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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, facility documentation, policy review, and the State's Agency (SA) 
complaint tracking system, the facility failed to protect two residents (#3 and #9) right to be free from sexual 
abuse by other residents (#4 and #10). The deficient practice could result in residents being at risk for further 
abuse.Based on clinical record review, staff interviews, facility documentation, policy review, and the State's 
Agency (SA) complaint tracking system, the facility failed to protect two residents (#3 and #9) right to be free 
from sexual abuse by other residents (#4 and #10). The deficient practice could result in residents being at 
risk for further abuse.Findings include:-Regarding Resident #9 (Alleged Victim):Review of Resident #9's care 
plan initiated on October 25, 2018 revealed resident has impaired cognitive function related to dementia and 
memory loss.Resident #9 was admitted to the facility on [DATE] with a diagnosis that included Hypertension, 
Diabetes mellitus (DM), Arthritis, Non-Alzheimer's Dementia, Depression, and Schizophrenia.Review of 
Minimum Data Set (MDS) annual assessment dated [DATE] revealed a Brief Interview for Mental Status 
(BIMS) score of 8.0, moderately impaired and rejection of care, wandering and behavioral symptoms were 
not exhibited.Review of the Interdisciplinary Team (IDT) progress notes dated July 20, 2023 revealed 
resident was interviewed regarding a resident to resident contact. Resident reported that she felt safe in the 
facility, that no one touched her and that she would report it if something did happen. Resident was being 
monitored for her psychosocial well-being.Review of another MDS for significant change dated August 1, 
2023 revealed a BIMS score of 5.0, severe impairment and behavioral symptoms not exhibited.-Regarding 
Resident #10 (Alleged Perpetrator):Resident #10 was admitted on [DATE] with a diagnosis that included 
diabetes mellitus (DM), hypertension and cerebrovascular accident (CVA).Review of admission MDS 
assessment dated [DATE] revealed a BIMs score of 7.0, severe impairment, and resident exhibited physical 
behavioral symptoms directed towards others (e.g., hitting, kicking, pushing, scratching, grabbing, abusing 
others sexually).Review of care plan initiated on June 23, 2023 revealed a potential for a behavior problem 
related to cognitive decline. The interventions included to anticipate and meet needs, approach in a calm 
manner, and document behaviors and resident response to interventions.Review of nursing progress notes 
dated July 20, 2023 revealed the resident was seen touching another resident around the waistband. The 
residents were immediately separated, assessed, questioned, and educated. The provider and 
representative were notified. Resident #10 was placed on a one on one supervision, psych referral sent, and 
resident placed on change of condition monitoring.Review of another care plan initiated on July 20, 2023 
revealed a potential to demonstrate inappropriate behaviors. The interventions dated July 20, 2023 included 
one on one staff observation, psych to evaluate and treat, and educating resident regarding being 
appropriate with others.Review of progress note dated July 21, 2023 revealed resident is on change of 
condition monitoring for inappropriate behaviors.On July 21, 2023, review of record revealed that Resident 
#10 was discharged to another facility.Review of facility's 5-day investigation report revealed that an 
interview was conducted with a certified nursing assistant (CNA/Staff #901). Staff #901 reported that she 
walked into the dining room where Resident #9 and Resident #10 were sitting in their wheelchair directly in 
front of each other. Staff stated that she thought she saw Resident #10's hands on Resident #9's lap and 
around her waistband. Staff #901 reported that while she was walking in, she observed Resident #9 pushed 
Resident #10's hand away and began to propel herself towards her lunch table. Staff #901 ensured the 
residents were safe and separated and she went to get help. The facility investigation concluded that abuse 
did not occur.-Regarding Resident #3 (Alleged Victim):Resident #3 was admitted to the facility on [DATE] 
with a diagnosis that included Hypertension, Urinary tract infection (UTI), Diabetes mellitus (DM), 
Non-Alzheimer's Dementia, Seizure disorder, and Depression.Review of significant change in status MDS 
assessment dated [DATE] revealed a BIMS score of 8.0, moderately impaired.Review of care plan initiated 
on April 30, 2024 revealed resident has an alteration in neurological status related to history of subarachnoid 
hemorrhage. The interventions included cueing and reorientation as needed.Another care plan initiated on 
April 24, 2024 revealed resident was at risk for impaired cognitive function/dementia or impaired thought 
processes related to unspecified dementia, and at risk for communication problem related to expressive 
aphasia.Review of nursing progress notes dated June 14, 2024 at 18:32 PM revealed Resident #3 was 
observed in a male resident's room. Resident was taken out of the room and brought back to her own room. 
Resident #3 was placed on a 15-minute checks. A skin check was completed and found no bruising, 
redness, swelling, discoloration, fluids or blood noted. The law enforcement was notified. Resident #3's 
emergency contacts were notified. And, Resident #3 was placed on psychosocial monitoring.Review of 
record, Skin Evaluation, dated June 14, 2024 revealed Resident's skin was intact, no redness, bruising, 
discoloration, swelling, abrasions, or skin tears noted. Resident's brief was clean and dry at time of 
assessment.Review of physician's progress notes dated June 14, 2024 revealed the provider was contacted 
by staff after Resident #3 was found in a male resident's room, both with pants down. Staff were unable to 
see if there was any penetration. The male resident initially denied that they were having sex at the time, but 
later reportedly stated that they have had sex before. The male resident also stated to staff that they were in 
a relationship. The staff notified the police and sexual crisis team. Furthermore, the progress note revealed 
that Resident #3 reported that she feels safe in the facility with staff, she is not the male resident's girlfriend, 
she did not want to have physical contact with the resident, however per staff camera review, Resident #3 
independently wheeled herself from the cafeteria directly to the male resident's room. Resident #3 was 
unable to describe what happened in her own words. The progress note revealed that Resident #3 states 
yes when asked if she was in the male resident's room with her pants down. She endorses feeling scared 
while in his room. She agrees that she would like the male resident to stay away from her. According to the 
progress note, Resident #3 has the inability to properly weigh or retain information to make decisions and to 
verbally communicate said decisions. The situation has been confuted by the fact that it seems she sought 
out the male patient. After the incident, the staff have initiated a one on one on the male resident and a 
15-minute checks on Resident #3.On June 15, 2024, a care plan for potential for a behavior problem related 
to poor impulse control, aphasia, seeks physical attention, resists care, history of striking out at caregivers 
and refusing medications was initiated. The interventions included 30-mimute checks, administer 
medications as ordered and monitor document for side effects and effectiveness, anticipate and meet 
resident's needs, caregivers to provide opportunity for positive interaction, attention, stop and talk with 
resident as passing by, document behaviors and resident response to interventions, discuss behavior, 
explain/reinforce why behavior is inappropriate, intervene as necessary to protect the rights and safety of 
others, remove from situation and take to alternate location as needed, and monitor behavior episodes and 
attempt to determine underlying cause.Another review of physician's progress note dated June 18, 2024 
revealed that the provider was informed about the event. He was informed about a resident wheeled herself 
into a male resident's room. The female resident was found standing with another male resident and their 
pants were down but it looked like they were trying to engage in a sexual intercourse but there was no 
penetration as per staff. Staff immediately intervened and appropriate actions have been taken including 
wheeling Resident #3 out of the male patient's room, calling the sexual crisis team, police etc. The provider 
met with Resident #3 in her room. Resident #3 was pleasant, not in any distress. Resident does not seem to 
be any more confused than her baseline. Provider notes revealed that Resident #3 was being followed by 
psych. It is really hard to assess her capacity because she does seem to have capacity when it comes to 
basic necessities like food, showers and other basic necessities but the provider doubt she has the capacity 
to understand or analyze any complex situations.Another review of record, Skin Evaluation, dated June 18, 
2024 revealed Resident's has no new skin issues, skin is clean dry and intact.Review of quarterly MDS 
assessment dated [DATE] revealed a BIMS score of 4.0, severely impaired.Resident #3 was discharged out 
of the facility on August 22, 2024.-Regarding Resident #4 (Alleged Perpetrator):Resident #4 was admitted to 
the facility on [DATE] with a diagnosis that included Anxiety disorder, Depression, Schizophrenia, and Post 
Traumatic Stress Disorder (PTSD).Review of admission note dated March 7, 2024 revealed that Resident 
arrived to the facility, resident was able to stand and walk with walker and rolled in bed for skin assessment. 
Resident was alert and oriented times four, able to make his own needs.Review of the IDT progress note 
dated March 12, 2024 revealed that Resident follows staff members throughout the facility calling them terms 
outside of their name and potential to make accusatory statements. Staff initiated cares and pairs with a 
psych referral sent.Review of physician progress note dated March 13, 2024 revealed Since admission to the 
facility, has been noted to be verbally aggressive toward staff and sexually inappropriate. Staff reported 
resident was asking staff to sit on my lap and called a staff a fat ass. Staff additionally report he has a strong 
need to feel respected by others.Review of admission MDS assessment dated [DATE] revealed a BIMs 
score of 14.0, cognitively intact. Resident exhibited verbal behavioral symptoms directed towards 
othersReview of progress notes dated June 14, 2024 revealed that the resident was observed in his room 
with a female resident. The female resident was removed from the room. Resident #4 was placed on a one 
on one. The law enforcement was notified. Resident #4 did not want anyone notified. Resident will be 
monitored for psychosocial well-being.Review of progress note dated June 16, 2024 revealed resident is on 
change of condition monitoring and on a one on one with staff.Review of another nursing progress note 
dated June 17, 2024 revealed Resident inquired why there was an investigation going on and why he was 
not allowed to be around the other female resident.On June 18, 2024, review of nursing discharge summary 
progress note revealed resident was discharged to an assisted living.Review of the facility's 5-day 
investigation report dated June 21, 2024 revealed Resident #3 and Resident #4 were interviewed 
immediately following the incident on June 14, 2024. The investigation report revealed during an interview 
with Resident #3, Resident #3 denied having a relationship with Resident #4. Resident #3 reported nothing 
physical happened, she does not want Resident #4 touching her, she did not try and stop Resident #4, she 
was not scared during the interaction, she noted yes to feeling safe now and wants to remain in the facility, 
she does not want Resident #4 to get in trouble or to be punished, she knows what sex is , she denied 
penetration, she denied having her clothes off, she denied touching Resident #4, she denied spending time 
with Resident #4, she denied having been in Resident#4's room before, she smiled when asked if she was 
Resident #4's girlfriend, she denied being assaulted or raped, and she denied feeling scared to see or 
interact with Resident #4 again. The investigation report also revealed that Resident #3's affect was calm, 
smiling and happy. On the other hand, the investigation report revealed during an interview with Resident #4, 
Resident #4 reported that Resident #3 and him had been in the television room around 9:00 or 10:00 AM 
watching television, coloring and hugging each other. Resident #4 reported that later during the day, 
Resident #3 came to his room and Resident #3 grabbed his hand. Resident #4 also reported that they were 
watching television, necking, petting and kissing. Resident #4 reported that a CNA entered his room to 
deliver his dinner tray. Resident #4 reported that Resident #3 had pulled her own pants down. Resident #4 
reported that it was the first time Resident #3 came to his room and that they did not have intercourse, and 
that their interaction was consensual. Resident #4 reported that Resident #3 can speak in sentences.Further 
review of facility's 5-day investigation report dated June 21, 2024 revealed an interview was conducted with 
a certified nursing assistant (CNA/Staff #700). Staff #700 reported that around 17:45-17:50 PM, while she 
was passing trays in one of the hallways and knocked on Resident #4's door, she heard Resident #4 say 
hold on. Staff #700 pushed the curtain just a little to set Resident #4's dinner tray down. Staff #700 reported 
that she noticed Resident #3 standing facing the wall and Resident #4 was behind Resident #3 with his pants 
down. Staff #700 saw Resident #4 doing a rocking motion but could not see where his penis was and when 
Resident #4 noticed Staff #700, Resident #4 pulled his pants up. Staff #700 called Staff #41, who was just 
outside the room to stand there while Staff #700 will get the nurse. Staff #700 reported that Resident #3 was 
safe when Staff #700 left Resident #3 in Resident #4's room. In addition, the facility's 5-day investigation 
report revealed an interview was conducted with another CNA/Staff #41 who reported that she saw Resident 
#3 standing by the bed and Resident #4 was next to her. Staff #41 waited until the nurse came. In addition, 
the facility 5-day investigation report revealed an interview was conducted with a Registered Nurse (RN/Staff 
#800). Staff #800 reported that when Staff #800 arrived in Resident #4's room, another nurse was already in 
Resident's #4's room. Staff #800 saw Resident #4 sitting in his wheelchair while Resident #3 was on the bed 
with her pants and briefs by her knees. Furthermore, another RN was interviewed during the facility's 
investigation and revealed that RN/Staff #900 reported that Staff #700 came to the desk and notified the 
nurse to go to Resident #4's room. Staff #900 reported that upon entering Resident #4's room, Staff #900 
reported that he saw Resident #3 sitting on the edge of the bed with her brief down and Resident #4 was in 
his wheelchair. Staff #900 place a call to the administrator and left a message and then he called 911. After 
review of the facility's investigation report, the facility concluded that no abuse occurred.On July 16, 2025 at 
09:10 AM, a call was placed to Staff #700 for an interview. Surveyor left a voice message.An interview was 
conducted on July 16, 2025 at 09:43 AM with CNA/Staff #41 in the conference room. Staff #41 stated that 
she works from 06:00 AM to 06:00 PM. When she comes to work, she will first check her assignment, she 
signs her initials in the assignment book so the staff knows that she is in the facility, she will then get report 
from the night shift CNA, then she will start getting her residents' vital signs, check everybody, pass ice 
water, get her residents up, and dress them up for breakfast which starts at 07:00 AM in the dining room. Her 
responsibility also includes cleaning her residents' rooms, changing their bed linens, and taking care of trash 
in their room. Regarding abuse, Staff #41 stated that abuse can be verbal, hitting is abuse, and if she 
witnessed an abuse, she reports it immediately to the administrator and her nurses because it has to be 
reported and she will not let abuse happen to somebody. Furthermore, Staff #41 stated that abuse is also 
touching someone inappropriately like trying to have sex. Staff #41 stated that there was one time, it 
happened a year ago in one of the halls, there was a female resident and Staff #41 forgot the male resident's 
name. She stated that she saw a CNA coming from the room while she was walking toward the room, and 
the CNA told her to stay with them by the door and watch them because the CNA stated that they were trying 
to do something. Staff #41 stated that she saw Resident #3 sitting in the male resident's bed, Resident #3's 
pants was above her thigh like she was trying to pull it up and the male resident was so mad because Staff 
#700 came in his room. Staff #41 saw the male resident in his wheelchair and the male resident asked her 
why she was standing there. Staff #41 stated that Resident #3 was laughing while sitting in the bed. 
Furthermore, Staff #41 stated that a male nurse came, the nurse still works at the facility, the nurse reported 
the incident and then the police came in the male resident's room on the same day. During the interview with 
Staff #41, she stated that she will report any abuse right away. Staff #41 also stated that she thinks that the 
residents were trying to have sex. Staff #41 stated that she took care of Resident #3 in the past and stated 
that Resident #3 was always in her wheelchair, Resident #3 requires total care, Resident #3 can't talk 
because sometimes Staff #41 tries talking to Resident #3 and she does not understand Resident #3. Staff 
#41 thinks that Resident #3 knows where she is at sometimes.A phone interview was conducted on July 16, 
2025 at 10:22 AM with a Licensed Practical Nurse (LPN/Staff #105). Staff #105 stated that abuse is a 
violation of patient's rights, abuse can be sexual, financial, physical, and seclusion. Staff #105 stated that his 
responsibility when he witnessed an abuse is to separate the victim, separate as soon as he witnessed a 
physical contact or something that could lead to a physical contact which includes shouting, to prevent and 
deescalate the situation. Staff #105 stated that last year, a resident was found in a room, sexual abuse, he 
was the nurse of the male resident, the male resident was alert and oriented and was independent 
somehow. Staff #105 stated that the male resident was in bed 2, a CNA was passing meal trays, the door 
was closed, the CNA pulled the privacy curtain and found a female resident in the male resident's private 
space, the CNA saw two residents a male and a female, and the situation was awkward. Staff #105 stated 
that the female resident was known to wonder, the female resident could not make decision on her own, and 
the female resident was friendly and smiling. Staff #105 stated that after being informed of the incident, he 
rushed in his male resident's room, and when he arrived in the resident's room, he found a female resident 
leaning on the bed, her pants down, her face down on the bed, and the male resident was trying to adjust by 
pulling his pants. Staff #105 stated that Resident #4 stated to the staff to get out of his room, it was a private 
matter, the female resident was his girlfriend, and it was consensual. Staff #105 stated that as far as he 
knows, the female resident cannot give consent mentally based on her mental fit such as engaging in that 
kind of space. Staff #105 stated that her Power of Attorney (POA) was making all the decisions for her. Staff 
#105 stated that he informed the female resident that the room she was in was not her room. Staff #105 
stated that the management was made aware of the incident, and the police came. In addition, Staff #105 
stated that he remembered that as soon as he walked in the male resident's room, the male resident was 
trying to pull his pants, he became hostile, and Staff #105 asked the CNA to help the female resident get 
dress because the female resident was undress, her pants and briefs were down because the female 
resident was leaning towards the bed. Staff #105 stated that the female resident back was facing Staff #105. 
Furthermore, Staff #105 stated that the female resident needs assistance with mobility and cannot stand on 
her own and Staff #105 stated that he does not know why the female resident was leaning on the bed and 
the female resident's wheelchair was next to the bed. Staff #105 stated that the male resident refused a one 
on one with staff. The female resident was given a one on one with staff. And after the incident, the male 
resident was looking for the female resident. In the dining room, the male resident was heard saying hey 
baby come here, blowing kisses to the female resident, and that was why the male resident was assigned 
one on one. The male resident was eventually discharged out of the facility.An interview was conducted on 
July 16, 2025 at 11:26 AM with RN/Staff #900 in the conference room. Staff # 900 stated that his abuse 
training is done annually online and annually in person such as during in services. He stated that abuse is for 
instance a person was pushed, or was left in a chair. He stated that he remembered an incident but cannot 
give specifics. Staff #900 stated that the incident happened in one of the halls where one of the residents 
went in the wrong room. Staff #900 stated that a CNA came and got him and asked his help. Staff #900 
stated that another nurse was at the room already when he arrived in the resident's room. Staff #900 stated 
that one female resident was sitting at the bed with her briefs at her knees as if one would go use a 
commode. He described the situation further as the female resident's briefs were across her thighs, one 
male resident sitting at the wheelchair, Staff #900 then contacted the executive director/Staff #16 about 
something going on inappropriately, the other nurse in the room asked him to call the police, but instead he 
called 911 to report about a sexual in nature situation going on.An interview was conducted on July 16, 2025 
at 11:48 AM with the Director of Nursing (DON/Staff #70) in the conference room. The DON stated that 
abuse training is done upon hire, annually, and they have a lot of abuse training throughout the year. She 
stated that they discuss types of abuse, and suspected abuse is reported immediately to the abuse 
coordinator, DON, so residents can remain safe immediately. The DON stated that abuse can be sexual, 
verbal, and involuntary seclusion. She stated that sexual abuse is when somebody does not want to be 
touch, touching in sexual manner that is not wanted, if a resident does not want to be touch and then touch is 
sexual abuse. The DON stated that she submitted a sexual abuse 5-day investigation report regarding 
Resident #3 and Resident #4, she has to go back to check her email, and stated that she finds it odd that a 
State surveyor was asking a confirmation email regarding submission date of the report. The DON stated 
that she wrote the report and her conclusion involving Resident #3 and Resident #4 investigation was that no 
abuse occurred. Furthermore, the DON stated that it appeared that the residents being investigated were in 
the room together, appears that their pants were down, did not appear any intercourse took place, their staff 
responded immediately, and both residents denied any intercourse happened. The DON stated that Resident 
#3 was very complex, has expressive aphasia, sometimes Resident #3 can communicate better than others, 
Resident #3 knew where the DON office was located, Resident #3 knew her friends, Resident #3 has 
pseudobulbar which the DON explained and gave an example such as when laughing their sad and crying 
their happy. The DON stated that there was no psychosocial effect on both residents after the incident, and 
the residents were followed up every day by monitoring any change of condition. In addition, the DON stated 
that in the residents' progress notes has both residents were disappointed that they were separated. The 
DON stated that Resident #4 was placed on a one on one with staff, and even after Resident #4 was 
discharged , Resident #3 was visiting her office.On July 16, 2025 at 01:36 PM, a second phone call was 
placed to Staff #700 for an interview. There was no return call.An interview was conducted on July 17, 2025 
at 11:49 AM with the administrator/Staff #16 in his office. The administrator stated that cameras are placed in 
common areas and outside. The camera records short amount of time but it deletes and it does not get 
saved. The cameras are based on movements. The administrator stated that there would be no footage to 
review for instance a last month's footage.An interview was conducted on July 18, 2025 at 10:34 AM with a 
CNA/Staff #124. Staff #124 stated that she works day shift from 6 AM to 6 PM. Regarding call lights, she 
answers calls that are flashing on top of the door, she does her every 2-hour rounds to check on her 
residents and sometimes a little bit earlier to see if her residents were okay. She stated that if she observes a 
resident going to another resident's room, she will talk to the resident, she will assist the residents to where 
they will go. When residents are in dining room, Staff #124 stated that there is two CNAs in the dining room, 
residents are never left alone, one CNA always stays while the other CNA takes the other residents back to 
their room, and there is always staff in the dining room. Regarding reporting abuse, she will call the 
administrator and report what she saw. For instance, if she witnessed a resident touching another resident 
inappropriately such as touching the boobs, thighs and legs and even grabbing, she will separate the 
residents because she considers it sexual abuse. Another instance is, if she finds a female resident in a male 
resident's room, she will separate the residents right away, she would take the female resident out of the 
room because there is another male resident in that room and she would not leave her in that room, and she 
will notify her nurse using her radio and also, she will notify the administrator which is the abuse coordinator. 
Staff #124 stated that if anything happened, the abuse coordinator will look at the camera footage in the 
hallway. Furthermore, Staff #124 stated that hitting someone's head and hands is a form of abuse, its 
physical abuse, and throwing items at resident is abuse, spitting is abuse, and grabbing a resident's private 
area is sexual abuse.On July 18, 2025 at 11:33 AM, Resident #9 was observed in her room sleeping.A follow 
up interview was conducted on July 18, 2025 at 11:39 AM with the DON in the conference room regarding 
Resident #3 and Resident #4. The DON stated that while looking at the provider's progress note dated June 
18, 2024, the progress note revealed that there was no penetration as per staff, and when the staff entered 
the room the staff stated that they did not see any penetration, no erection and that is what the report 
revealed. Regarding camera footage review of the incident, the DON stated that Resident #3 entered 
Resident #4's room after coming from the dining room, and that she will check her notes regarding the 
camera footage time. In addition, the DON stated that if resident was assessed for behavioral symptoms on 
admission such as grabbing, kicking, the staff will create a baseline care plan, and the assessment of the 
resident is ongoing. After a week or so, if the behavior symptoms are exhibited towards staff, the staff might 
implement a case by case basis such as cares and pairs, and or get psych involved. The interventions such 
as cares and pairs and psych involvement will be documented in the care plan and progress notes. At 12:48 
PM, regarding the allegation of abuse with Resident #3, the DON came back to the conference room and 
stated that she cannot find the exact time of the camera footage and she stated that it was just after dinner 
from the dining room.On July 18, 2025 at 3:02 PM, received the contact information from the 
administrator/Staff #16 for CNA/Staff #901. A call was placed to Staff #901 and was unable to make contact.
A review of facility's policy titled, Abuse: Prevention of and Prohibition Against, with a revision/reviewed date 
of September 2024 revealed that it is the facility's policy that each resident has the right to be free from 
verbal, sexual, physical, and mental abuse.
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