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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 - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview and record review, the facility failed to ensure one of two residents (#1) reviewed
harm remained free of sexual abuse while residing at the facility. This failed practice resulted in Resident #1's genitals being
inappropriately touched by his roommate, Resident #2. This failed practice placed residents at risk for abuse and for
Residents Affected - Few diminished quality of life. Additional failed practice included a failure to report the abuse within the statutory timeline of two hours.
Findingsincluded . Review of the facility's policy titled, Protection of Residents: Reducing the Threat of
Abuse & Neglect, dated O]DATE]5/19, showed Residents must not be subjected to abuse by anyone to include staff, other
residents, consultants, volunteers, staff from other agencies serving our residents, family members, the resident
representative, friends, or any other individuals. Review of afacility incident investigation report, for an incident on
04/30/2020, revealed the facility substantiated sexual abuse had occurred when Resident #2 was observed touching Resident
#1's genital area, over his clothing, without consent, at 1:30 AM in the morning. Review of awitness statement, dated
04/30/2020, submitted by Staff A, Nursing Assistant, revealed she had observed Resident #2 standing over Resident #1
rubbing his genitals, and Resident #1 was observed to have an erection. Staff A's statement indicated she separated the
residents and told Resident #2 to go back to his bed at the opposite side of the room, and Resident #2 stated It was okay.
Review of the complaint intake, revealed the incident was not reported until 4:00 AM on 04/30/2020, which was 30 minutes
delinquent. RESIDENT #1 The resident admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. According to the
quarterly Minimum Data Set (MDS) assessment, dated [DATE] 20, he had severe cognitive impairment and required 1-2 person
extensive assist with bed mobility, dressing, toilet use and personal hygiene, and he was frequently incontinent of both
bowel and bladder. In an observation/interview on 05/08/2020 at 8:51 AM, Resident #1 was observed sitting in awheelchair,
the resident did not respond at all when spoken to, he was deemed not-interviewable. RESIDENT #2 The resident admitted to
the facility on [DATE] with [DIAGNOSES REDACTED)]. According to the quarterly MDS, dated [DATE], he had no cognitive
impairment and required extensive 1-2 person assist with bed mobhility, transfers, dressing, toilet use, and personal
hygiene. In an observation/interview on 05/08/2020 at 9:20 AM, the resident was sitting in his room in awheelchair, and he denied
any recal of any incidents with Resident #1. Reference: (WAC) 388-97-0640 (1)(2)(b)(5)
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