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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 31725
Residents Affected - Few
Based on review of a facility reported incident, record review, review of facility policy, and staff interviews, the
facility failed to ensure residents remained free from abuse for 1 of 1 sampled resident (Resident #2) who
experienced unwanted sexual contact from another resident. Failure to protect the resident from sexual
abuse placed the resident at risk for mental and emotional distress. This citation is considered past
noncompliance based on review of the corrective actions the facility implemented immediately following the
incident.

Findings include:

Review of the facility policy titled Abuse, Neglect and Exploitation occurred on 12/02/24. This policy, revised
07/15/22, stated, . It is the policy of this facility to provide protections for the health, welfare and rights of
each resident by developing and implementing written policies and procedures that prohibit and prevent
abuse . 'Sexual Abuse' is non-consensual sexual contact of any type with a resident.

Review of the facility reported incident, dated 11/27/24, stated, [Staff member #2] was walking in the hall and
noticed [Resident #1] had his Right [sic] hand down [Resident #2's] pants in the front.

- Review of Resident #1's medical record occurred on 12/02/24. A quarterly Minimum Data Set (MDS), dated
[DATE], identified the resident as cognitively intact.

Resident #1's nursing progress note dated 11/27/24 3:32 p.m. stated, Resident to resident incident reported
by [staff member name] who witnessed incident between resident and other resident residing in [resident
room number]. Incident reported to nursing staff, ED [Executive Director], and Social services. Local law
enforcement notified of incident. This social worker attempted to interview resident, resident would not
acknowledge or answer questions, laying in bed. Resident placed on temporary 1 to 1. This Social worker
attempted to notify DPOA [durable power of attorney] no answer, unable to leave message. PCP [primary
care physician] notified of incident.

- Review of Resident #2's medical record occurred on 12/02/24. Diagnosis included dementia and
Parkinson's disease. An admission MDS, dated [DATE], identified the resident with severely impaired
cognition.

(continued on next page)
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Residents Affected - Few

Resident #2' nursing progress note dated 11/27/24 at 5:22 p.m. stated, Resident to resident incident
observed by [staff title] which was reported to nursing staff, ED, and Social service. Resident was safely
removed from vicinity of the other resident of [room number]. Local law enforcement was contacted by this
social worker. Mood assessment completed-assessment score [number shows] s/s [signs and symptoms] of
minor depression noted. Resident was able to briefly describe the incident. resident [sic] reports she does
not feel in danger, and is not scarred [sic] of the other resident. Resident continues with normal routine.
Daughter [name] notified of incident, PCP notified of incident. Resident to be monitored for any alterations in
mood, behavior or changes in routine.

During an interview on 12/02/24 at 10:30 a.m. an administrative staff member (#1) reported Resident #1
remained on 1 to 1 monitoring by staff and the resident was planning to discharge home on 12/03/24.

During an interview on 12/02/24 at 12:08 p.m. staff member (#2) confirmed on 11/27/24 around 2:00 p.m.
staff member (#2) was down the hall and saw Resident #1 in the hall with his wheelchair side to side with
Resident #2. Resident #1's right hand was down the front of Resident #2's pants. Resident #2 looked
distressed and was swatting [Resident #1] away. Resident #1 started laughing and moved away before the
staff member could get there.

The facility failed to protect Resident #2 from non-consensual sexual contact.

Based on the following information, non-compliance at F600 is considered past non-compliance. The facility
implemented corrective actions for the resident affected by the deficient practice and put measures in place
to ensure the deficient practice does not reoccur by:

* Immediately implemented 1 to 1 staff supervision/monitoring for Resident #1.

* Moved Resident #1's roommate to another room.

* Reeducated staff regarding 1 to 1 supervision and on the abuse, neglect, and exploitation policy.

* Interviewed other residents to determine if any other abuse occurred.

* Reported the concern to the North Dakota Department of Health and Human Services,

* Reported the concern to local Police Department.

The surveyor determined a deficient practice existed on 11/27/24. The facility implemented corrective action
and staff education on 11/27/24.
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