Findings follow:

1. Record review on 2/21/23 to 2/23/23 of Tenant
#2's file revealed a Services Received (Wisdom 2
Act) indicated on 8/16/22 Tenant #2 exhibited
sexually inappropriate behavior during a shower.
It was noted he grabbed staff and made
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inappropriate comments. Tenant #2 used his
pendant and when agency staff responded he
started "grabbing himself."

Continued record review revealed Tenant #2's file
lacked any incident reports related to
inappropriate behavior as noted above in record
review and interview. Incident reports were not
completed per policy and procedure for Tenant
#2.

2. Record review on 2/27/23 of Tenant #3's file
revealed Progress Notes indicated the following:

-On 4/27/22 staff reported Tenant #3 made
inappropriate comments about women "going
through puberty and sexual intercourse." Staff
indicated she was aware of other inappropriate
comments he had made to staff. It made the
staff feel "very uncomfortable." It was noted staff
requested that someone have a conversation with
Tenant #3 (it had been done before) and "it was
getting out of hand and he needs to know the
seriousness of it."

-On 4/27/22 leadership staff met with Tenant #3
regarding his inappropriate behaviors and talking
to staff about sexual intercourse, asked staff to
"rub his penis", spoke about women with large
breasts and hips, puberty and masturbated when
staff were present. Tenant #3 denied all
allegations and was reminded he had been
spoken to about his behaviors "several times
prior." He was told the behaviors were not
allowed and if there were any other occurrences,
the Program staff would not provide services for
him but he could contract with an outside agency
to perform the cares needed.

Continued record review revealed Tenant #3's file
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lacked any incident reported related to
inappropriate behavior as noted above in
interview and record review. Incident reports
were not completed per policy and procedure for
Tenant #3.

3. Record review on 2/27/23 of Tenant #4's file
revealed the file lacked any incident reports
related to missing money. Incident reports were
not completed per policy and procedure for
Tenant #4.

4. Record review on 2/27/23 of Tenant #5's file
revealed the file lacked any incident reports
related to missing money. Incident reports were
not completed per policy and procedure for
Tenant #5.

5. Record review on 2/27/23 of Tenant C3's file
revealed Tenant C3 was discharged on 11/8/22.
Progress Notes revealed the following:

-On 4/25/22 Tenant C3 engaged in sexually
inappropriate behavior when staff assisted him a
shower. Tenant C3 told staff to cleanse his
private area for five more minutes and said "yes
that feels very good." It was noted Tenant C3
was also rude.

-On 4/27/22 Tenant C3 was inappropriate towards
agency staff and when staff voiced not being
comfortable he yelled.

-On 4/29/22 Tenant C3 displayed very
inappropriate behavior after his shower and
grabbed staff's breasts.

-On 5/9/22 staff assisted Tenant C3 with putting
on his socks and he reached to touch staff's
breast, staff moved out the way and told him it
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was inappropriate. Tenant C3 reached for staff's
breast again and they moved out of Tenant C3's
way.

-On 5/11/22 leadership staff would talk to Tenant
C3 regarding his inappropriate behaviors.

-On 5/12/22 Tenant C3's family was informed of
his behaviors and were told they would monitor
for new reports. If the behavior continued it could
lead to "denial of care."

Continued record review of Tenant C3's file
revealed there were no incident reports
completed related to the inappropriate behaviors
noted above in interview and record review.
Incident reports were not completed per policy
and procedure for Tenant C3.

6. Record review of the Program's policy and
procedure related to incident reports indicated all
accidents or unusual occurrences that occurred
at the building or grounds that "affect residents”
would be reported as an incident. Incident report
forms were available for all staff and would be
completed in detail.

7. When interviewed on 2/23/23 Staff B said staff
could administer medications one hour before
and one hour after the prescribed time. She said
medications were not administered on time, the
majority of the time. She said it was because
there was not enough staff.

When interviewed on 2/23/23 at 1:53 p.m. Staff C
said it was dependent on the staff regarding if
medications were administered on time.

8. Record review on 2/21/23 to 2/22/23 of Tenant
#1's file revealed a Med Delivery document for
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January and February 2023 medications were
administered late including on: 1/1/23, 1/4/23,
1/5/23, 1/6/23, 1/8/23, 1/13/23, 1/14/23, 1/19/23,
1/20/23, 1/21/23, 1/22/23, 1/29/23, 1/30/23,
1/31/23, 2/12/23, 2/13/23, 2/17/23 and 2/19/23.
The medication policy was not followed for Tenant
#1's medications, as Tenant #1's medications
were not administered on time.

9. Record review revealed the Nurse Delegation
document for Medication Management indicated
to check the times of medication management
and administer medications with the six rights,
including right time. It indicated to administer the
correct medication, to the correct tenant, at the
correct time and via the correct route.

When interviewed on 2/27/23 at 1:55 p.m. the
Corporate Nurse confirmed all incident reports
were provided for the tenants listed above. She
also confirmed the expectation for medications
was to administer medications one hour before or
after the prescribed medication time.

When interviewed on 2/22/23 at 10:40 a.m. Staff
A said she worked on a second shift and Tenant
#2 paged for assistance from the dining room.
She assisted him to the apartment and completed
toileting cares. Tenant #2 made a comment to
Staff A during toileting that made her
uncomfortable but it was not sexual in nature.
Tenant #2's spouse told Staff A it was his shower
day and during the bathing task Tenant #2
attempted to to kiss and touch her and tried to
remove her clothing. Tenant #2 put his hands
down her shirt and tried to undo her pants. Staff
A said she did not want to leave him due to a fall
risk and told him to please stop and that it was
not appropriate. Tenant #2 did not stop. Staff A
said it was the first shower she had assisted him
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with and she could not call other staff for
assistance. She reported it to another staff who
was working and also reported it the Former
Corporate Nurse. She had Staff A document the
incident in the computer and told her to be careful
what she wrote as it would stay in his medical
record. Staff A said five to six other staff had
similar incidents with Tenant #2.

When interviewed on 2/23/22 at 2:13 p.m. Staff E
said Staff A reported to her Tenant #2 had been
sexually explicit and asked her to perform oral
sex on him. It occurred in early September 2022.
She stated no other staff reported concerns
related to Tenant #2. Staff E met with Tenant #2's
spouse as Tenant #2 had cognitive decline. The
spouse was told only male caregivers would
provide Tenant #2's showers. She had received
complaints about two other tenants related to
inappropriate behaviors, Tenant #3 and Tenant
C3. She said at least two staff (could not recall
names) had made complaints about Tenant #3.
He made sexual comments during cares related
to drying him off and to "tug on his organs." She
said it occurred sometime between March and
May of 2022. She said she and the nurse went to
talk to Tenant #3 and the nurse was going to
document it. Staff E was told that when staff
assisted Tenant C3 with putting on his socks, he
put his hand down a staff's shirt. That occurred in
May to July 2022. Staff E also said Tenant #5
had two reports of missing money, each for
$150.00. The first time was over the summer of
2022 and the money was not located. She said
no incident report had been completed and was
not documented.

When interviewed on 2/23/23 Staff B reported
she heard from other staff Tenant #3 made
sexual comments towards staff, when drying him
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off. It had been discussed with him and had
improved. The last incident she heard was two
weeks ago. She said Tenant #4 had reported
money missing twice last year. It was
$50.00/$60.00.

When interviewed on 2/23/22 at 2:55 p.m. Staff D
stated Tenant #3 was verbally and sexually
inappropriate towards young female staff and
happened daily. She said she stopped working
with him due to the ongoing inappropriate
behavior. Other staff told her about and she told
them to complete an incident report. She said
when Tenant #2 displayed sexually inappropriate
behavior towards Staff A since his admission.
Staff D saw Staff A sitting on the floor crying and
she reported Tenant #2 grabbed her head, put in
his private area and tried to touch her
inappropriately. Staff D went to the apartment
and Tenant #2 was in the shower. She told him
that he could not talk to staff like that and she
finished the shower. She told Staff A to report it
to the nurse. Staff D said staff no longer provide
cares for Tenant #2 and he had a private
caregiver.

A 140 481-69.22(2) Evaluation of Tenant A 140

69.22(2) Evaluation within 30 days of occupancy.
A program shall evaluate each tenant's functional,
cognitive and health status within 30 days of
occupancy. The evaluation shall be conducted by
a health care professional, a human service
professional, or a licensed practical nurse via
nurse delegation when the tenant has not
exhibited a significant change.

This REQUIREMENT is not met as evidenced
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by:

Based on interview and record review the
Program failed to complete evaluations within 30
days of occupancy. This pertained to 1 of 1
current tenant reviewed admitted in 2022 (Tenant
#2) and 1 of 1 discharged tenant admitted in 2022
(Tenant C1). Findings follow:

1. Record review on 2/21/23 to 2/22/23 of Tenant
#2's file revealed Tenant #2 was admitted on
8/1/22. A Master Assessment was completed
dated 7/27/22. An evaluation completed within 30
days of occupancy could not be located.

2. Record review on 2/21/23 of Tenant C1's file
revealed Tenant C1 was admitted on 5/26/22 and
discharged on 8/24/22. A Master Assessment
was completed dated 5/26/22. An evaluation
completed within 30 days of occupancy could not
be located.

3. When interviewed on 2/27/23 at 1:55 p.m. the
Corporate Nurse said all evaluations were
provided for the tenants listed above.

481-69.22(3) Evaluation of Tenant

69.22(3) Evaluation annually and with significant
change. A program shall evaluate each tenant's
functional, cognitive and health status as needed
with significant change, but not less than
annually, to determine the tenant's continued
eligibility for the program and to determine any
changes to services needed. The evaluation shall
be conducted by a health care professional, a
human service professional, or a licensed
practical nurse via nurse delegation when the
tenant has not exhibited a significant change. A
licensed practical nurse shall not complete the

A 140

A 145
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evaluation when the tenant has exhibited a
significant change.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete evaluations as
needed with significant change and failed to have
significant change evaluations completed by
healthcare or human services professional. This
pertained to 3 of 5 current tenants reviewed
(Tenants #2, #3 and #4) and 2 of 3 discharged
tenants reviewed (Tenants C2 and C3). Findings
follow:

1. Record review on 2/21/23 and 2/22/23 of
Tenant #2's file revealed Tenant #2 was admitted
on 8/1/22. The service plan dated 8/1/22
reflected Tenant #2 received assistance with
cares including: dining escorts, transfer
assistance, mobility assistance and safety
checks.

Continued record review revealed Service
Checkoff Lists (August 2022 to October 2022)
revealed the following: Tenant #2 received
assistance with the tasks listed above and also
toileting assistance, bathing assistance and a
blood pressure check. On 10/18/22 the Service
Checkoff Lists were not longer used and all
entries were marked with an "x."

When interviewed on 2/22/23 at 12:27 p.m. the
Nurse confirmed Tenant #2's services were
discontinued (10/18/22) and private caregiver (s)
were hired.

When interviewed on 2/22/23 at 10:40 a.m. Staff
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A said she worked on a second shift and Tenant
#2 paged for assistance from the dining room.
She assisted him to the apartment and completed
toileting cares. Tenant #2 made a comment to
Staff A during toileting that made her
uncomfortable but it was not sexual in nature.
Tenant #2's spouse told Staff A it was his shower
day and during the bathing task Tenant #2
attempted to to kiss and touch her and tried to
remove her clothing. Tenant #2 put his hands
down her shirt and tried to undo her pants. Staff
A said she did not want to leave him due to a fall
risk and told him to please stop and that it was
not appropriate. Tenant #2 did not stop. Staff A
said it was the first shower she had assisted him
with and she could not call other staff for
assistance. She reported it to another staff who
was working and also reported it the Former
Corporate Nurse. She had Staff A document the
incident in the computer and told her to be careful
what she wrote as it would stay in his medical
record. Staff A said five to six other staff had
similar incidents with Tenant #2.

When interviewed on 2/23/22 at 2:13 p.m. Staff E
said Staff A reported to her Tenant #2 had been
sexually explicit and asked her to perform oral
sex on him. It occurred in early September 2022.
She stated no other staff reported concerns
related to Tenant #2. Staff E met with Tenant #2's
spouse as Tenant #2 had cognitive decline. The
spouse was told only male caregivers would
provide Tenant #2's showers. She had received
complaints about two other tenants related to
inappropriate behaviors, Tenant #3 and Tenant
C3. She said at least two staff (could not recall
names) had made complaints about Tenant #3.
He made sexual comments during cares related
to drying him off and to "tug on his organs." She
said it occurred sometime between March and
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May of 2022. She said she and the nurse went to
talk to Tenant #3 and the nurse was going to
document it. Staff E was told that when staff
assisted Tenant C3 with putting on his socks, he
put his hand down a staff's shirt. That occurred in
May to July 2022. Staff E also said Tenant #5
had two reports of missing money, each for
$150.00. The first time was over the summer of
2022 and the money was not located. She said
no incident report had been completed and was
not documented.

When interviewed on 2/23/22 at 2:55 p.m. Staff D
stated Tenant #2 displayed sexually inappropriate
behavior towards Staff A since his admission.
Staff D saw Staff A sitting on the floor crying and
she reported Tenant #2 grabbed her head, put in
his private area and tried to touch her
inappropriately. Staff D went to the apartment
and Tenant #2 was in the shower. She told him
that he could not talk to staff like that and she
finished the shower. She told Staff A to report it
to the nurse. Staff D said staff no longer provide
cares for Tenant #2 and he had a private
caregiver.

Continued record review revealed a Services
Received (Wisdom 2 Act) indicated on 8/16/22
indicated Tenant #2 was sexually inappropriate
towards during a shower. It was noted he
grabbed staff and made inappropriate comments.
Tenant #2 used his pendant and agency staff
responded and he started "grabbing himself."

Further record review revealed the only
evaluation provided for Tenant #2 was dated
7127/22, which was prior to Tenant #2 taking
occupancy. Evaluations were not completed as
needed with increased cares, inappropriate
behaviors and interventions, the discontinuation
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services and the addition of private care giving
staff.

2. Record review on 2/27/23 of Tenant #3's file
revealed Progress Notes indicated the following:

-On 4/27/22 staff reported Tenant #3 made
inappropriate comments about women "going
through puberty and sexual intercourse." Staff
indicated she was aware of other inappropriate
comments he had made to staff. It made the
staff feel "very uncomfortable." It was noted staff
requested that someone have a conversation with
Tenant #3 (it had been done before) and "it was
getting out of hand and he needs to know the
seriousness of it."

-On 4/27/22 leadership staff met with Tenant #3
regarding his inappropriate behaviors and talking
to staff about sexual intercourse, asked staff to
"rub his penis", spoke about women with large
breasts and hips, puberty and masturbated when
staff were present. Tenant #3 denied all
allegations and was reminded he had been
spoken to about his behaviors "several times
prior." He was told the behaviors were not
allowed and if there were any other occurrences,
the Program staff would not provide services for
him but he could contract with an outside agency
to perform the cares needed.

When interviewed on 2/23/22 at 2:13 p.m. Staff E
said at least two staff (could not recall names)
had made complaints about Tenant #3. He made
sexual comments during cares related to drying
him off and to "tug on his organs." She said it
occurred sometime between March and May of
2022. She said she and the nurse went to talk to
Tenant #3 and the nurse was going to document
it.
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When interviewed on 2/23/23 Staff B reported
she heard from other staff Tenant #3 made
sexual comments towards staff, when drying him
off. It had been discussed with him and had
improved. The last incident she heard was two
weeks ago.

When interviewed on 2/23/22 at 2:55 p.m. Staff D
stated Tenant #3 was verbally and sexually
inappropriate towards young female staff. She
said it was everyday, regarding the frequency.
She said it occurred with her and Tenant #3 in the
past and she stopped working with him. Other
staff told her about and she told them to complete
an incident report.

Continued record review revealed evaluations
were dated 10/27/22. The evaluations did not
reflect Tenant #3's behaviors as noted above.
Evaluations were not completed as needed.

3. Record review on 2/27/23 of Tenant #4's file
revealed a Master Assessment was completed
dated 1/6/23. It was completed for a change of
condition. The evaluation indicated Tenant #4
required the assistance of two staff at times for
activities of daily living and transfers. The
Assistant Director of Health and Wellness, who
was a licensed practical nurse (LPN), completed
the evaluation. The change of condition
evaluation was not completed by a registered
nurse (RN).

Progress Notes indicated the following:

-On 9/27/22 an update was provided from
hospital staff related to Tenant #4's condition (no
note was completed with her admission to the
hospital).
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-On 10/14/22 Tenant #4 returned to the Program
from a rehabilitation hospital.

-On 10/18/22 Tenant #4 was lowered to the
ground by staff two staff. A medic was called to
assist in getting Tenant #4 up.

-On 11/21/22 Tenant #4 was sent out to the
hospital and admitted with pneumonia.

-On 11/23/22 Tenant #4 would be transferred to a
skilled nursing facility for rehabilitation.

-On 12/12/22 (late entry for 12/8/22) it was noted
Tenant #4 returned to the building.

-On 1/31/23 staff voiced concerns Tenant #4 was
only taking some of her pills each day and did not
like to take her Lasix medication (Tenant #4 was
independent with medications). Tenant #4 was
taking cough syrup and Pepto Bismol by drinking
it from the bottle and going through a bottle every
day or two. She also took Imodium often.

-On 2/1/23 Tenant #4 was taken to the hospital
and her hemoglobin was 4.9.

-On 2/6/23 Tenant #4 was weak and required a
two to one assist with lift transfers and would
"likely need SNF at DC from hospital."

When interviewed on 2/23/23 Staff B reported
Tenant #4 required two staff for assistance for six
months.

When interviewed on 2/23/23 at 1:53 p.m. Staff C
stated Tenant #4 was a two person transfer 50-75
% of the time. She confirmed Tenant #4 would
not take her medications as prescribed and
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should not be independent with medications. She
reported she also consumed cough syrup and
Pepto Bismol when ever needed.

When interviewed on 2/23/23 at 2:55 p.m. Staff D
said Tenant #4 took two people to transfer and
she had been so for six months.

Continued record reivew revealed evaluations
were completed dated 11/11/22 and 1/6/23 with
significant change (evaluations on 1/6/23 were
not completed by a RN). The evaluations did not
reflect Tenant #4's issues with over the counter
medications, concerns with Tenant #4 not taking
her prescribed medications, the extent of a two
person assist needed for transfers and Tenant
#4's frequent hospitalizations. Evaluations were
not completed as needed.

4. Record review on 2/21/23 to 2/23/23 of Tenant
C2's file revealed Tenant C2 was discharged
dated 7/15/22. Aletter dated 4/21/22 indicated
Tenant C2 was not keeping a habitable apartment
per the occupancy agreement. It indicated there
were soiled clothes on the floor and in the
shower, food containers were located throughout
the apartment, there was garbage and clutter in
the apartment and ants were observed. The
letter indicated professional cleaners had been
contacted to provide an estimate to clean her
apartment. After the completion of the
professional cleaning, Tenant C2 would need to
take her garbage to the appropriate receptacle on
first floor and allow housekeeping staff to clean
her apartment when scheduled. It indicated if
Tenant C2 did not follow the rules she would be
given a 30 day termination notice.

Continued record review revealed a letter dated
6/10/22 indicated Tenant C2 was given a 30 day
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notice to transfer due to "continued complaints"
from other tenants regarding the odor from her
apartment, voice mails left at the front desk which
were "verbally abusive" and inappropriate
comments made to staff. The letter also
indicated Tenant C2 had alcohol in her apartment
and often was "appearing intoxicated."

Further record review revealed Service Checkoff
List Notes from April, May and June 2022
reflected Tenant C2 refused bed making, bathing
assistance and weights.

Continued record review revealed the most
recent evaluations were dated 4/5/22. The
evaluations did not reflect Tenant C2's issues with
cleanliness in the apartment, behaviors and
refusals of cares. Evaluations were not
completed as needed.

5. Record review on 2/27/23 of Tenant C3's file
revealed Tenant C3 was discharged on 11/8/22.
Progress Notes revealed the following:

-On 4/25/22 Tenant C3 engaged in sexually
inappropriate behavior when staff assisted him a
shower. Tenant C3 told staff to cleanse his
private area for five more minutes and said "yes
that feels very good." It was noted Tenant C3
was also rude.

-On 4/27/22 Tenant C3 was inappropriate towards
agency staff and when staff voiced not being
comfortable he yelled.

-On 4/29/22 Tenant C3 displayed very
inappropriate behavior after his shower and
grabbed staff's breasts.

-On 5/9/22 staff assisted Tenant C3 with putting
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on his socks and he reached to touch staff's
breast, staff moved out the way and told him it
was inappropriate. Tenant C3 reached for staff's
breast again and they moved out of Tenant C3's
way.

-On 5/11/22 leadership staff would talk to Tenant
C3 regarding his inappropriate behaviors.

-On 5/12/22 Tenant C3's family was informed of
his behaviors and were told they would monitor
for new reports. If the behavior continued it could
lead to "denial of care."

When interviewed on 2/23/22 at 2:13 p.m. Staff E
said she was told that when a staff assisted
Tenant C3 with putting on his socks, he put his
hand down her shirt.

Continued record review revealed the most
current evaluations provided for Tenant C3 were
dated 9/14/22. The evaluations did not reflect
Tenant C3's inappropriate behaviors as indicated
above. Evaluations were not completed as
needed.

When interviewed on 2/27/23 at 1:55 p.m. the
Corporate Nurse indicated all evaluations for the
tenants listed above were provided.

A 290 481-69.25(1)i Tenant Documents A 290

69.25(1) Documentation for each tenant shall be
maintained by the program and shall include:

i. When any personal or health-related care is
delegated to the program, the medical
information sheet; documentation of health
professionals' orders, such as those for
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treatment, therapy, and medication; and nurses'
notes written by exception

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to document nurse's notes by
exception. This pertained to 5 of 5 current
tenants reviewed (Tenants #1, #2, #3, and #5)
and 3 of 3 discharged tenants reviewed (Tenant
C1, C2 and C3). Findings follow:

1. Record review on 2/21/23 to 2/23/22 of
Tenant #1's file revealed a Med Delivery
document for January and February 2023
revealed certain medications prescribed were
held including on 1/16/23, 1/26/23, 1/27/23,
/1/28/23, 1/30/23 and 1/31/23. The document
also indicated certain medications prescribed
were held including on 2/1/23 to 2/7/23, 2/9/23 to
2/18/23 and 2/20/23 to 2/21/23.

Continued record review revealed there were no
entries in Progress Notes related to the
medications charted as held in January and
February 2023 on the Med Delivery document.
Nurse's notes were not documented by exception
for Tenant #1.

2. Record review on 2/21/23 to 2/23/23 of Tenant
#2's file revealed Tenant #2 was admitted on
8/1/22. The service plan dated 8/1/22 reflected
Tenant #2 received assistance with cares
including: dining escorts, transfer assistance,
mobility assistance and safety checks.

Continued record review revealed Service
Checkoff Lists (August 2022 to October 2022)
revealed the following: Tenant #2 received
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assistance with the tasks listed above and also
toileting assistance, bathing assistance and a
blood pressure check. On 10/18/22 the Service
Checkoff Lists were not longer used and all
entries were marked with an "x."

When interviewed on 2/22/23 at 12:27 p.m. the
Nurse confirmed Tenant #2's services were
discontinued (10/18/22) and private caregiver (s)
were hired.

Further record review revealed Progress Notes
indicated there were four entries from 8/1/22 to
current. There were no entries completed related
to the discontinuation of services and start of a
private caregiver. Progress Notes indicated on
1/19/23 Tenant #2 tested positive for COVID-19.
At lunch Tenant #2 was shivering and had "runny
nose." Aentry in nurse's notes was not
completed after Tenant #2's positive COVID-19
status, to follow up on his symptoms and
condition. Nurse's notes were not documented
by exception for Tenant #2.

3. Record review on 2/27/23 of Tenant #3's file
revealed Progress Notes indicated the following:

-On 4/27/22 it was noted staff reported #3 made
inappropriate comments about women "going
through puberty and sexual intercourse." Staff
indicated she was aware of other inappropriate
comments he had made to staff. It made the
staff feel "very uncomfortable." It was noted staff
requested that someone have a conversation with
Tenant #3 (it had been done before) and "it was
getting out of hand and he needs to know the
seriousness of it."

-On 4/27/22 it was noted leadership staff met with
Tenant #3 regarding his inappropriate behaviors.
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It was noted Tenant #3 spoke with staff about
sexual intercourse, asked staff to "rub his penis”,
spoke about women with large breasts and hips,
puberty and masturbated when staff was present.
It was presented from "numerous caregivers and
other female employees." Tenant #3 denied all
allegations. Tenant #3 was reminded that he had
been spoken to about his behaviors "several
times prior." Tenant #3 said he did not remember
prior conversations about it. He was told the
behaviors were not allowed and if there were any
other occurrences, the Program staff would not
provide services for him but he could contract
with an outside agency to perform the cares
needed.

Continued record review of Progress Notes
indicated 4/27/22 was the last documented entry
in Progress Notes. A follow up to Tenant #3's
behaviors was not documented in nurse's notes.
Nurse's notes were not documented by exception
for Tenant #3.

4. Record review on 2/27/23 of Tenant #4's file
revealed Tenant #4 was out of the building at a
higher level of care when the investigation
occurred; but had not been discharged. Progress
Notes indicated the following:

-On 9/27/22 it was noted an update was provided
from hospital staff related to Tenant #4's condition
(no note was completed with her admission to the
hospital).

-On 2/1/23 it was noted Tenant #4's hemoglobin
was 4.9 and was taken to the hospital.

-On 2/6/23 it was noted Tenant #4 was weak and
required a two to one assist with staff lift transfers
and would "likely need SNF at DC from hospital."
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Continued record review revealed an entry in
nurse's notes was not completed when Tenant #4
went to the hospital in September 2022 and the
reason for her transfer. An entry was also not
completed to follow up from the 2/6/23 note
regarding her hospitalization. Nurse's notes were
not completed by exception for Tenant #4.

5. Record review on 2/27/23 of Tenant #5's file
revealed Tenant #5 had one entry in Progress
Notes and it was dated 1/18/23 (late entry for
1/5/23). The note indicated the nurse was
called to Tenant #5's apartment and Tenant #5
complained of cough and shortness of breath.
Tenant #5's lungs sounded congested (bilaterally)
and there were wheezes and crackles noted.
Tenant #5 was encouraged to see her primary
care provider. There was no follow up entry in
nurse's notes related to Tenant #5's condition and
symptoms. Nurse's notes were not documented
by exception for Tenant #5.

6. Record review on 2/21/23 to 2/23/23 of Tenant
C1's file revealed Tenant C1 was admitted on
5/26/22 and discharged on 8/24/22. There were
no nurse's notes provided for Tenant C1,
including an admission note and discharge note.
Nurse's notes were not documented by exception
for Tenant C1.

7. Record review on 2/21/23 to 2/23/23 of Tenant
C2's file revealed Tenant C2 was discharged
dated 7/15/22. Aletter dated 4/21/22 indicated
Tenant C2 was not keeping a habitable apartment
per the occupancy agreement. It indicated there
were soiled clothes on the floor and in the
shower, food containers were located throughout
the apartment, there was garbage and clutter in
the apartment and ants were observed. The
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letter indicated professional cleaners had been
contacted to provide an estimate to clean her
apartment. After the completion of the
professional cleaning, Tenant C2 would need to
take her garbage to the appropriate receptacle on
first floor and allow housekeeping staff to clean
her apartment when scheduled. It indicated if
Tenant C2 did not follow the rules she would be
given a 30 day termination notice.

Continued record review revealed a letter dated
6/10/22 indicated Tenant C2 was given a 30 day
notice to transfer due to "continued complaints"
from other tenants regarding the odor from her
apartment, voice mails left at the front desk which
were "verbally abusive" and inappropriate
comments made to staff. The letter also
indicated Tenant C2 had alcohol in her apartment
and often was "appearing intoxicated."

Further record review revealed Tenant C2's
Progress Notes dated 4/21/22 indicated the plan
to issue a letter based on the violation of the
occupancy agreement. The 4/21/22 note
discussed issues identified in the 4/21/22 letter;
however, there were no other entries prior to or
after, that discussed the issues with Tenant C2's
apartment or behavior. The next entries in
Progress Notes were both dated 5/5/22 and there
were no other entries in notes, including an entry
related to the progress on the issues identified in
the first letter until the 30 day notice was given, a
entry when the 30 day notice was given or a
discharge note. Tenant C2 had four entries in
Progress Notes from 1/6/22 until the time of
discharged (7/15/22) the entries were dated
1/6/22, 4/21/22 and 5/5/22 (x2). Nurse's notes
were not documented by exception for Tenant C2.

8. Record review on 2/27/23 of Tenant C3's file
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revealed Tenant C3 was discharged on 11/8/22 to
a higher level of care. Progress notes indicated
the following:

-On 9/16/22 (late entry for 9/15/22) it was noted
Tenant C3 continued to be weak, required two
person for transfers and family was agreeable to
a skilled nursing facility stay.

-On 9/16/22 it was noted Tenant C3 was going to
a skilled nursing facility stay.

-On 9/27/22 it was noted the nurse called for an
update on Tenant C3 and was told there was no
plan for discharge from therapy at that time.

Continued record review revealed the 9/27/22
entry in Progress Notes was the last entry in
notes. Nurse's notes were not documented by
exception, including when Tenant C3 discharged
from the Program.

9. When interviewed on 2/27/23 at 1:55 p.m. the
Corporate Nurse verified all nurse's notes were
provided for the tenants listed above.

A 355 481-69.26(2) Service Plans A 355

69.26(2) Prior to the tenant's signing the
occupancy agreement and taking occupancy of a
dwelling unit, a preliminary service plan shall be
developed by a health care professional or
human service professional in consultation with
the tenant and, at the tenant's request, with other
individuals identified by the tenant, and, if
applicable, with the tenant's legal representative.
All persons who develop the plan and the tenant
or the tenant's legal representative shall sign the
plan.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to develop a service plan prior to
occupancy for 1 of 1 discharged tenant reviewed
admitted in 2022 (Tenant C1). Findings follow:

1. Record review on 2/21/23 of Tenant C1's file
revealed Tenant C1 was admitted on 5/26/22 and
discharged on 8/24/22. A service plan was not
completed prior to occupancy for Tenant C1.
Review of Tenant C1's file did not reveal any
service plans during the time Tenant C1 resided
at the Program.

2. When interviewed on 2/27/23 at 1:55 p.m. the
Corporate Nurse confirmed all documents
available for Tenant C1 were provided.

A 360 481-69.26(3) Service Plans A 360

69.26(3) When a tenant needs personal care or
health-related care, the service plan shall be
updated within 30 days of the tenant's occupancy
and as needed with significant change, but not
less than annually.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to update service plans within 30
days of occupancy, as needed with significant
change and annually. This pertained to 5 of 5
current tenants reviewed (Tenants #1, #2, #3, #4
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and #5) and 3 of 3 discharged tenants reviewed
(Tenants C1, C2 and C3). Findings follow:

1. Record review on 2/21/23 to 2/23/22 of Tenant
#1's file revealed Progress Notes indicated the
following:

-On 1/19/23 (late entry for 1/18/23) it was noted a
meeting was held with Tenant #1's family
regarding moving Tenant #1 to memory care.
The note indicated Tenant #1 returned to the
dining room for repeat meals. Tenant #1 forgot
what she ordered before the meal arrived and
then refused what she ordered and opted for
something else. Tenant #1's family reported a
weight loss. Tenant #1's family had a camera in
her apartment and monitored her. Tenant #1's
family had noticed increased incontinence and
more laundry.

Continued record review of the Master
Assessment dated 1/19/23 revealed Tenant #1
had a history of urinary tract infections (UTIs).

Further record review revealed the Service
Checkoff List Notes reflected over 10 times
Tenant #1 refused bathing assistance bathing
from 11/30/22 to 2/15/23.

Continued record review revealed Tenant #1's
service plan was not updated and did not reflect
the issues with dining, possible weight loss,
increased incontinence, history of UTIs and
bathing refusals.

2. Record review on 2/21/23 and 2/22/23 of
Tenant #2's file revealed Tenant #2 was admitted
on 8/1/22. The service plan dated 8/1/22
reflected Tenant #2 received assistance with
cares including: dining escorts, transfer
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assistance, mobility assistance and safety
checks. A service plan was not developed within
30 days of occupancy for Tenant #2.

Continued record review revealed Service
Checkoff Lists (August 2022 to October 2022)
revealed the following: Tenant #2 received
assistance with the tasks listed above and also
toileting assistance, bathing assistance and a
blood pressure check. On 10/18/22 the Service
Checkoff Lists were not longer used and all
entries were marked with an "x."

When interviewed on 2/22/23 at 12:27 p.m. the
Nurse confirmed Tenant #2's services were
discontinued (10/18/22) and private caregiver (s)
were hired.

When interviewed on 2/22/23 at 10:40 a.m. Staff
A said she worked on a second shift and Tenant
#2 paged for assistance from the dining room.
She assisted him to the apartment and completed
toileting cares. Tenant #2 made a comment to
Staff A during toileting that made her
uncomfortable but it was not sexual in nature.
Tenant #2's spouse told Staff A it was his shower
day and during the bathing task Tenant #2
attempted to to kiss and touch her and tried to
remove her clothing. Tenant #2 put his hands
down her shirt and tried to undo her pants. Staff
A said she did not want to leave him due to a fall
risk and told him to please stop and that it was
not appropriate. Tenant #2 did not stop. Staff A
said it was the first shower she had assisted him
with and she could not call other staff for
assistance. She reported it to another staff who
was working and also reported it the Former
Corporate Nurse. She had Staff A document the
incident in the computer and told her to be careful
what she wrote as it would stay in his medical
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record. Staff A said five to six other staff had
similar incidents with Tenant #2.

When interviewed on 2/23/22 at 2:13 p.m. Staff E
said Staff A reported to her Tenant #2 had been
sexually explicit and asked her to perform oral
sex on him. It occurred in early September 2022.
She stated no other staff reported concerns
related to Tenant #2. Staff E met with Tenant #2's
spouse as Tenant #2 had cognitive decline. The
spouse was told only male caregivers would
provide Tenant #2's showers.

When interviewed on 2/23/22 at 2:55 p.m. Staff D
stated Tenant #2 displayed sexually inappropriate
behavior towards Staff A since his admission.
Staff D saw Staff A sitting on the floor crying and
she reported Tenant #2 grabbed her head, put in
his private area and tried to touch her
inappropriately. Staff D went to the apartment
and Tenant #2 was in the shower. She told him
that he could not talk to staff like that and she
finished the shower. She told Staff A to report it
to the nurse. Staff D said staff no longer provide
cares for Tenant #2 and he had a private
caregiver.

Continued record review revealed a Services
Received (Wisdom 2 Act) indicated on 8/16/22
indicated Tenant #2 was sexually inappropriate
towards during a shower. It was noted he
grabbed staff and made inappropriate comments.
Tenant #2 used his pendant and agency staff
responded and he started "grabbing himself."

Further record review revealed the only signed
service plan for Tenant #2 was dated 8/1/22. The
service plan was not updated as needed with
significant change including with increased cares,
sexually inappropriate behaviors and
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interventions, the discontinuation services and
the addition of private caregivers. Tenant #2's
service plan was not updated within 30 days or as
needed with significant change.

3. Record review on 2/27/23 of Tenant #3's file
revealed Progress Notes indicated the following:

-On 4/27/22 staff reported Tenant #3 made
inappropriate comments about women "going
through puberty and sexual intercourse." Staff
indicated she was aware of other inappropriate
comments he had made to staff. It made the
staff feel "very uncomfortable." It was noted staff
requested that someone have a conversation with
Tenant #3 (it had been done before) and "it was
getting out of hand and he needs to know the
seriousness of it."

-On 4/27/22 leadership staff met with Tenant #3
regarding his inappropriate behaviors and talking
to staff about sexual intercourse, asked staff to
"rub his penis", spoke about women with large
breasts and hips, puberty and masturbated when
staff were present. Tenant #3 denied all
allegations and was reminded he had been
spoken to about his behaviors "several times
prior." He was told the behaviors were not
allowed and if there were any other occurrences,
the Program staff would not provide services for
him but he could contract with an outside agency
to perform the cares needed.

When interviewed on 2/23/22 at 2:13 p.m. Staff E
reported at least two staff (could not recall
names) complained to her about Tenant #3. He
made sexual comments during cares related to
drying him off and to "tug on his organs." She
said it occurred sometime between March and
May of 2022. She stated she and the nurse went
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to talk to Tenant #3 and the nurse was going to
document it.

When interviewed on 2/23/23 Staff B said she
had heard from other staff Tenant #3 made
sexual comments towards staff, when drying him
off. It had been discussed with him and had
improved. The last incident she heard was two
weeks ago.

When interviewed on 2/23/22 at 2:55 p.m. Staff D
stated Tenant #3 was verbally and sexually
inappropriate towards young female staff and
happened daily. She said she stopped working
with him due to the ongoing inappropriate
behavior. Other staff told her about and she told
them to complete an incident report.

Continued record review revealed Tenant #3's
service plan signed on 10/27/22 indicated staff
assisted with bathing. The service plan was not
updated as needed and did not reflect Tenant
#3's inappropriate behaviors towards staff and
interventions.

4. Record review on 2/27/23 of Tenant #4's file
revealed a Master Assessment was completed
dated 1/6/23. It was completed for a change of
condition. The evaluation indicated Tenant #4
required the assistance of two staff at times for
activities of daily living and transfers.

Progress Notes indicated the following:

-On 9/27/22 an update was provided from
hospital staff related to Tenant #4's condition (no
note was completed with her admission to the
hospital).

-On 10/14/22 Tenant #4 returned to the Program
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from a rehabilitation hospital.

-On 10/18/22 Tenant #4 had to be lowered to the
ground by staff two staff. A medic was called to
assist in getting Tenant #4 up.

-On 11/21/22 Tenant #4 had sent out to the
hospital and was admitted with pneumonia.

-On 11/23/22 Tenant #4 would be transferred to a
skilled nursing facility for rehabilitation.

-On 12/12/22 (late entry for 12/8/22) Tenant #4
returned to the building.

-On 1/31/23 staff had voiced concerns that
Tenant #4 was only taking some of her pills each
day and she did not like to take her Lasix
medication (Tenant #4 was independent with
medications). Tenant #4 consumed cough syrup
and Pepto Bismol by drinking it from the bottle
and going through a bottle every day or two. She
was took Imodium often.

-On 2/1/23 Tenant #4 was taken to the hospital
and her hemoglobin was 4.9.

-On 2/6/23 Tenant #4 was weak and required a
two to one assist with lift transfers and would
"likely need SNF at DC from hospital."

When interviewed on 2/23/23 Staff B reported
Tenant #4 required the assistance of 2 staff for
six months.

When interviewed on 2/23/23 at 1:53 p.m. Staff C
said Tenant #4 was a two person transfer 50-75
% of the time. She stated Tenant #4 did not
always take her medications as prescribed and
should not be independent with medications. She
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also consumed cough syrup and Pepto Bismol
when ever needed.

When interviewed on 2/23/23 at 2:55 p.m. Staff D
said Tenant #4 needed two people to transfer and
she had been so for six months.

Continued record reivew revealed Tenant #4's
service plan was dated 11/11/22 indicated two
staff assisted with transfer and the second staff
was there for safety during the transfer. The was
not updated as needed to reflect Tenant #4's
issues with over the counter medications, not
taking her prescribed medications, the extent of a
two person assist needed for transfers and
frequent hospitalizations.

5. Record review on 2/27/23 of Tenant #5's file
revealed the most current service plan was
8/13/21 and signed on 8/16/21. Tenant #5 did not
have an annual service plan completed.

6. Record review on 2/21/23 of Tenant C1's file
revealed Tenant C1 was admitted on 5/26/22 and
discharged on 8/24/22. A Master Assessment
was completed dated 5/26/22. The evaluation
indicated Tenant C1 needed assistance with
needed assistance with emptying an ostomy
device and needed physical assistance of one
with dressing. A service plan was not developed
within 30 days of occupancy for Tenant C1.
Review of Tenant C1's file did not reveal any
service plans during the time Tenant C1 resided
at the Program.

7. Record review on 2/21/23 to 2/23/23 of Tenant
C2's file revealed Tenant C2 was discharged
dated 7/15/22. Aletter dated 4/21/22 indicated
Tenant C2 was not keeping a habitable apartment
per the occupancy agreement. It indicated there
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were soiled clothes on the floor and in the
shower, food containers were located throughout
the apartment, there was garbage and clutter in
the apartment and ants were observed. The
letter indicated professional cleaners had been
contacted to provide an estimate to clean her
apartment. After the completion of the
professional cleaning, Tenant C2 would need to
take her garbage to the appropriate receptacle on
first floor and allow housekeeping staff to clean
her apartment when scheduled. It indicated if
Tenant C2 did not follow the rules she would be
given a 30 day termination notice.

Continued record review revealed a letter dated
6/10/22 indicated Tenant C2 was given a 30 day
notice to transfer due to "continued complaints"
from other tenants regarding the odor from her
apartment, voice mails left at the front desk which
were "verbally abusive" and inappropriate
comments made to staff. The letter also
indicated Tenant C2 had alcohol in her apartment
and often was "appearing intoxicated."

Further record review revealed Service Checkoff
List Notes from April, May and June 2022
reflected Tenant C2 refused bed making, bathing
assistance and weights.

Continued record review revealed Tenant C2's
service plan signed 1/6/23 was not updated and
did not reflect the issues with cleanliness in the
apartment, behaviors and refusals of cares.

8. Record review on 2/27/23 of Tenant C3's file
revealed Tenant C3 was discharged on 11/8/22.
Progress Notes revealed the following:

-On 4/25/22 Tenant C3 engaged in sexually
inappropriate behavior when staff assisted him a
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shower. Tenant C3 told staff to cleanse his
private area for five more minutes and said "yes
that feels very good." It was noted Tenant C3
was also rude.

-On 4/27/22 Tenant C3 was inappropriate towards
agency staff and when staff voiced not being
comfortable he yelled.

-On 4/29/22 Tenant C3 displayed very
inappropriate behavior after his shower and
grabbed staff's breasts.

-On 5/9/22 staff assisted Tenant C3 with putting
on his socks and he reached to touch staff's
breast, staff moved out the way and told him it
was inappropriate. Tenant C3 reached for staff's
breast again and they moved out of Tenant C3's
way.

-On 5/11/22 leadership staff would talk to Tenant
C3 regarding his inappropriate behaviors.

-On 5/12/22 Tenant C3's family was informed of
his behaviors and were told they would monitor
for new reports. If the behavior continued it could
lead to "denial of care."

When interviewed on 2/23/22 at 2:13 p.m. Staff E
said a staff reported to her when she assisted
Tenant C3 with putting on his socks, he put his
hand down her shirt.

Continued record review revealed Tenant C3's
the most current service plan was dated 5/27/21.
Tenant C3's service plan was not updated as
needed and did not reflect inappropriate
behaviors towards as indicated above or
interventions related to the behaviors. Tenant
C3's service plan was also not updated annually.
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9. When interviewed on 2/27/23 at 1:55 p.m. the
Corporate Nurse indicated all service plans for
the tenants listed above were provided.
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