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/ . I,
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| sample included 7 current residents and the plan of correction does not constitute
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#3051751 executed solely because it is required
73058422 by th isions of Federal and
43055163 y the provisions of Fe a
#3056004 State law.
#3058443
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Any deficiency statement ending w:th an asterisk (") dbnotes a deficiency which the mstitution may be sxcused from correcting provxdmg it Is determined that
other safeguarde provide suffiolent protection to 1he patients. {Bee instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above S and plans of rarraciion sre &

findings and pians of carrestion are disciosable 14
days following the date these documents are made available o %hv faclity, i deficiencies are cziea an approved plan of correction is requisite to continueg
program participation.
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Resident #1 taking the hand of Resident #2 and
“rub and pat his private parts with her hand® while
‘both were seated in the hallway. The action was
reported to the nurse, '

The facility response was {o investigate the
incident, Resident #1 was counseled on

" appropriateness of interaction in the hallway and
both residents were re-directed to a private area.

I The guardian for Resident #2 was notified and felt
activity between the two resident was alright as
long an private space was provided. Resident #2
was not consulted about her wishes.,

On 11/14/14, the plan of care for each resident
was adjusted to reflect the resident's relationship
and called for the residents to have socialization
and private time as desired by each resident. No
documentation couid be found relating to an

! assessment of either resident's wishes for
physical contact prior to the incident, although
they had been friendly for at least 2 months. No

and monitoring of the psychosocial well baing of
gach resident. .

On 12/23/14, at 1:10 p.m., Licensed Nurse (LN) K
stated "f was working on the evening when the
incident was reported to me. | noted the
residents were not together at that time. | talked
to (Resident #1) and he stated they were just
holding hands. [ am the one who contacted
(Resident #2's) guardian. She said it was fine for
the residents to have personal contact with
privacy. | did not talk to {(Resident #2). The two

| residents (#1 & #2) had become attached about a
‘ week after (resident #1) moved in. For the last

: couple of months, they have been calling each

documentation was found related to the oversight | -

other husband and wife.”
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-DNS completed Social Service manager !
in-service on documentation of i
psychological harm and resident
preferences when in a relationship.
In-service completed for direct care
staff on reporting an incident where
potential psychological harm, privacy,
dignity and abuse has occurred and to
initiate alert charting.

How the nursing home plans to monitor
its performance to validate that
solutions are sustained:

Executive Director or designee to
monitor events that potentially need
psychological harm and or

relationship documentation 5 days per
week , during clinical rounds. Issues
identified will be addressed in a timely
manner and reviewed in P| {Performance
Improvement) meetings monthly.

Dates when corrective action will be
completed and the title of the person
responsible to validate correction:

Executive Director.

Date: January 23, 2015.
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At 1:25 p.m., the Director of Nursing (DNS) stated
:"The 2 residents had developed a refationship.
It's like they were friends. They could frequently
be seen hanging out in the haliway and talking.”
When asked if the residents had been consulted
about their preferences regarding the
relationsnip, the DNS stated "She (resident #2)
never asked for alone time. They both seemed
fcontent with hanging out in the haliway, They

- both had physical limitations, so | don't think they
could manage a physical relationship."

At 2:00 p.m., the Social Services Director (SSD)’
i stated "l was not here when the incident
happened. | think we talked to the guardian (for
resident #2) and she gave permission for the

. residents {o have alone time. (Resident #1) was
responsible for himself, The two had called each
. other husband and wife since shortly after he

L admitted. They had no contact of a sexual nature |
| before this. They would hold hands in the
"haliway. | don't think the event actually
happsned, considering the source (the reporting
resident). | am sure both residents were
monitored following the event." The 88D was
unable to locate any documentation regarding
either resident being monitored for psychosocial
- well-heing.

It appeared the facility had an awareness for
about 2 months that a relationship was
developing between a male and a female
resident. The facility did not discuss the
relationship with either resident or with the
guardian until an event of a possible sexual
nature was reporied. The facility then discussed
the issues with Resident #1 and with Resident
#2's guardian, but did not ask Resident #2 about
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