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potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Cross 
Reference F742 Based on interview and record review, the facility failed to protect one of four residents 
(Resident 3) from inappropriate touching by Resident 4 according to facility policy and procedures (P&P - 
policy explains the rules and presents them in a logical framework while procedures outline the step-by-step 
implementation of various tasks) titled Abuse Prohibition, with a review date of 2/23/2021. The facility was 
aware that Resident 3 was unable to defend himself from Resident 4 and that Resident 4 had a behavior of 
poor personal boundaries and inappropriate physical contact with residents and staff. This deficient practice 
caused Resident 3 to experience psychological stress and emotional distress by stating that Resident 4 
should not be touching him (Resident 3). This deficient practice increased the risk for peer conflict and safety 
concerns and posed a significant risk to the safety and well-being of other residents in the facility.Findings: 
During a review of Resident 4's admission record (face sheet - a document containing demographic and 
diagnostic information) indicated Resident 4 was admitted to the facility on [DATE] with the following 
diagnoses: paranoid schizophrenia (a serious mental disorder characterized by prominent symptoms like 
intense paranoia, delusions [fixed, false beliefs not based in reality], and hallucinations [seeing, hearing, 
feeling things that are not there]). During a review of Resident 4's Care Plan (CP - a guideline for nurses to 
help them create and achieve a solid plan of action in the treatment of a patient) initiated on 7/13/2017 with 
revision dates of 4/30/2021, 2/07/2025, and 7/31/2025, indicated, Resident 4 had demonstrated repeated 
bizarre or inappropriate social behaviors related to poor boundaries as evidenced by incidents of standing 
too close, hovering, or touching others. The CP interventions included to encourage psych/behavioral health 
consultation, participate in Special Treatment Program for management of physical behaviors, engage in 1:1 
(one to one - a staff provides dedicated, focused attention and assistance to a single individual, ensuring 
their needs and well-being are met with personalized support) counseling focused on social skills to 
encourage appropriate social interactions with peers/staff. During a review of Resident 4's Behavior Monthly 
Summary for 2024 for behavior manifestation of intense staring, standing too close, intrusiveness as 
evidenced by poor boundaries indicated, Resident 4 had the following number of episodes during the day 
shift (7 AM to 3 PM) from 1/2024 through 12/2024:January=61February=50March=58April=58May=61June=6
3July=63August=56September=63October=62November=62December=28The Behavior Monthly Summary 
for 2024 indicated a total 684 episodes for behavior manifestation of intense staring, standing too close, 
intrusiveness as evidenced by poor boundaries. During a review of Resident 4's Behavior Monthly Summary 
for 2024 for behavior manifestation of masturbating in public and inappropriate touching indicated, Resident 
4 had the following number of episodes during the day shift (7 AM to 3 PM) from 1/2024 through 12/2024:Jan
uary=23February=23March=29April=30May=38June=39July=36August=41September=36October=46Novem
ber=48December=6The Behavior Monthly Summary for 2024 indicated a total 395 episodes for behavior 
manifestation of intense staring, standing too close, intrusiveness as evidenced by poor boundaries. During a 
review of Resident 4's history and physical (H&P - a physician's complete patient examination) dated 
7/24/2025 indicated, Resident 4 had the diagnosis of paranoid schizophrenia and is under a conservatorship 
(a legal process for adults with severe mental illness who are gravely disabled; they cannot provide for their 
basic needs and manage their medical treatment, and placement to facilities due to their illness). During a 
review of Resident 4's Physician Progress Notes (a doctor's written record that documents a patient's health 
status, treatment, and care plan) dated 9/25/2025 indicated, Resident 4 had a routine medical follow-up but 
the physician did not receive any new, specific complaints. During a review of Resident 4's Psychotherapy 
Progress Notes (a standardized tool used by psychologists to record resident's mental and emotional state, 
behavior and any changes in their condition, to inform care planning and treatment) dated 10/06/2025, 
indicated, at the time of consultation, Resident 4 was experiencing paranoia, anxious, intrusive, impulsive, 
had delusional thinking, auditory hallucination, and was disoriented. During a review of Resident 4's 
Psychotherapy Progress Notes dated 10/24/2025 indicated, Resident 4 reported remembering previous 
discussion about the importance of maintaining physical boundaries with the other residents. During a review 
of Resident 4's Minimum Data Set (MDS - a resident assessment tool) dated 10/31/2025, indicated, Resident 
4 has an intact cognition (a person's thinking and reasoning abilities are functioning properly and are not 
significantly impaired). During a review of Resident 4's Nursing Progress Notes dated 11/25/2025 at 12:09 
PM, Resident 4 was grabbing others.but redirected to walk. During a review of Resident 4's Nursing 
Progress Notes dated 12/06/2025 at 8:29 AM indicated, Resident 4 was placed on a 1:1 monitoring. During a 
review of Resident 4's Room Transfer form dated 12/06/2025 at 2:50 PM, the form indicated Resident 4 was 
transferred from Room A to Room B. During a review of Resident 4's CP initiated on 12/07/2025 indicated, 
Resident 4 had poor personal boundaries and inappropriate physical contact with peers, increasing risk for 
peer conflict and safety concerns. The CP's interventions included, staff will teach resident proper space 
rules and explain why touching others without consent is unsafe and unacceptable and staff to provide firm, 
consistent redirection when boundary issues occur. During a review of Resident 4's X-ray results dated 
12/07/2025 at 8:42 AM, the report indicated, Resident 4 had no acute fracture or dislocation of the skull/face 
(no evidence of recent bone breakage or joint displacement found at the time of the scan). During a review of 
Resident 4's x-ray report dated 12/07/2025, indicated, No acute fracture or dislocation of the skull/face (no 
evidence of a recent break or out of normal alignment in any of the bones of the skull or face). During a 
review of Resident 4's Nursing Progress Notes dated 12/08/2025 at 10:10 PM, indicated Resident 4 had 
verbal expressions of distress up to 5 days a week. The progress notes also indicated Resident 4 was being 
monitored for intrusive behavior, needed multiple redirections to focus on self and treatment plan and 
encouraged to maintain proper boundaries with peers. During a review of Resident 4's Physician Order 
Summary Report dated 12/09/2025, indicated, a physician ordered Resident 4 to have an x-ray of Resident 
4's face. During a review of Resident 4's Nursing Progress Notes (captures the details of a patient's health 
status, treatment progress, and any changes in their condition over time) dated 12/09/2025 at 6:21 AM, 
indicated Resident 4 remained on every 15-minute checks for intrusive behavior. During a review of Resident 
3's admission record indicated Resident 3 was admitted to the facility on [DATE] with the following 
diagnoses: paranoid schizophrenia (a serious mental disorder characterized by prominent symptoms like 
intense paranoia, delusions [fixed, false beliefs not based in reality], and hallucinations [seeing, hearing, 
feeling things that are not there]). During a review of Resident 3's H&P dated 5/28/2025 indicated, Resident 
3 had a diagnosis of paranoid schizophrenia and was under a conservatorship. During a review of Resident 
3's MDS dated [DATE], indicated, Resident 3 had intact cognition. During a review of Resident 3's physician 
progress notes dated 10/28/2025 indicated, Resident 3 has a diagnosis of paranoid schizophrenia and is 
under conservatorship. During a review of Resident 3's Psychotherapy Progress Notes dated 12/07/2025 
indicated, Resident 3's chief complaint was that [Resident 4] shouldn't be touching me. Resident 3 reported 
understanding concerns regarding Resident 4's inappropriate boundaries such as touching. During a review 
of Resident 3's CP initiated on 12/07/2025 on risk for emotional distress and physical harm. The CP 
interventions included staff will provide reassurance, validation of feelings, and reinforce staff availability for 
protection and support. During a review of Resident 3's Interdisciplinary Care Conference (ICC - 
collaborative meetings where healthcare professionals-such as doctors, nurses, therapists, and social 
workers-coordinate care for complex patients, developing unified treatment plans to improve outcomes, 
reduce hospital stays, and enhance communication) notes dated 12/08/2025 indicated, while (Resident 3) 
was urinating in the shared bathroom, [Resident 4] attempted to touch Resident 3's private area without 
permission. Resident 3 felt scared and uncomfortable.or threatened.[Resident 3] reacted by hitting [Resident 
4] to protect [Resident 3] instead of calling for staff support. During a review of facility undated In-Service 
Education (a professional development for workers aimed to enhance their skills, knowledge, and 
competence to improve job performance) titled Sexual Trauma, Physical Abuse, Monitoring and Intervention 
indicated, a resident-to-resident aggression is also abuse and requires staff intervention. One of the 
in-service lesson plan topics indicated review past behaviors of residents who are at risk for abusing others. 
During an interview on 12/09/2025 at 11:57 AM Resident 3 stated Resident 4 opened the door to the 
bathroom without permission while Resident 3 was using the bathroom. Resident 3 asked Resident 4 what 
Resident 4 was doing in the bathroom, Resident 3 stated Resident 4 did not provide an answer. Resident 3 
stated hitting Resident 4 with his right fist because [Resident 4] was in the bathroom and I got there first. 
During an interview on 12/09/2025 at 2:04 PM with Resident 5, Program Counselor (PC) 3 translated for 
Resident 5's language of choice. Resident 5 was Resident 4's roommate. Resident 5 stated [Resident 4] 
likes touching people a lot. During an interview on 12/09/2025 at 2:14 PM, Certified Nurse's Aide (CAN) 1 
stated [Resident 4] likes to touch residents like their top-shoulders, arms, without their consent. CNA 1 stated 
Resident 3 may have felt anger and violated when Resident 4 allegedly touched Resident 3 inappropriately 
and without permission. During an interview on 12/09/2025 at 2:53 PM, Licensed Vocational Nurse (LVN) 1 
stated that on 12/06/2025, PC 2 reported to LVN 1 about a physical altercation between Resident 3 and 
Resident 4. LVN 1 stated that during an interview with Resident 4, Resident 4 said, I went to the bathroom, I 
touched him (Resident 3).I touched him.I touched him. repeatedly, but Resident 4 did not state which part of 
Resident 3's body Resident 4 touched. LVN 1 stated both residents were separated, Resident 4's room was 
changed from Room A to Room B on the same day the alleged physical altercation happened. LVN 1 also 
stated that during the same interview, Resident 3 told LVN 1, [Resident 4] came in there bathroom) and tried 
to touch my penis. LVN 1 stated that Resident 3 slapped Resident 4 on the face when Resident 4 tried to 
touch his penis. LVN 1 stated the bathroom is shared by residents in rooms on either sides. LVN 1 also 
stated PC 2 told LVN 1 that PC 2 witnessed the physical altercation between Resident 3 and Resident 4 
where Resident 4 was in bed and Resident 3 stood over Resident 4 with arms stretched. LVN 1 stated 
Resident 4 was cowering and covering his head and face with both arms covering both as if to protect 
himself from a possible physical altercation from Resident 3. LVN 1 also stated PC 2 told LVN 1 that PC 2 
heard Resident 3 angrily ask Resident 4, what are doing in the bathroom? when Resident 3 was using the 
bathroom? but Resident 4 did not answer Resident 3. LVN 1 described Resident 4's behavior towards other 
residents as intrusive.likes to touch people.doesn't understand boundaries.this has been [Resident 4's] 
behavior since he's been here. When LVN 1 was asked what has the staff done to ensure the safety of the 
other residents when Resident has a history of intrusiveness, LVN 1 answered we counsel.redirect to a 
program or tv (television) room, supervise [Resident 4] . CNAs are standing in the hallways, when they see 
[Resident 4] touching someone, CNAs redirect him. LVN 1 stated Resident 3 may have felt disrespected, 
anger and violated when Resident 4 allegedly touched Resident 3 inappropriately and without permission. 
On 12/9/2025 at 4:56 PM, Resident 4's psychologist (PSY - a mental health professional with advanced 
education [usually a doctorate] who studies the mind, emotions, and behavior, using talk therapy, 
assessment, and interventions to help individuals cope with life issues, mental disorders, or improve overall 
wellness, focusing on psychological strategies rather than medication) was contacted with no response. A 
voice mail was left for the psychologist to call back the author. During a phone interview on 12/10/2025 at 
9:59 AM, PC 2 stated one of the residents got PC 2's attention to go to Room A (Resident 4's room) due to 
an alleged physical altercation. PC 2 stated PC 2 witnessed Resident 4 sitting on the bed with ‘[Resident 4's] 
hands up like a defensive move, Resident 3 was standing up in front of Resident 4. PC 2 added, Resident 3 
angrily said to Resident 4 don't try to touch me like that. PC 2 also stated PC 2 asked Resident 4 to back off 
and Resident 4 immediately complied. PC 2 stated Resident 3 then turned around to face PC 2 and to told 
PC 2, [Resident 4] tried to touch me on my private part, when PC 2 asked Resident 3 if that was the only 
thing that happened, Resident 3 said yes. PC 2 stated Resident 3 continued to say that Resident 3 was 
using the bathroom when Resident 4 entered the bathroom without permission. PC 2 stated that Resident 3 
slapped Resident 4's hand because, it was close to [Resident 3's] private part. PC 2 said PC 2 assumed the 
reason why Resident 3 walked into Resident 4's room after the bathroom incident was to tell [Resident 4] to 
back off and to ask Resident 4 why [Resident 4] tried to touch Resident 3's private part. PC 2 stated rooms 
[ROOM NUMBERS] share the same bathroom. PC 2 described Resident 4's behavior towards other 
residents as very disoriented.he touches everything, people.not just men or women, it's both.you know how a 
blind man touches something, [Resident 4] is like that. PC 2 was asked what has the staff done to ensure the 
other residents' safety, PC 2 stated there is always a CNA in the hallway or the tv room.we know [Resident 
4] has problems with touching, it's not gonna stop no matter how much we talk to [Resident 4].we redirect.we 
tried to use words like safe hands meaning to keep [Resident 4's] hand to self. PC 2 stated Resident 3 felt 
definitely disrespected when Resident 4 allegedly touched Resident 3 inappropriately and without 
permission. During an interview on 12/10/2025 at 1:23 PM, Registered Nurse Supervisor (RNS) 1 stated 
Resident 4's behavior towards other residents is that [Resident 4] always touching stuff and other residents 
without their consents . wants to touch people . has to be redirected frequently. RNS 1 stated that per 
doctor's order from 12/06/2025 until 12/09/2025, Resident 4 was put on 1:1 monitoring (a caregiver provides 
dedicated, focused attention and assistance to a single individual, ensuring their needs and well-being are 
met with personalized support) for 72 hours. During an interview on 12/10/2025 at 3:08 PM, the Director of 
Nursing (DON) stated, I've never come upon an inappropriate behavior from [Resident 4]. DON stated, 
[Resident 4] was on 1:1 after the incident, staff making rounds, [Resident 4] was redirected, frequent checks 
on [Resident 4]. When DON was asked how Resident 3 felt when Resident 3 was allegedly sexually abused 
by Resident 4, DON stated frustration, feeling inappropriate especially the private area, violated, anger. 
During a phone interview on 12/11/2025 at 8:46 AM, the PSY was asked if PSY was aware of the following 
about Resident 4:1. On 2/6/2025 - Episodes of poor boundaries where Resident 4 went into a shared 
bathroom while another resident was using the bathroom.2. On 7/31/2025, Resident 4 attempted to kiss a 
female staff member while the staff was cleaning Resident 4's room as indicated on Resident 4's care plan 
with an initiated on 7/13/2017 and a revision date of 7/31/2025.The PSY stated, I didn't know about that 
(above); they are both boundary violations; and about [Resident 4] attempting to kiss a staff member.that is a 
big deal and needs to be dealt with. The PSY stated the facility did not inform PSY about the two incidents. 
When the author informed the PSY about Resident 4's Behavior Monthly Summary of 2024, where staff 
documented Resident 4 had episodes of masturbating in public, had 395 episodes of inappropriate behaviors 
during the day shift in 2024, had 685 episodes of intense staring, standing too close, episodes of 
intrusiveness during the day shift in 2024, the PSY expressed shock with a 5 second pause then, with 
intermittent pauses PSY said, I don't have that information.masturbating in public.I am not aware of that.I 
didn't know about that . I only know about the inappropriate touching like touching someone's shoulder. The 
PSY stated I am so in shock, I don't even know what to say . what you shared with me, more has to be done. 
The PSY stated, I will speak to the DON and the Administrator.let them know I need to make suggestions.
like when you shared with me about the staff kissing and the Behavior Monthly Summary. The PSY stated if 
Resident 4's inappropriate touching behaviors continued and not addressed, we would find [Resident 4] a 
different placement, something more suitable.they (the staff) cannot continue the way that they have, 
something's got to change.we need to keep the other residents safe. The PSY stated now knowing what I 
know, that would impact other residents' experience . I am not sure . is that why Resident 3 punched 
Resident 4? We don't know how the other residents are going to react when they are triggered. During a 
review of the facility policy and procedures (P&P) titled Abuse Prohibition, with a review date of 2/23/2021, 
section 6.2.2 indicated, The facility is responsible for identifying residents who have a history of disruptive or 
intrusive interactions or who exhibit other behaviors that make them more likely to be involved in an 
altercation. The P&P's section 6.2.5 indicated, The facility will seek alternative placement for the resident 
exhibiting the abusive behavior, if warranted.

4205A269

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

05A269 12/10/2025

Meadowbrook Behavioral Health Center 3951 East Blvd.
Los Angeles, CA 90066

F 0742

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with mental 
disorder or psychosocial adjustment difficulty, or who has a history of trauma and/or post-traumatic stress 
disorder.
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Meadowbrook Behavioral Health Center 3951 East Blvd.
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F 0742

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Cross 
Reference F600 Based on interview and record review, the facility failed to notify the psychologist (PSY - a 
mental health professional with advanced education [usually a doctorate] who studies the mind, emotions, 
and behavior, using talk therapy, assessment, and interventions to help individuals cope with life issues, 
mental disorders, or improve overall wellness, focusing on psychological strategies rather than medication) 
for one of four residents (Resident 4) who had several documented incidents of repeated inappropriate 
behaviors of touching Resident 3, other residents, and staff. This deficient practice caused Resident 3 to 
experience psychological stress and emotional distress by stating that Resident 4 should not be touching him 
(Resident 3). This deficient practice increased the risk for peer conflict and safety concerns and posed a 
significant risk to the safety and well-being of other residents in the facility.Findings: During a review of 
Resident 4's admission record (face sheet - a document containing demographic and diagnostic information) 
indicated Resident 4 was admitted to the facility on [DATE] with the following diagnoses: paranoid 
schizophrenia (a serious mental disorder characterized by prominent symptoms like intense paranoia, 
delusions [fixed, false beliefs not based in reality], and hallucinations [seeing, hearing, feeling things that are 
not there]). During a review of Resident 4's Care Plan (CP - a guideline for nurses to help them create and 
achieve a solid plan of action in the treatment of a patient) initiated on 7/13/2017 with revision dates of 
4/30/2021, 2/07/2025, and 7/31/2025, indicated, Resident 4 had demonstrated repeated bizarre or 
inappropriate social behaviors related to poor boundaries as evidenced by incidents of standing too close, 
hovering, or touching others. The CP interventions included to encourage psych/behavioral health 
consultation, participate in Special Treatment Program for management of physical behaviors, engage in 1:1 
(one to one - a staff provides dedicated, focused attention and assistance to a single individual, ensuring 
their needs and well-being are met with personalized support) counseling focused on social skills to 
encourage appropriate social interactions with peers/staff. During a review of Resident 4's Behavior Monthly 
Summary for 2024 for behavior manifestation of intense staring, standing too close, intrusiveness as 
evidenced by poor boundaries indicated, Resident 4 had the following number of episodes during the day 
shift (7 AM to 3 PM) from 1/2024 through 12/2024:January=61February=50March=58April=58May=61June=6
3July=63August=56September=63October=62November=62December=28The Behavior Monthly Summary 
for 2024 indicated a total 684 episodes for behavior manifestation of intense staring, standing too close, 
intrusiveness as evidenced by poor boundaries. During a review of Resident 4's Behavior Monthly Summary 
for 2024 for behavior manifestation of masturbating in public and inappropriate touching indicated, Resident 
4 had the following number of episodes during the day shift (7 AM to 3 PM) from 1/2024 through 12/2024:Jan
uary=23February=23March=29April=30May=38June=39July=36August=41September=36October=46Novem
ber=48December=6The Behavior Monthly Summary for 2024 indicated a total 395 episodes for behavior 
manifestation of intense staring, standing too close, intrusiveness as evidenced by poor boundaries. During a 
review of Resident 4's history and physical (H&P - a physician's complete patient examination) dated 
7/24/2025 indicated, Resident 4 had the diagnosis of paranoid schizophrenia and is under a conservatorship 
(a legal process for adults with severe mental illness who are gravely disabled; they cannot provide for their 
basic needs and manage their medical treatment, and placement to facilities due to their illness). During a 
review of Resident 4's Physician Progress Notes (a doctor's written record that documents a patient's health 
status, treatment, and care plan) dated 9/25/2025 indicated, Resident 4 had a routine medical follow-up but 
the physician did not receive any new, specific complaints. During a review of Resident 4's Psychotherapy 
Progress Notes (a standardized tool used by psychologists to record resident's mental and emotional state, 
behavior and any changes in their condition, to inform care planning and treatment) dated 10/06/2025, 
indicated, at the time of consultation, Resident 4 was experiencing paranoia, anxious, intrusive, impulsive, 
had delusional thinking, auditory hallucination, and was disoriented. During a review of Resident 4's 
Psychotherapy Progress Notes dated 10/24/2025 indicated, Resident 4 reported remembering previous 
discussion about the importance of maintaining physical boundaries with the other residents. During a review 
of Resident 4's Minimum Data Set (MDS - a resident assessment tool) dated 10/31/2025, indicated, Resident 
4 has an intact cognition (a person's thinking and reasoning abilities are functioning properly and are not 
significantly impaired). During a review of Resident 4's Nursing Progress Notes dated 11/25/2025 at 12:09 
PM, Resident 4 was grabbing others.but redirected to walk. During a review of Resident 4's Nursing 
Progress Notes dated 12/06/2025 at 8:29 AM indicated, Resident 4 was placed on a 1:1 monitoring. During a 
review of Resident 4's Room Transfer form dated 12/06/2025 at 2:50 PM, the form indicated Resident 4 was 
transferred from Room A to Room B. During a review of Resident 4's CP initiated on 12/07/2025 indicated, 
Resident 4 had poor personal boundaries and inappropriate physical contact with peers, increasing risk for 
peer conflict and safety concerns. The CP's interventions included, staff will teach resident proper space 
rules and explain why touching others without consent is unsafe and unacceptable and staff to provide firm, 
consistent redirection when boundary issues occur. During a review of Resident 4's X-ray results dated 
12/07/2025 at 8:42 AM, the report indicated, Resident 4 had no acute fracture or dislocation of the skull/face 
(no evidence of recent bone breakage or joint displacement found at the time of the scan). During a review of 
Resident 4's x-ray report dated 12/07/2025, indicated, No acute fracture or dislocation of the skull/face (no 
evidence of a recent break or out of normal alignment in any of the bones of the skull or face). During a 
review of Resident 4's Nursing Progress Notes dated 12/08/2025 at 10:10 PM, indicated Resident 4 had 
verbal expressions of distress up to 5 days a week. The progress notes also indicated Resident 4 was being 
monitored for intrusive behavior, needed multiple redirections to focus on self and treatment plan and 
encouraged to maintain proper boundaries with peers. During a review of Resident 4's Physician Order 
Summary Report dated 12/09/2025, indicated, a physician ordered Resident 4 to have an x-ray of Resident 
4's face. During a review of Resident 4's Nursing Progress Notes (captures the details of a patient's health 
status, treatment progress, and any changes in their condition over time) dated 12/09/2025 at 6:21 AM, 
indicated Resident 4 remained on every 15-minute checks for intrusive behavior. During a review of Resident 
3's admission record indicated Resident 3 was admitted to the facility on [DATE] with the following 
diagnoses: paranoid schizophrenia (a serious mental disorder characterized by prominent symptoms like 
intense paranoia, delusions [fixed, false beliefs not based in reality], and hallucinations [seeing, hearing, 
feeling things that are not there]). During a review of Resident 3's H&P dated 5/28/2025 indicated, Resident 
3 had a diagnosis of paranoid schizophrenia and was under a conservatorship. During a review of Resident 
3's MDS dated [DATE], indicated, Resident 3 had intact cognition. During a review of Resident 3's physician 
progress notes dated 10/28/2025 indicated, Resident 3 has a diagnosis of paranoid schizophrenia and is 
under conservatorship. During a review of Resident 3's Psychotherapy Progress Notes dated 12/07/2025 
indicated, Resident 3's chief complaint was that [Resident 4] shouldn't be touching me. Resident 3 reported 
understanding concerns regarding Resident 4's inappropriate boundaries such as touching. During a review 
of Resident 3's CP initiated on 12/07/2025 on risk for emotional distress and physical harm. The CP 
interventions included staff will provide reassurance, validation of feelings, and reinforce staff availability for 
protection and support. During a review of Resident 3's Interdisciplinary Care Conference (ICC - 
collaborative meetings where healthcare professionals-such as doctors, nurses, therapists, and social 
workers-coordinate care for complex patients, developing unified treatment plans to improve outcomes, 
reduce hospital stays, and enhance communication) notes dated 12/08/2025 indicated, while (Resident 3) 
was urinating in the shared bathroom, [Resident 4] attempted to touch Resident 3's private area without 
permission. Resident 3 felt scared and uncomfortable.or threatened.[Resident 3] reacted by hitting [Resident 
4] to protect [Resident 3] instead of calling for staff support. During a review of facility undated In-Service 
Education (a professional development for workers aimed to enhance their skills, knowledge, and 
competence to improve job performance) titled Sexual Trauma, Physical Abuse, Monitoring and Intervention 
indicated, a resident-to-resident aggression is also abuse and requires staff intervention. One of the 
in-service lesson plan topics indicated review past behaviors of residents who are at risk for abusing others. 
During an interview on 12/09/2025 at 11:57 AM Resident 3 stated Resident 4 opened the door to the 
bathroom without permission while Resident 3 was using the bathroom. Resident 3 asked Resident 4 what 
Resident 4 was doing in the bathroom, Resident 3 stated Resident 4 did not provide an answer. Resident 3 
stated hitting Resident 4 with his right fist because [Resident 4] was in the bathroom and I got there first. 
During an interview on 12/09/2025 at 2:04 PM with Resident 5, Program Counselor (PC) 3 translated for 
Resident 5's language of choice. Resident 5 was Resident 4's roommate. Resident 5 stated [Resident 4] 
likes touching people a lot. During an interview on 12/09/2025 at 2:14 PM, Certified Nurse's Aide (CAN) 1 
stated [Resident 4] likes to touch residents like their top-shoulders, arms, without their consent. CNA 1 stated 
Resident 3 may have felt anger and violated when Resident 4 allegedly touched Resident 3 inappropriately 
and without permission. During an interview on 12/09/2025 at 2:53 PM, Licensed Vocational Nurse (LVN) 1 
stated that on 12/06/2025, PC 2 reported to LVN 1 about a physical altercation between Resident 3 and 
Resident 4. LVN 1 stated that during an interview with Resident 4, Resident 4 said, I went to the bathroom, I 
touched him (Resident 3).I touched him.I touched him. repeatedly, but Resident 4 did not state which part of 
Resident 3's body Resident 4 touched. LVN 1 stated both residents were separated, Resident 4's room was 
changed from Room A to Room B on the same day the alleged physical altercation happened. LVN 1 also 
stated that during the same interview, Resident 3 told LVN 1, [Resident 4] came in there bathroom) and tried 
to touch my penis. LVN 1 stated that Resident 3 slapped Resident 4 on the face when Resident 4 tried to 
touch his penis. LVN 1 stated the bathroom is shared by residents in rooms on either sides. LVN 1 also 
stated PC 2 told LVN 1 that PC 2 witnessed the physical altercation between Resident 3 and Resident 4 
where Resident 4 was in bed and Resident 3 stood over Resident 4 with arms stretched. LVN 1 stated 
Resident 4 was cowering and covering his head and face with both arms covering both as if to protect 
himself from a possible physical altercation from Resident 3. LVN 1 also stated PC 2 told LVN 1 that PC 2 
heard Resident 3 angrily ask Resident 4, what are doing in the bathroom? when Resident 3 was using the 
bathroom? but Resident 4 did not answer Resident 3. LVN 1 described Resident 4's behavior towards other 
residents as intrusive.likes to touch people.doesn't understand boundaries.this has been [Resident 4's] 
behavior since he's been here. When LVN 1 was asked what has the staff done to ensure the safety of the 
other residents when Resident has a history of intrusiveness, LVN 1 answered we counsel.redirect to a 
program or tv (television) room, supervise [Resident 4] . CNAs are standing in the hallways, when they see 
[Resident 4] touching someone, CNAs redirect him. LVN 1 stated Resident 3 may have felt disrespected, 
anger and violated when Resident 4 allegedly touched Resident 3 inappropriately and without permission. 
On 12/9/2025 at 4:56 PM, Resident 4's psychologist (PSY - a mental health professional with advanced 
education [usually a doctorate] who studies the mind, emotions, and behavior, using talk therapy, 
assessment, and interventions to help individuals cope with life issues, mental disorders, or improve overall 
wellness, focusing on psychological strategies rather than medication) was contacted with no response. A 
voice mail was left for the psychologist to call back the author. During a phone interview on 12/10/2025 at 
9:59 AM, PC 2 stated one of the residents got PC 2's attention to go to Room A (Resident 4's room) due to 
an alleged physical altercation. PC 2 stated PC 2 witnessed Resident 4 sitting on the bed with ‘[Resident 4's] 
hands up like a defensive move, Resident 3 was standing up in front of Resident 4. PC 2 added, Resident 3 
angrily said to Resident 4 don't try to touch me like that. PC 2 also stated PC 2 asked Resident 4 to back off 
and Resident 4 immediately complied. PC 2 stated Resident 3 then turned around to face PC 2 and to told 
PC 2, [Resident 4] tried to touch me on my private part, when PC 2 asked Resident 3 if that was the only 
thing that happened, Resident 3 said yes. PC 2 stated Resident 3 continued to say that Resident 3 was 
using the bathroom when Resident 4 entered the bathroom without permission. PC 2 stated that Resident 3 
slapped Resident 4's hand because, it was close to [Resident 3's] private part. PC 2 said PC 2 assumed the 
reason why Resident 3 walked into Resident 4's room after the bathroom incident was to tell [Resident 4] to 
back off and to ask Resident 4 why [Resident 4] tried to touch Resident 3's private part. PC 2 stated rooms 
[ROOM NUMBERS] share the same bathroom. PC 2 described Resident 4's behavior towards other 
residents as very disoriented.he touches everything, people.not just men or women, it's both.you know how a 
blind man touches something, [Resident 4] is like that. PC 2 was asked what has the staff done to ensure the 
other residents' safety, PC 2 stated there is always a CNA in the hallway or the tv room.we know [Resident 
4] has problems with touching, it's not gonna stop no matter how much we talk to [Resident 4].we redirect.we 
tried to use words like safe hands meaning to keep [Resident 4's] hand to self. PC 2 stated Resident 3 felt 
definitely disrespected when Resident 4 allegedly touched Resident 3 inappropriately and without 
permission. During an interview on 12/10/2025 at 1:23 PM, Registered Nurse Supervisor (RNS) 1 stated 
Resident 4's behavior towards other residents is that [Resident 4] always touching stuff and other residents 
without their consents . wants to touch people . has to be redirected frequently. RNS 1 stated that per 
doctor's order from 12/06/2025 until 12/09/2025, Resident 4 was put on 1:1 monitoring (a caregiver provides 
dedicated, focused attention and assistance to a single individual, ensuring their needs and well-being are 
met with personalized support) for 72 hours. During an interview on 12/10/2025 at 3:08 PM, the Director of 
Nursing (DON) stated, I've never come upon an inappropriate behavior from [Resident 4]. DON stated, 
[Resident 4] was on 1:1 after the incident, staff making rounds, [Resident 4] was redirected, frequent checks 
on [Resident 4]. When DON was asked how Resident 3 felt when Resident 3 was allegedly sexually abused 
by Resident 4, DON stated frustration, feeling inappropriate especially the private area, violated, anger. 
During a phone interview on 12/11/2025 at 8:46 AM, the PSY was asked if PSY was aware of the following 
about Resident 4:1. On 2/6/2025 - Episodes of poor boundaries where Resident 4 went into a shared 
bathroom while another resident was using the bathroom.2. On 7/31/2025, Resident 4 attempted to kiss a 
female staff member while the staff was cleaning Resident 4's room as indicated on Resident 4's care plan 
with an initiated on 7/13/2017 and a revision date of 7/31/2025.The PSY stated, I didn't know about that 
(above); they are both boundary violations; and about [Resident 4] attempting to kiss a staff member.that is a 
big deal and needs to be dealt with. The PSY stated the facility did not inform PSY about the two incidents. 
When the author informed the PSY about Resident 4's Behavior Monthly Summary of 2024, where staff 
documented Resident 4 had episodes of masturbating in public, had 395 episodes of inappropriate behaviors 
during the day shift in 2024, had 685 episodes of intense staring, standing too close, episodes of 
intrusiveness during the day shift in 2024, the PSY expressed shock with a 5 second pause then, with 
intermittent pauses PSY said, I don't have that information.masturbating in public.I am not aware of that.I 
didn't know about that . I only know about the inappropriate touching like touching someone's shoulder. The 
PSY stated I am so in shock, I don't even know what to say . what you shared with me, more has to be done. 
The PSY stated, I will speak to the DON and the Administrator.let them know I need to make suggestions.
like when you shared with me about the staff kissing and the Behavior Monthly Summary. The PSY stated if 
Resident 4's inappropriate touching behaviors continued and not addressed, we would find [Resident 4] a 
different placement, something more suitable.they (the staff) cannot continue the way that they have, 
something's got to change.we need to keep the other residents safe. The PSY stated now knowing what I 
know, that would impact other residents' experience . I am not sure . is that why Resident 3 punched 
Resident 4? We don't know how the other residents are going to react when they are triggered. During a 
review of the facility policy and procedures (P&P) titled Abuse Prohibition, with a review date of 2/23/2021, 
section 6.2.2 indicated, the facility is responsible for identifying residents who have a history of disruptive or 
intrusive interactions or who exhibit other behaviors that make them more likely to be involved in an 
altercation. The P&P's section 6.2.5 indicated, the facility will seek alternative placement for the resident 
exhibiting the abusive behavior, if warranted.
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