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This report is the resull of an unannhounced
. Abbreviated Survey conducted at Booker Rest
| Home Annex on December 31, 2014, A sample

. of 4 residents was selected from a eensus of 82 HL 19
‘residents. The sample included 4 current ; IAN30 2
residants, s
: : PSHS ADSA R
: : SPOKANE WA

The following was a complaint investigatsd as
part of this survey.

; #3062682
Pattt Zimmer, R.M.

The survey team is from:

- Departmeni of Social & Health Sevices
Aging & Long Term Support Admindstration
Residantial Care Sarvices, District 1, Unit ©
3811 River Road, Suite 200
Yakima, Washingion 898802

Telaphone (508B) 225-2800
 Fax: (508) 574-5597
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Any defiency statemft ending with an asterisk (™) denotef a deficlency which the institution may be excused from correcting providing it is detednined firat
other safeguards progde suficient protection to the patiegls. (See instructions.) Except for nursing homes. the findings statad above are dispiosable 80 days
following the date of s ¥ whether or nat @ plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days folfowing the dale these documents are mads avaifable o the ?azm hty. i defigiencies are cited, an approved plan of correction is requisite to continued
orogram paicipation.
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This REQUIREMENT is not met as evidenced
. by:

' Based on record review and interviews, the

; facility failed fo ensure the protection of 1 of 3
female residents (#1), from an incident of
inappropriate physical contact by a male resident ;
(#2), as a result of inadequate supervision.
Faillure to adequately supervise the male resident
placed other residents at risk. Findings include:

Review of facility investigation reports dated
10/23/14 and 11/28/14 reveaied Resident #2 was
invoived in two incidents relatad to inappropriate
touching of two female residents. Following the
Lincident on 11/29/14, the plan for prevention was
. for 1:1 supervision of Resident #2 by staff when
he was up in his wheelchair.

Review of a facility invesligation report dated
12/15M14 revealed Resident #2 was witnessed by
a diefary aide to have his right hand resting on
Resident #1's left thigh, close to her perineal
area, during the dinner meal. The investigation
report documented Resident #1 was seated in
her wheelchair at a dining room {able, with
Resident #2 seated next to her. Staff A (Nursing

' Assistant) was present at the same dining room |
; table during the incident, and was assisting ‘
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The facility must ensure that the resident
' environment remains as free of accident hazards ]
| @s is possible; and each resident receives :
adequate supervision and assistance devices o
prevent accidents. On 12/15/2014 resident #2's 1/9/2015

care plan was updated to have
the resident to sit in a
stationary chair with a bedside
table in the dining room during
meal times where they could not
reach out and touch female
residents. Resident #2°'s
sitting arrangement is located
in the dining room where ataff
can provide one to one
supervision at all times during
meals. Resident #2's care plan
was also updated on 01/09/2015
to not place regident #2 within
reaching distance of female
regidents, and to place the
resident behind nurses station
with a cup cf coffee,
mewspaper, and etc. with 1:1
supervision until meal time is
ready. Resident #2's care plan
continues to have the following
interventions in place: Q shift
behavior monitoring; If
regident makes inappropriate
gestures or comments ask the
ragident to stop and remind
them it is inappropriate;
report behaviors Lo nurse;
Offer resident to sit in the
foyer in recliner;Involve
family if available;
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| another resident with his meal. She did not
witness the incident.

. A telephone interview on 12/31/14 at 5:47 p.m. E
. with Staff Arevealed she was at a dining room |
 table feeding Resident #1 (seated to her left), and |
Resident #3 (a male resident seated on her right
side). She stated Resident #2 was seated on the |
other side of Resident#1. She said she was
unaware Resident #2 was inappropriately
touching Resident #1, as she had her *head
turned the other direction” to feed Resident #3. It
was at that fime the dietary aide witnessed the

| inappropriate touching and separated the two

1 residents.

" Despite the protective intervention of 1:1 staffing
for Resident #2 to prevent further incidents of |
. inappropriate physical contact, staff failed to
implement that plan {o safeguard residents.

one to one monitoring; Transfer
resident to a regular dining
room chair from wheelchair
during meals; involve and cffer
resident to attend early

laf terncon activities such as
[exercise group, reminisce, arts
and crafite, and etc.; After
meals ask resident if they
would like to go watch
television in their room,
not staff will provide 1%
minute increments of 1:1 time
until resident lsg ready to go
to their room: The resident is
lto ke & 1:1 with staff when up
iin wheelchair; If resident is
expressing behaviors even after
proper education change
caregivers or get two
caregivers to assist with
cares. These interventions are
monitored by the charge nurses
and DNS.
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