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safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure one of four sampled residents (Resident 1) was free 
from sexual abuse (non-consensual sexual contact of any type or sexual harassment) from Resident 2 who 
had a history of inappropriate sexual behavior of walking around the facility with his genitals (sexual organs) 
out and masturbating (stimulate own genitals for sexual pleasure) excessively (extremely) while residing in 
the facility. On 9/6/2025 at approximately 3:55 AM to 4 AM, Certified Nursing Assistant 1 (CNA1) heard 
grunting (mumbling)/moaning from Resident 1's room (who was nonverbal). CNA1 observed Resident 2 on 
top of Resident 1 who was in a supine (lying face up) position between Resident 1's legs naked from the 
waist down on Resident 1's bed. Licensed Vocational Nurse (LVN1 who came into Resident 1's room after 
CNA1 screamed for help) noticed Resident 2 pulling his pants up walking away from Resident 1. Resident 1 
was unable to verbalize the incident. The facility called 911 (emergency phone number) and sent Resident 1 
to the General Acute Care Hospital 2 (GACH2) for a trauma evaluation (assessing the immediate physical 
injuries). GACH2 admitted Resident 1 for an evaluation on sexual assault (nonconsensual sexual act). This 
failure resulted in Resident 1 to experience sexual abuse from Resident 2 under the care of the facility and 
resulted in Resident 1 to be admitted to GACH2 for an evaluation on sexual assault. On 9/9/2025 at 2:21PM, 
the Department called an Immediate Jeopardy Situation (IJ, a situation in which the provider's 
non-compliance with one or more requirements of participation has caused, or likely to cause, serious injury, 
harm impairment, or death to a patient) in the presence of the facility's Administrator (ADM) and the Director 
of Nursing (DON) related to the failure to protect Resident 1 from sexual abuse from Resident 2 for allowing 
inappropriate sexual behavior of walking around the facility with his genitals out and masturbating 
excessively while residing in the facility. This placed Resident 1 and other potential unidentified residents in 
the facility at risk for sexual abuse. On 9/12/2025 at 2:44 PM, the Department removed the IJ situation while 
onsite in the presence of the ADM and DON after the surveyor verified the facility's implementation of the IJ 
removal plan (includes all actions the agency has taken or will take to immediately address the 
noncompliance that resulted in or made serious injury, serious harm, serious impairment, or death likely) 
through observation, interview, and record review, which included:� -On 9/6/2025, the facility staff 
(unidentified) separated Resident 2 from Resident 1 and placed Resident 1 on a one-to-one supervision 
(where a single staff member is assigned to directly supervise no more than one individual). -On 9/6/2025 at 
4:30 AM, the facility transferred Resident 1 to GACH2 via emergency services for immediate trauma 
evaluation. -On 9/6/2025 at 12:33PM, the facility transferred Resident 2 to GACH3 for an evaluation of 
inappropriate sexual behavior. -On 9/7/2025 at 12:12AM, the facility readmitted Resident 2 from GACH3 and 
provided one-to-one supervision. -On 9/8/2025 at 12:24 AM, the facility transferred Resident 2 to GACH4 via 
5150 (involuntary 72-hour psychiatric [relating to mental illness or its treatment] hold) due to inappropriate 
sexual behavior. -On 9/9/2025 the Director of Clinical and Regional Director of Operations provided training 
on abuse prevention education to the ADM, the DON, to all the department heads, and staff. -On 9/10/2025, 
the facility conducted a wide safety check for all 80 in-house residents to ask for any exposure and physical 
advances or touching by Resident 2. -On 9/11/2025, the licensed nurses (unidentified) checked seven 
nonverbal residents for any signs of skin discoloration to the genital areas. Findings: 1.During a review of 
Resident 1's admission Record, the admission record indicated the facility admitted the resident 1 on 
5/27/2025 with diagnoses including generalized muscle weakness (a widespread loss of muscle strength that 
affects multiple muscle groups throughout the body), anxiety (excessive worry, fear, and nervousness), and 
developmental disorders of speech and language (difficulties in learning, understanding, and using spoken 
words). During a review of Resident 1's History and Physical (H&P) dated 6/9/2025, the H&P indicated 
Resident 1 did not have capacity to understand and make decisions. During a review of Resident 1's 
Minimum Data Set (MDS, a resident assessment tool), dated 8/29/2025, the MDS indicated Resident 1's 
cognition (the process of acquiring knowledge and understanding through thought, experience, and the 
senses) was severely impaired (reduced). The MDS indicated Resident 1 had unclear speech (slurred or 
mumbled words) and was rarely/never understood. The MDS indicated Resident 1 was dependent (helper 
does all the effort) with eating, personal hygiene (practices and habits that maintain cleanliness and health of 
the body) oral(mouth) hygiene, showering/bathing, dressing, and toilet use. The MDS indicated Resident 1 
was dependent on staff to go from sitting to lying position and from lying position to a sitting position on the 
side of the bed. During a review of Resident 1's Progress Notes dated 9/6/2025 at 3:55 to 4AM, indicated the 
CNA (CNA1) heard grunting/moaning from Resident 1's room. The Progress Notes indicated Resident 1 was 
nonverbal. The Progress Notes indicated the CNA (CNA1) went to Resident 1's room and the CNA (CNA1) 
observed Resident 2 on top of Resident 1who was in a supine (lying face up) position naked from the waist 
down, and the hospital gown pulled up. The Progress Notes indicated the CNA (CNA1) yelled for help and 
the Charge Nurse (LVN1) noticed Resident 2 pulling his pants up walking away from Resident 1. The 
Progress Notes indicated Resident 1 was unable to verbalize the incident. The Progress Notes indicated the 
facility called 911 at 4:13AM. The Progress Notes indicated Resident 1's medical doctor ordered at 5:41AM 
to transfer Resident 1 to the hospital for trauma evaluation. During a review of Resident 1's GACH2 
Emergency Department (ED) record dated 9/6/2025 at 11:32 AM, the ED record indicated Resident 1 arrived 
from the facility to GACH2 for complaints of sexual assault at 3:55AM that was witnessed by a CNA 
(unidentified). The GACH2 record indicated the Emergency Medical Services (EMS, emergency medical 
personnel who respond to emergency situations) reported that another resident (unidentified) was apparently 
on top of Resident 1 with no pants on. The GACH record indicated the GACH admitted Resident 1 for further 
evaluation. 2. During a review of Resident 2's GACH1 Progress Notes dated 7/23/2025 (prior to admission), 
the GACH1 record indicated Resident 2 had a history of psychoses (a severe mental condition in which 
thought, and emotions are so affected that contact is lost with reality) and hypersexuality (compulsive 
[uncontrollable] sexual behavior). During a review of Resident 2's GACH1 Consultation Notes dated 
8/19/2025, the GACH1 record indicated Resident 2 was positive (showed action) for masturbating and 
disrobing (removing clothes) at Resident 2's nursing home facility (different facility) with sexual aggression 
towards his roommate. During a review of Resident 2's admission Record, the admission Record indicated 
the facility admitted Resident 2 on 8/22/2025 with diagnoses including other psychotic disorder (severe 
mental illness where the individual's thoughts and perceptions are so out of sync with those around them that 
they have trouble functioning in daily life) not due to a substance or known physiological condition (how the 
body functions at any given moment) unspecified severity, with other behavioral disturbance (a consistent 
pattern of problematic, disruptive, or unhealthy behaviors that interfere with a person's ability to function 
normally in daily life, affecting their self-control and respect for rules and the rights of others). During a review 
of Resident 2's H&P dated 8/23/2025, the H&P indicated Resident 2 had hypersexual behavior. During a 
review of Resident 2's Order Summary Report dated 8/25/2025, the Order Summary Report indicated 
Resident 2 had an order for Haloperidol (medication used for behavioral issues) manifested(shown) by 
inappropriate sexual behavior, walking around with penis out and masturbating excessively. During a review 
of Resident 2's MDS, dated [DATE], the MDS indicated Resident 2 was able to walk without assistance. 
During a review of Resident 2's Progress Notes dated 8/25/2025 at 11:17 AM, the Progress Notes indicated 
Resident 2 had inappropriate sexual behavior and was walking around the facility with his penis out and 
masturbating excessively. During a review of Resident 2's Care Plan Report dated 8/25/2025, the Care Plan 
Report indicated Resident 2 had a potential for behavior disturbance related to psychosis manifested by 
inappropriate sexual behavior, walking around with his penis out and masturbating excessively. The Care 
Plan Report indicated the nursing intervention was to intervene as needed to protect the rights and safety of 
others. During a review of Resident 2's Medication Administration Record (MAR) dated September 2025, the 
MAR indicated Resident 2 had inappropriate sexual behavior, walking around with his penis out and 
masturbating excessively on the following dates: -On 9/2/2025 during the 11PM to 7AM shift. -On 9/3/2025 
during the 11PM to 7AM shift. -On 9/4/2025 during the 7AM-3PM shift and the 3-11PM shift. -On 9/5/2025 
during the 11PM-7AM shift. -On 9/6/2025 during the 7AM-3PM shift, and the 11PM-7AM shift. -On 9/7/2025 
7during the 7AM-3PM shift and on 3PM-11PM shift. -On 9/8/2025 during the 7AM-3PM shift. During a review 
of Resident 2's The Nursing Progress Notes dated 9/6/2025 at 8:20AM, The Nursing Progress Note 
indicated at 3:55 AM to 4AM the CNA (CNA1) heard grunting/moaning from Resident 1's room. The Nursing 
Progress Notes indicated the CNA (CNA1) went to Resident 1's room and CNA1 observed Resident 2 on top 
of Resident 1 naked, and the CNA (CNA1) yelled for help. The Progress Notes indicated that the Charge 
Nurse (LVN1) noticed Resident 2 pulling his pants up walking away from Resident 1. During a review of 
Resident 2's Application for up to 72-hour Assessment, Evaluation, and Crisis Intervention or Placement for 
Evaluation and Treatment (5150 form) dated 9/7/2025, the 5150-form indicated Resident 2 was a danger to 
others and at risk for hurting someone (unidentified) sexually and required further evaluation. During an 
interview on 9/8/2025 at 2:02 PM, with CNA1, CNA1 stated that on 9/6/2025 between 3:55AM to 4AM she 
(CNA1) heard commotion coming out of Resident 1's room. CNA1 stated she (CNA1) saw Resident 2 naked 
on top of Resident 1's bed in between Resident 1's legs. CNA1 stated Resident 1 was naked from the waist 
down and Resident 1's legs were open. During an interview and record review on 9/9/2025 at 8:18 AM, with 
Registered Nurse Supervisor (RNS), Resident 2's Care Plan Report initiated on 8/25/2025 was reviewed. 
RNS stated the Care Plan Report indicated Resident 2 had a behavior of inappropriate sexual behavior, 
walking around with his penis out and masturbating excessively. RNS stated the interventions were to 
intervene as needed to protect the rights and safety of others. The RNS stated the facility did not follow the 
care plan. The RNS stated the incident between Resident 1 and Resident 2 could have been prevented. The 
RNS stated Resident 2 should have been closely monitored. During an interview and record review on 
9/9/2025, at 8:42 AM with LVN3, Resident 2's MAR dated September 2025 was reviewed. LVN3 stated the 
MAR indicated Resident 2 had inappropriate sexual behavior of walking around with penis out and 
masturbating on the following dates: on 9/2/2025 during the 11PM-7AM shift, on 9/3/2025 11PM to 7AM 
shift, on 9/4/2025 during the 7AM-3PM and the 3PM-11PM shifts, on 9/5/2025 during the 11PM-7AM, and on 
9/6/2025 during the 11PM-7AM. During an interview on 9/9/2025 at 9:44 AM, with LVN2, LVN2 stated she 
(LVN2) saw Resident 2 masturbating inside his room in his bed on 9/4/2025 (time unidentified) during the 7-3 
pm shift with the privacy curtains open. During an interview and a record review of Resident 2's medical chart 
(in general) on 9/9/2025 at 10:07AM, with the Social Services Director (SSD), the SSD stated the facility did 
not conduct an interdisciplinary team meeting (IDT, a collaborative group of diverse health care professionals 
from different fields who work together) to address Resident 2's inappropriate sexual behavior of walking 
around with his penis out and masturbating. The SSD stated the facility should have conducted an IDT to 
discuss Resident 2's inappropriate sexual behaviors to have better interventions. During an interview on 
9/9/2025 at 12:45 PM with the DON, the DON stated she (DON) reviewed Resident 2's preadmission 
GACH1 record and that she (DON) was aware Resident 2 had a behavior of masturbation and that the 
facility would be able to care for Resident 2. The DON stated there was no IDT conducted. The DON stated 
there should have been an IDT to have interventions. The DON stated the Medical Director was notified on 
9/9/2025 of Resident 1 and Resident 2's sexual abuse incident. During an interview with the Medical Director 
on 9/9/2025 at 1:15PM, the Medical Director stated the DON notified him of Resident 1 and Resident 2 
allegation of sexual abuse on 9/9/2025. The Medical Director stated the facility needed to conduct an IDT 
regarding Resident 2's behavior of inappropriate sexual behavior to have better interventions. During a 
review of the facility's Abuse, Neglect, Exploitation (means taking advantage of a resident for personal gain 
through the use of manipulation, intimidation, or threats), and Misappropriation Prevention Program, policy 
and procedure (P&P) dated April 2021 and reviewed 1/16/2025, the P&P indicated the residents have the 
right to be free from abuse including sexual abuse. The P&P indicated the facility would protect residents 
from abuse, neglect .by anyone including, but not necessarily limited to . other residents. During a review of 
policy titled, Residents Rights dated 1/16/2025 indicated, Federal and state laws guarantee certain basic 
rights to all residents of this facility. These rights include the resident's right to be free from abuse .
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to implement its policies and procedures to prohibit and prevent 
sexual abuse (non-consensual sexual contact of any type or sexual harassment), for one of four sampled 
residents (Resident 1) by failing to: -Ensure to closely monitor Resident 2 who had a history of inappropriate 
sexual behavior of walking around the facility with his genitals (sexual organs) out and masturbating 
(stimulate own genitals for sexual pleasure) excessively (extremely) while residing in the facility. -Ensure 
Resident 1 was free from sexual abuse from Resident 2. -Ensure to conduct an interdisciplinary team 
meeting (IDT, a collaborative group of diverse health care professionals from different fields who work 
together) to address Resident 2's inappropriate sexual behavior of walking around with his genitals out and 
masturbating. On 9/6/2025 at approximately 3:55 AM to 4 AM, Certified Nursing Assistant 1 (CNA1) heard 
grunting (mumbling)/moaning from Resident 1's room (who was nonverbal). CNA1 observed Resident 2 on 
top of Resident 1 who was in a supine (lying face up) position between Resident 1's legs naked from the 
waist down on Resident 1's bed. Licensed Vocational Nurse1 (LVN1 who came into Resident 1's room after 
CNA1 screamed for help) noticed Resident 2 pulling his pants up walking away from Resident 1. Resident 1 
was unable to verbalize the incident. The facility called 911 (emergency phone number) and sent Resident 1 
to the General Acute Care Hospital 2 (GACH2) for a trauma evaluation (assessing the immediate physical 
injuries). GACH2 admitted Resident 1 for an evaluation on sexual assault (nonconsensual sexual act). This 
failure resulted in Resident 1 to experience sexual abuse from Resident 2 under the care of the facility and 
resulted in Resident 1 to be admitted to GACH2 for an evaluation on sexual assault. On 9/9/2025 at 2:31 
PM, the Department called an Immediate Jeopardy Situation (IJ, a situation in which the provider's 
non-compliance with one or more requirements of participation has caused, or likely to cause, serious injury, 
harm impairment, or death to a patient) in the presence of the facility's Administrator (ADM) and the Director 
of Nursing (DON) related to the failure to implement its policies and procedures to prevent and to protect 
Resident 1 from sexual abuse from Resident 2 and for not monitoring Resident 2 closely and allowing 
Resident 2's inappropriate sexual behavior of walking around the facility with his genitals out and 
masturbating excessively while residing in the facility. This placed Resident 1 and other potential unidentified 
residents in the facility at risk for sexual abuse. On 9/12/2025 at 2:44 PM, the Department removed the IJ 
situation while onsite in the presence of the ADM and DON after the surveyor verified the facility's 
implementation of the IJ removal plan (includes all actions the agency has taken or will take to immediately 
address the noncompliance that resulted in or made serious injury, serious harm, serious impairment, or 
death likely) through observation, interview, and record review, which included:� -On 9/6/2025, the facility 
staff (unidentified) separated Resident 2 from Resident 1 and placed Resident 1 on a one-to-one supervision 
(where a single staff member is assigned to directly supervise no more than one individual). -On 9/6/2025 at 
4:30 AM, the facility transferred Resident 1 to GACH2 via emergency services for immediate trauma 
evaluation. -On 9/6/2025 at 12:33PM, the facility transferred Resident 2 to GACH3 for an evaluation of 
inappropriate sexual behavior. -On 9/7/2025 at 12:12AM, the facility readmitted Resident 2 from GACH3 and 
provided one-to-one supervision. -On 9/8/2025 at 12:24 AM, the facility transferred Resident 2 to GACH4 via 
5150 (involuntary 72-hour psychiatric [relating to mental illness or its treatment] hold) due to inappropriate 
sexual behavior. -On 9/9/2025 the Director of Clinical and Regional Director of Operations provided training 
on abuse prevention education to the ADM, the DON, to all the department heads, and staff. -On 9/10/2025, 
the facility conducted a wide safety check for all 80 in-house residents to ask for any exposure and physical 
advances or touching by Resident 2. -On 9/11/2025, the licensed nurses (unidentified) checked seven 
nonverbal residents for any signs of skin discoloration to the genital areas. Findings: 1.During a review of 
Resident 1's admission Record, the admission record indicated the facility admitted Resident 1 on 5/27/2025 
with diagnoses including generalized muscle weakness (a widespread loss of muscle strength that affects 
multiple muscle groups throughout the body), anxiety (excessive worry, fear, and nervousness), and 
developmental disorders of speech and language (difficulties in learning, understanding, and using spoken 
words). During a review of Resident 1's History and Physical (H&P) dated 6/9/2025, the H&P indicated 
Resident 1 did not have capacity to understand and make decisions. During a review of Resident 1's 
Minimum Data Set (MDS, a resident assessment tool), dated 8/29/2025, the MDS indicated Resident 1's 
cognition (the process of acquiring knowledge and understanding through thought, experience, and the 
senses) was severely impaired (reduced). The MDS indicated Resident 1 had unclear speech (slurred or 
mumbled words) and was rarely/never understood. The MDS indicated Resident 1 was dependent (helper 
does all the effort) with eating, personal hygiene (practices and habits that maintain cleanliness and health of 
the body) oral(mouth) hygiene, showering/bathing, dressing, and toilet use. The MDS indicated Resident 1 
was dependent on staff to go from sitting to lying position and from lying position to a sitting position on the 
side of the bed. During a review of Resident 1's Progress Notes dated 9/6/2025 at 3:55 to 4AM, indicated the 
CNA (CNA1) heard grunting/moaning from Resident 1's room. The Progress Notes indicated Resident 1 was 
nonverbal. The Progress Notes indicated the CNA (CNA1) went to Resident 1's room and the CNA (CNA1) 
observed Resident 2 on top of Resident 1 who was in a supine position naked from the waist down, and the 
hospital gown pulled up. The Progress Notes indicated the CNA (CNA1) yelled for help and the Charge 
Nurse (LVN1) noticed Resident 2 pulling his pants up walking away from Resident 1. The Progress Notes 
indicated Resident 1 was unable to verbalize the incident. The Progress Notes indicated the facility called 
911 at 4:13AM. The Progress Notes indicated Resident 1's medical doctor ordered at 5:41AM to transfer 
Resident 1 to the hospital for trauma evaluation. During a review of Resident 1's GACH2 Emergency 
Department (ED) record dated 9/6/2025 at 11:32 AM, the ED record indicated Resident 1 arrived from the 
facility to GACH2 for complaints of sexual assault at 3:55AM that was witnessed by a CNA (unidentified). 
The GACH2 record indicated the Emergency Medical Services (EMS, emergency medical personnel who 
respond to emergency situations) reported that another resident (unidentified) was apparently on top of 
Resident 1 with no pants on. The GACH record indicated the GACH admitted Resident 1 for further 
evaluation. 2. During a review of Resident 2's GACH1 Progress Notes dated 7/23/2025 (prior to admission), 
the GACH1 record indicated Resident 2 had a history of psychosis (a severe mental condition in which 
thought, and emotions are so affected that contact is lost with reality) and hypersexuality (compulsive 
[incontrollable] sexual behavior). During a review of Resident 2's GACH1 Consultation Notes dated 
8/19/2025, the GACH1 record indicated Resident 2 was positive (showed action) for masturbating and 
disrobing (removing clothes) at Resident 2's nursing home facility (different facility) with sexual aggression 
towards his roommate. During a review of Resident 2's admission Record, the admission Record indicated 
the facility admitted Resident 2 on 8/22/2025 with diagnoses including other psychotic disorder (severe 
mental illness where the individual's thoughts and perceptions are so out of sync with those around them that 
they have trouble functioning in daily life) not due to a substance or known physiological condition (how the 
body functions at any given moment) unspecified severity, with other behavioral disturbance (a consistent 
pattern of problematic, disruptive, or unhealthy behaviors that interfere with a person's ability to function 
normally in daily life, affecting their self-control and respect for rules and the rights of others). During a review 
of Resident 2's H&P dated 8/23/2025, the H&P indicated Resident 2 had hypersexual behavior. During a 
review of Resident 2's Order Summary Report dated 8/25/2025, the Order Summary Report indicated 
Resident 2 had an order for Haloperidol (medication used for behavioral issues) manifested(shown) by 
inappropriate sexual behavior, walking around with his genitals out and masturbating excessively. During a 
review of Resident 2's MDS, dated [DATE], the MDS indicated Resident 2 was able to walk without 
assistance. During a review of Resident 2's Progress Notes dated 8/25/2025 at 11:17 AM, the Progress 
Notes indicated Resident 2 had inappropriate sexual behavior and was walking around the facility with his 
genitals out and masturbating excessively. During a review of Resident 2's Care Plan Report dated 
8/25/2025, the Care Plan Report indicated Resident 2 had a potential for behavior disturbance related to 
psychosis manifested by inappropriate sexual behavior, walking around with his genitals out and 
masturbating excessively. The Care Plan Report indicated the nursing intervention was to intervene as 
needed to protect the rights and safety of others. During a review of Resident 2's Medication Administration 
Record (MAR) dated September 2025, the MAR indicated Resident 2 had inappropriate sexual behavior, 
walking around with his genitals out and masturbating excessively on the following dates: -On 9/2/2025 
during the 11PM to 7AM shift. -On 9/3/2025 during the 11PM to 7AM shift. -On 9/4/2025 during the 
7AM-3PM shift and the 3-11PM shift. -On 9/5/2025 during the 11PM-7AM shift. -On 9/6/2025 during the 
7AM-3PM shift, and the 11PM-7AM shift. -On 9/7/2025 7during the 7AM-3PM shift and on 3PM-11PM shift. 
-On 9/8/2025 during the 7AM-3PM shift. During a review of Resident 2's The Nursing Progress Notes dated 
9/6/2025 at 8:20AM, The Nursing Progress Note indicated at 3:55 AM to 4AM the CNA (CNA1) heard 
grunting/moaning from Resident 1's room. The Nursing Progress Notes indicated the CNA (CNA1) went to 
Resident 1's room and CNA1 observed Resident 2 on top of Resident 1 naked. The Progress Nursing Notes 
indicated CNA (CNA1) yelled for help. The Progress Notes indicated that the Charge Nurse (LVN1) noticed 
Resident 2 pulling his pants up walking away from Resident 1. During a review of Resident 2's Application for 
up to 72-hour Assessment, Evaluation, and Crisis Intervention or Placement for Evaluation and Treatment 
(5150 form) dated 9/7/2025, the 5150-form indicated Resident 2 was a danger to others and at risk for 
hurting someone (unidentified) sexually and required further evaluation. During an interview on 9/8/2025 at 
2:02 PM, with CNA1, CNA1 stated that on 9/6/2025 between 3:55AM to 4AM she (CNA1) heard commotion 
coming out of Resident 1's room. CNA1 stated she (CNA1) saw Resident 2 naked on top of Resident 1's bed 
in between Resident 1's legs. CNA1 stated Resident 1 was naked from the waist down and Resident 1's legs 
were open. During an interview and record review on 9/9/2025 at 8:18 AM, with Registered Nurse Supervisor 
(RNS), Resident 2's Care Plan Report initiated on 8/25/2025 was reviewed. RNS stated the Care Plan 
Report indicated Resident 2 had a behavior of inappropriate sexual behavior, walking around with his 
genitals out and masturbating excessively. RNS stated the interventions were to intervene as needed to 
protect the rights and safety of others. The RNS stated the facility did not follow the care plan. The RNS 
stated the incident between Resident 1 and Resident 2 could have been prevented. The RNS stated 
Resident 2 should have been closely monitored. During an interview and record review on 9/9/2025, at 8:42 
AM with LVN3, Resident 2's MAR dated September 2025 was reviewed. LVN3 stated the MAR indicated 
Resident 2 had inappropriate sexual behavior of walking around with genitals out and masturbating on the 
following dates: on 9/2/2025 during the 11PM-7AM shift, on 9/3/2025 11PM to 7AM shift, on 9/4/2025 during 
the 7AM-3PM and the 3PM-11PM shifts, on 9/5/2025 during the 11PM-7AM, and on 9/6/2025 during the 
11PM-7AM shift. During an interview on 9/9/2025 at 9:44 AM, with LVN2, LVN2 stated she (LVN2) saw 
Resident 2 masturbating inside his room in his bed on 9/4/2025 (time unidentified) during the 7-3 pm shift 
with the privacy curtains open. During an interview and a record review of Resident 2's medical chart (in 
general) on 9/9/2025 at 10:07AM, with the Social Services Director (SSD), the SSD stated the facility did not 
conduct an interdisciplinary team meeting (IDT, a collaborative group of diverse health care professionals 
from different fields who work together) to address Resident 2's inappropriate sexual behavior of walking 
around with his genitals out and masturbating. The SSD stated the facility should have conducted an IDT to 
discuss Resident 2's inappropriate sexual behaviors to have better interventions. During an interview on 
9/9/2025 at 12:45 PM with the DON, the DON stated she (DON) reviewed Resident 2's preadmission 
GACH1 record and that she (DON) was aware Resident 2 had a behavior of masturbation and that the 
facility would be able to care for Resident 2. The DON stated there was no IDT conducted. The DON stated 
there should have been an IDT to have interventions. The DON stated the Medical Director was notified on 
9/9/2025 of Resident 1 and Resident 2's sexual abuse incident. During an interview with the Medical Director 
on 9/9/2025 at 1:15PM, the Medical Director stated the DON notified him of Resident 1 and Resident 2 
allegation of sexual abuse on 9/9/2025. The Medical Director stated the facility needed to conduct an IDT 
regarding Resident 2's behavior of inappropriate sexual behavior to have better interventions. During an 
interview with the ADM on 9/9/2025 at 1:38PM, the ADM stated the facility was responsible for knowing what 
type of residents (in general) would be admitted to the facility. The ADM stated he (ADM) was aware of 
Resident 2's behavior of masturbating and not of any other Resident 2's sexual behavior that was 
inappropriate. During a review of the facility's Abuse, Neglect, Exploitation (means taking advantage of a 
resident for personal gain through the use of manipulation, intimidation, or threats), and Misappropriation 
Prevention Program, policy and procedure (P&P) dated April 2021 and reviewed 1/16/2025, the P&P 
indicated the residents have the right to be free from abuse including sexual abuse. The P&P indicated the 
facility would protect residents from abuse, neglect .by anyone including, but not necessarily limited to . other 
residents. During a review of policy titled, Residents Rights dated 1/16/2025 indicated, Federal and state 
laws guarantee certain basic rights to all residents of this facility. These rights include the resident's right to 
be free from abuse .
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Based on interviews and record reviews, the facility failed to:1. Implement the plan of correction (POC - a 
formal document that explains step-by-step how an organization will fix a problem and ensure it does not 
happen again) as indicated on the CMS 2567 statement of deficiency signed and dated 10/6/2025 to prevent 
and protect the residents from resident-to-resident sexual abuse (any unwanted sexual contact of any type, 
behavior, or act forced upon a person without their freely given consent).2. Ensure a third-party consulting 
agency (an outside business [not affiliated with the facility] hired to give expert advice or perform a 
specialized service) not affiliated with the facility, provided sexual abuse prevention training to the facility 
staff by the POC completion date (the specific date by which the facility will correct the deficiencies) of 
10/9/2025. These failures placed the facility residents at increased risk of further resident-to-resident abuse.
Findings: A review of the facility POC signed and dated 10/6/2025 indicated that on 10/9/2025, the facility 
Administrator coordinated with a third-party consulting firm will deliver directed inservice training (DIST) to 
facility staff. The DIST focused on prevention and appropriate response to resident-to-resident sexual abuse 
in alignment with regulatory requirements (specific rules and laws that a government says a facility must 
follow). The POC indicated monitoring (keeping a close eye on something to check its progress using data to 
make sure it's going well and to spot problems early) and the monthly activities outlined(described) 
commenced (start/begin) during week of 10/19/2025 and to continue through 4/20/26 (6 months). The POC 
completion date was 10/9/2025. A review of facility email dated 10/10/2025 at 4:32PM titled POC . from the 
nursing consulting agency to the DON, indicated, The monthly DIST will not start until after the POC is 
accepted. Therefore, there has been no training as of today. A review of the facility CMS 2567 indicated the 
state agency accepted the facility POC on 10/20/2025. A review of an email dated 10/22/2025 at 11:46AM 
titled POC accepted from the nursing consulting agency to the DON, email indicated, .start coming on my 
visits beginning on Thursday 10/30/2025. On 10/29/2025 at 7:42AM, the California Department of Public 
health (CDPH) conducted an unannounced onsite revisit (an official follow-up visit to confirm and verify that 
the facility corrected federal deficiencies identified during previously investigated resident to resident sexual 
abuse). abbreviated survey to verify if the facility had corrected and implemented its POC verification revisit 
at the facility the POC was reviewed. During an interview on 10/29/2025 at 2PM, the Director of Nursing 
(DON) stated that the third-party nurse consulting agency had not started raining the facility on monitoring, 
preventing and how to appropriately respond to resident-to-resident sexual abuse. The DON stated the 
facility will start the DIST on 10/30/2025. During an interview on 10/29/2025 at 2:30PM, Licensed Vocational 
Nurse (LVN) 4 stated, I have not attended any class on resident-to resident abuse this month by an outside 
consultant. There was posted information about training on 10/30/2025. LVN 4 stated there was a scheduled 
training for the POC because of the Immediate Jeopardy (IJ-is an official finding that a healthcare facility's 
failures in following safety rules have caused, or are highly likely to cause, serious injury, harm, or death to a 
patient or resident, requiring immediate action to fix the problem) called at the facility. LVN 4 stated, It was 
very important to know what to do to prevent abuse -from happening again. During an interview on 
10/29/2025 at 2:38PM, LVN 5 stated, I have not received training from an outside nursing consultant agency 
on abuse. During a concurrent interview and concurrent record review with the DON on 10/29/2025 at 2:44 
PM, the facility POC with a completion date of 10/9/2025 was reviewed. The DON stated training by the 
outside third-party agency consultant was not stated. The DON stated the facility contacted the third-party 
nurse consultant for the monthly in- services, the nurse consultant company stated the abuse training would 
start after the state agency accepted the facility POC. The DON stated the POC had been accepted, 
however, the abuse training and monitoring that was supposed to start the week of 10/19/2025 had not 
started, and that the third-party consultant nurse had done nothing. The DON stated, I can't think of the 
potential harm on the residents for not implementing resident-to-resident sexual abuse training. The DON 
further stated, Our Director of Staff Development (DSD) had in-serviced our staff. There is no difference 
between the clinical mentor (an experienced healthcare professional who guides and trains less experienced 
staff) we had and the outside agency nurse consultant. It was the same way that we provided the abuse 
training, so I do not see the potential for harm. During a concurrent interview and concurrent record review 
on 10/29/2025 at 3PM with the DON, the facility's POC with a completion date of 10/9/2025 was reviewed. 
The DON confirmed and stated that the facility POC indicated the facility will implement the following: 1. 
Develop and implement by the third party a monitoring tool to support weekly on-site (physical location) 
compliance (adherence to) observations.2. Clinical Auditing (examination) Tool by the third party used in 
charts(records) reviewed.3. Weekly on-site monitoring.4. Reporting to California Department of Public Health 
the findings of weekly monitoring visits.5. Training materials and evaluation.6. Ongoing In-service training.7. 
Monthly Training Reports. The DON confirmed and stated the facility did not implement anything indicated on 
the POC. A review of the facility policy and procedures (P&P) titled, Abuse Prevention Program dated 
1/16/2025, the P&P indicated, Our residents have the right to be free from abuse, neglect. This includes but 
is not limited to .verbal, mental, sexual or physical abuse. As part of the resident abuse prevention, the 
administration will: Require staff training/orientation programs that includes such topics as abuse prevention, 
identification and reporting abuse. and handling verbally or physically aggressive resident behavior.
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