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INITIAL COMMENTS

Correction date

The following deficiency relates to the
investigation of complaint #64116 & # 64117 and
facility reported incident # 64119. (See Code of
Federal Regulations (42CFR) Part 483, Subpart
B-C)

483.13(b), 483.13(c)(1)(i) FREE FROM
ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishment, and involuntary seclusion.

The facility must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seclusion.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff and resident
interviews, the facility failed to ensure each
resident was free from sexual abuse for one of
four residents reviewed. (Resident #2). This
constituted immediate jeopardy to Resident #2's
health and safety. The facility reported a census
of 48 residents.

Findings include:

1) According to the Minimum Data Set (MDS)
assessment tool dated 10/26/16, Resident #2
displayed intact cognition and was independent
with transfers, ambulation, dressing, personal
hygiene and toilet use. The MDS documented
Resident #2 required staff supervision with

F 000

F 223

Past noncompliance: no plan of
correction required.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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bathing.

The plan of care with a target date of 1/24/17
revealed Resident #2 admitted to the facility on
5/21/14 and had diagnoses that included
unspecified intellectual disabilities and adult
failure to thrive. The plan of care identified the
resident tended to be a loner and needed
reminders from staff to participate in activities
he/she enjoyed. The plan of care documented
the Resident #2 liked to be naked in his/her room
at times and directed staff to provide privacy and
pull the privacy curtain. Interventions related to
Resident #2's behaviors included providing
Resident #2 a private place if staff found Resident
#2 disrobing or stimulating him/herself in a public
area.

The nurse's notes revealed a follow-up
assessment dated 11/2/16 at 10:56 a.m. The
nurse documented Resident #2 had been
(previously) sexually assaulted by another
resident. That shift, Resident #2 had been
walking around the facility with his/her nephew.
The resident showed little or no emotion related
to assault, but stated it was an awful thing that
happened.

In an order note dated 11/2/16, The Nurse
Practitioner wrote: (Resident #2) may return to
facility and resume previous orders. Place
Resident #2 away from (Resident #1) to prevent
further complaints since Resident #1 has been
known for the behavior displayed tonight.

In the nurse's notes dated 11/3/16, a third shift
nurse documented Resident #2 slept well this
shift with no complaints. It was reported when |
got here last night Resident #2 kept turning
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his/her call light on and shutting it off him/herself
as if he/she was testing it.

During an interview on 11/8/16 at 12:48 p.m.,
Resident #2 was asked how things were going.
Resident #2 reported there had been an incident
in the past when he/she was in bed and Resident
#1 came to his/her side of the room and grabbed
Resident #2. The Resident stated his/her pants
had been partially undone. When asked where
Resident #1 had grabbed him/her, Resident #2
demonstrated around his/her neck and groin.
When asked if Resident #1 had grabbed his/her
private/genital area, Resident #2 responded in the
affirmative. Resident #2 stated he/she pulled
his/her call light. Resident #1 had not done this
before.

During an interview on 11/8/16 at 12:24 p.m.,
Staff B stated when Resident #2 activated his/her
call light the night of 11/1/6, she immediately went
to his/her room. Staff B stated both privacy
curtains were pulled and she went toward the top
of the curtain on Resident #2's side of the room.
Staff B stated she observed Resident #2 in bed
with his/her pants partially down with crease of
buttocks visible, and Resident #1 with his/her
underwear pulled down, standing beside Resident
#2 making thrusting motions to Resident #2's
buttocks. Staff B reported she couldn't see
Resident #1's genitalia from that angle because
she was behind and to the left of Resident #1.
Staff B reported she immediately asked Resident
#1 what he/she was doing. Resident #2 did not
respond, so Staff B asked again. Resident #1
jumped and quickly replaced his/her clothing, put
his/her "privates" back into their underwear, then
attempted to exit Resident #2's side of the room.
Staff B asked the resident if he/she was ok and

F 223

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZJP711

Facility ID: 1A0838

If continuation sheet Page 3 of 12




PRINTED: 11/18/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165338 B. WING 11/09/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
960 4TH STREET NW
NORTHGATE CARE CENTER
WAUKON, IA 52172
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 223 | Continued From page 3 F 223

Resident #2 replied "yes" and handed her the call
light which he/she had pulled completely out of
the wall outlet.

During an interview on 11-08-16 at 11:12 a.m.,
Staff A reported during the overnight shift, staff
had always kept an eye on Resident #1 due to
his/her heterosexual tendencies. Resident #1
would visit the "snack bar" usually several times a
night, but at least once at midnight. Staff A stated
Resident #1 at times would expose him/herself,
but on the night of the incident there had been not
been behaviors reported to her.

Staff A stated about 11:45 p.m. on 11-01-16, the
call light in Resident #2's room was activated.
Staff A stated she had not known Resident #2 to
ever activate his/her call light, so she and Staff B
hurried to Resident #2's room. Staff A stated
Staff B came out of Resident #2's room very
upset and reported to her what she had
observed. Staff A stated she immediately
responded to Resident #2 to ensure his/her
safety. Staff A stated she asked Resident #2 if
he/she was okay. Resident #2 responded
affirmatively. Staff A stated she asked Resident
#2 if he/she liked what Resident #1 was doing,
Resident #2 responded negatively. Staff A asked
Resident #2 if he/she wanted Resident #1 to do
what he/she was doing and Resident #2
responded negatively. Finally, Staff A stated she
asked Resident #2 if Resident #1 had forced
him/her to do what Resident #1 wanted and
Resident #2 responded affirmatively.

During an interview with the Administrator on
11/8/16 at 10:00 a.m., she reported Resident #1
remained at the facility with 1:1 supervision after
the incident and continues to deny anything
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happened with his/her roommate. The
Administrator indicated Resident #1 denied
everything, even actions he/she was almost
caught in the act of doing. When asked, the
Administrator stated staff had not seen a change
in Resident #2 after the incident with Resident #1.
Resident #2 has always been a very private
person.

During an interview on 11/3/16 at 12:52 p.m., the
Director of Nursing (DON) reported Resident #2
was a very private person. She also reported
when Resident #2 activated his/her call light that
night, he/she had actually pulled the cord
completely out of the outlet in the wall. The DON
stated the facility is providing 1:1 supervision for
Resident #1 after the assault, and the plan is to
continue this level of supervision until they can
find alternate placement for him/her.

2) The Medication Review Report dated 11/3/16
revealed Resident #1 was admitted to the facility
on 11/20/12, and had diagnoses that included
diabetes, hallucinations, high risk heterosexual
behaviors, Parkinson's disease, and dementia
with behavior disorder.

According to the Minimum Data Set (MDS)
assessment form dated 8/10/16, Resident #1
experienced moderate cognitive decline and was
independent with transfers, ambulation (walking),
dressing, personal hygiene and toilet use. The
MDS documented Resident #1 required staff
assistance with bathing.

The facility's individual plan of care addressed
Resident #1 and his/her history of exhibiting
inappropriate sexual behavior toward staff and
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other residents. The plan of care documented
the resident had been placed on medication for
inappropriate sexual behavior and for delusions
and hallucinations. Staff were directed to
implement the following interventions:

* If staff suspect Resident #1 is exhibiting sexual
preoccupations or if Resident #1 misconstrues
the treatment plan, it is important that staff protect
themselves from Resident #1.

* Staff will be honest in setting limits and
boundaries by clarifying their roles. When dealing
with Resident #1's behaviors, honesty is the best
policy. Inform resident a relationship with him/her
would be illegal, unethical, and unprofessional
and would never be considered.

* Staff will set limits by telling Resident #1 the
consequences of his/her behavior. Staff will carry
out what they say the consequences will be.

* Staff will use a flat affect and firm matter-or-fact
tone of voice, labeling sexually

inappropriate behavior and directing Resident #1
to cease.

* Staff will immediately report Resident #1's
behavior and have it logged in Resident #1's
behavioral record/general medical notes if
Resident #1 continues to respond inappropriately.

* Staff will ensure that Resident #1 is at a safe
distance away from female residents. Staff
should intervene and redirect Resident #1 to
another area of the building if Resident #1 is
bothering female residents.

*The facility plan of care also addressed Resident
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#1, at times, liked to be naked in his/her room.
The plan of care directed staff to provide privacy
and pull the privacy curtain.

Additional interventions related to Resident #1's
behaviors directed staff to provide Resident #1 a
private place if staff found Resident #1 disrobing
or stimulating him/herself in a public area, and
staff will counsel the resident if he/she engages in
inappropriate behavior.

A Psychology Note dated 6/30/16 documented
staff reported Resident #1 had an increase in
impulsive behaviors including some of a sexual
nature.

The nurse's notes dated 7/1/16 documented
Resident #1 found roaming after dinner in the
dining room with his/her pants around their
ankles, exposing genitalia. Another resident told
Resident #1 to put their pants on. When asked,
the other resident denied it bothered him/her.
Staff pulled the resident's pants up and took the
resident to his/her room.

The nurse's notes dated 7/2/16 documented
Resident #1 asked a CNA, "What (do ) need to
do to get a boner around here?" CNA told the
resident the question was inappropriate and told
him/her not to ask those types of questions.

The nurse's notes dated 7/3/16 documented the
resident was in his/her room naked and exposing
themselves to the female residents across the
hall. Staff assisted the resident with dressing and
escorted the resident up the hall. The female
resident was very upset.

The Psychotropic Medication Assessment
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Progress Note dated 7/7/16 indicated Resident
#1 had many sexual behaviors this past month.
Behaviors included exposing his/her genitalia on
6/13, 6/24, 6/26, & 7/1. On 7/2, Resident #1 made
verbalizations which were sexual in nature.

The nurse's notes dated 7/30/16 documented
resident walking in hallway wearing t-shirt,
underwear and socks and found by staff in
another resident's room. Staff redirected the
resident back into his/her own room and the
resident got dressed and came to the dining
room. Staff told resident this behavior was
inappropriate.

An entry in the nurse's notes dated 8/4/16
documented the resident was found in another
resident's room with his/her pants down. The
female resident was in the room also. The
resident stated, "I'm on the wrong hall." Staff
redirected the resident back to his/her room and
informed him/her the behavior was inappropriate.

The Psychotropic Medication Assessment
Progress Note dated 8/10/16 indicated Resident
#1 showed an improvement in behaviors with one
incident of exposing him/herself and would
continue with the present medication regimen.
The medication was clinically appropriate to
decrease libido which could cause mental
distress to others and also used to decrease
hallucinations.

A Social Service Note dated 8/19/16 documented
staff gave Social Worker a note that reported the
resident continued to expose him/herself in
common areas. Resident denied he/she did this.
Social Worker told the resident he/she must be
fully dressed in common areas and if he/she is
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not fully dressed, he/she must be in their room or
bathroom with the privacy curtain pulled. The
resident continued to deny inappropriate
behavior.

A Psychology Note dated 8/24/16 documented
clinician discussed an incident with Resident #1
that occurred in the facility last week. The
resident denied remembering it. The clinician
documented she discussed Resident #1's
cognitive testing results with him/her, and the
likelihood that he/she couldn't remember; the
tests measured Resident #1's memory as
cognitively intact. The resident continued to deny
any event. The clinician stated if it happened
again, she would ask staff to take the resident
aside and ask him/her why he/she felt like
exposing him/herself. Resident #1 again denied
and stated that "would have been a horrible thing
but | do not remember doing it." Active listening
and rapport building provided. The clinician
documented the resident would be seen 1-2
times per week.

A Psychiatric Progress note completed by an MD
documented the resident still dropping their pants
in public. The resident is very sexually
inappropriate still and will try him/her on Trileptal
300 mg twice daily and recheck in two weeks.

Documentation in the nurse's notes dated 8/25/16
revealed Resident #1 met with the psychiatrist
who recommended adding Trileptal 300 mg
(milligrams) twice daily due to sexually
inappropriate behaviors. Documentation in the
nurse's notes also revealed the facility received a
fax back from the physician regarding resident's
sexually inappropriate behaviors. The faxed
contained an order that directed staff to
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administer Trileptal 300 mg twice daily.

The nurse's notes dated 8/29/16 documented the
resident remained on Trileptal as ordered, and
revealed he/she was found spying on his/her
roommate through the curtains. Staff redirected
the resident.

A Psychology Noted dated 9/21/16 documented
Resident #1 had issues taking medication as staff
found pills that he/she did not take and are taking
steps to monitor mediation more effectively.

The Psychotropic Medication Assessment
Progress Note dated 10/12/16 indicated Resident
#1 had no changes in medications or functional
changes in the past month. He/she remains on
Trileptal for high risk sexual behaviors. The
resident was overheard on 9/19/16 asking a
female resident if she "could take it all in?"

Documentation in the nurse's notes dated 11/1/16
at 11:45 p.m. staff observed Resident #1 sexually
assaulting his/her roommate. Staff intervened
and implemented one on one supervision.

Documentation in a follow up Psychiatric
Progress note dated 11/3/16 at 8:19 p.m.
revealed Resident #1 sexually assaulted another
resident. Resident #1 denied all the assault and
allegations.

During an interview attempted on 11/8/16 at 3:10
p.m. Resident #1 responded that he/she would
visit (talk), but Resident # 1 did not open his/her
eyes. In addition Resident #1's speech was
extremely slurred and difficult to understand.

Although Resident #2 did not express his/her fear
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and trauma as a result of the sexual assault,
interviews and review of the care plan reveal
he/she had always been a very private person
and a loner. When Resident #1 assaulted
him/her, Resident #2 pulled the call light
completely out of the wall outlet to get the staff to
come to his/her aid. Although the resident
expressed little to no emotion related to the
assault, he/she stated it was an awful thing that
happened. He/she was also observed by staff
turning his/her call light on and then off as if
testing it to see if it worked.

On 11/1/16, the facility abated the Immediate
Jeopardy when they implemented the following:

1. Both residents were immediately separated by
staff upon discovery of behavior.

2. Resident #1 was immediately taken to the
dining area and placed on 1:1 supervision

with assigned staff person. Staff removed his/her
possessions from the room and the items were
placed in a private room at the end of a different
hallway. He/she remained and will remain on 1:1
supervision until alternate placement is obtained.
3. Nursing assessment was completed and
emotional support given to Resident #2
immediately following incident.

4. Social Worker began seeking alternate
placement for Resident #1 on 11/1/16 and facility
will continue to do so until alternate placement is
obtained.

5. Resident #2 was placed on 15 minute checks
by staff on 11/1/16 following the incident until
transferred to emergency room.

6. Law enforcement was notified immediately
and they initiated an investigation upon
notification.

7. On call physician and responsible parties for
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both residents were notified on 11/1/16.

8. Resident #2 was transported to local
emergency room upon direction of law
enforcement on 11/1/16.

9. Resident #2 will be seen daily by social
worker. Frequency will decrease based on
resident's needs. Crisis intervention services will
be obtained for resident as available/appropriate.
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