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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility documentation, facility policies and interviews for two of three sampled 
residents (Resident #1 and Resident #2) reviewed for an allegation of staff-to-resident sexual abuse, the 
facility failed to ensure Resident #1 and Resident #2 were protected from sexual abuse by a staff member. 
The findings include:1. Resident #1's diagnoses included anxiety, depression, chronic substance abuse, and 
post-traumatic stress disorder. The admission Minimum Data Set assessment dated [DATE] identified 
Resident #1 was cognitively intact (Brief Interview for Mental Status score of 15), made reasonable and 
consistent decisions regarding tasks of daily living, did not exhibit any behaviors, was independent with care, 
and required touch supervision with bed mobility and ambulation. The Resident Care Plan (RCP) dated 
9/30/25 identified Resident #1 had a self-care deficit and was at risk of falls. Interventions directed staff 
assistance with daily care as needed, physical and occupational therapy as ordered, call bell within reach, 
and use of non-skid socks. The Nurse's note dated 11/19/25 at 12:37 PM identified on 11/18/25, Resident #1 
reported to Registered Nurse (RN) #1 (the 3 PM to 11 PM shift supervisor) that a male housekeeper 
(Housekeeper #1) entered Resident #1's room before breakfast on 11/18/25. Resident #1 was half asleep 
and while placing the bedspread on Resident #1, Housekeeper #1 began touching Resident #1 
inappropriately. The police and Advanced Practice Registered Nurse (APRN) were notified. The APRN note 
dated 11/19/25 at 1:48 PM identified the APRN was asked to see Resident #1 due to an alleged incident with 
a staff member. Resident #1 reported feeling upset about the alleged incident but reported feeling safe. 
Resident #1 was advised to continue with psychotherapy along with medications to manage mood related to 
chronic substance abuse. 2. Resident #2's diagnoses included anxiety, bipolar disorder, chronic substance 
abuse, and post-traumatic stress disorder. The quarterly Minimum Data Set assessment dated [DATE] 
identified Resident #2 was cognitively intact (Brief Interview for Mental Status score of 15), made reasonable 
and consistent decisions regarding tasks of daily living, did not exhibit any behaviors, required touch 
assistance with daily care, moderate assistance with bed mobility and was independent with ambulation. The 
Resident Care Plan (RCP) dated 10/8/25 identified Resident #2 had a self-care deficit and was at risk for 
falls. Interventions directed staff assistance with daily care as needed, physical and occupational therapy as 
ordered, call bell within reach, and use of non-skid socks. The Nurse's note dated 11/19/25 at 12:15 PM 
identified Resident #2 reported to the Director of Nursing (DON) that approximately one (1) week earlier, 
Housekeeper #1 kissed Resident #2 on the cheek. At the time Resident #2 did not tell anyone. The police 
and APRN were notified. The APRN note dated 11/20/25 at 11:28 AM identified he/she was asked to see 
Resident #2 due to an alleged incident with a staff member. Resident #2 identified a few days earlier, a male 
staff member approached Resident #2 in an inappropriate way and attempted to kiss Resident #2 which 
Resident #2 did not allow. Resident #2 did not want to report the incident but after hearing the same thing 
happened to another resident, came forward. Interview with Social Worker (SW) #1 on 11/21/25 at 11:49 AM 
identified she was familiar with Resident #1 and Resident #2. She identified Resident #1 and Resident #2 
were cognitively intact, able to make their needs known and neither had a history of making false 
accusations or fabricating information. SW #1 indicated she believed both residents were truthful in their 
allegations. Review of the written statement and interview with Resident #1 on 11/21/25 at 12:30 PM 
identified on 11/18/25 before breakfast, Housekeeper #1 was cleaning his/her room and picked a blanket up 
off the floor. When Housekeeper #1 placed the blanket over Resident #1, Housekeeper #1 touched Resident 
#1's whole body outside of the blanket. Housekeeper #1 said, let me see your eyes, I bet they are beautiful 
and started to kiss Resident #1. Resident #1 identified he/she froze and was scared and that he/she was just 
waking up. Housekeeper #1 then put his hands under the blanket, under Resident #1's shirt, touched his/her 
upper body, and then put his hands in Resident #1's pants and inserted his fingers inside Resident #1. 
Resident #1 identified Housekeeper #1 was grabbing his genitals with his other hand and further identified 
Housekeeper #1 kept looking at the door. Resident #1 did not have a roommate at the time. Resident #1 
reported feeling violated, scared, and further identified not fighting back due to a history of PTSD and abuse. 
Resident #1 proceeded to tell his/her friend (Resident #2) what occurred. Resident #1 voiced knowing the 
importance of reporting what occurred despite having an emotionally difficult time retelling the allegation. 
Resident #1's affect was flat during the investigation.Review of a written statement and interview with 
Resident #2 on 11/21/25 at 12:40 PM identified approximately one week earlier, Housekeeper #1 entered 
Resident #2's room to clean. While in the room, Housekeeper #1 reportedly blew kisses toward Resident #2 
and attempted to kiss Resident #2. Resident #2 stated he/she told Housekeeper #1, stop it, you're being 
fresh, and put up his/her hand to block the attempt. Resident #2 reported Housekeeper #1 attempted a 
second time, and when Resident #2 turned his/her face away, Housekeeper #1 kissed Resident #2 on the 
cheek. Resident #2 identified he/she did not initially report the incident because he/she felt that he/she 
handled the situation and no further behavior occurred. However, on 11/18/25, Resident #1, who had 
befriended Resident #2 while at the facility, approached Resident #2 crying and disclosed an allegation 
involving Housekeeper #1. Resident #2 indicated he/she encouraged Resident #1 to report the incident, and 
at that time also reported the incident that had occurred approximately one week earlier, realizing it may not 
have been an isolated event.Review of the written statement and interview with Resident #3 (cognitively 
intact (Brief Interview for Mental Status score of 15), Resident #2's roommate, on 11/21/25 at 12:46 PM, 
identified Resident #3 did not witness the alleged incident between Resident #2 and Housekeeper #1 but did 
witness Housekeeper #1 being overly affectionate with Resident #2 when Housekeeper #1 hugged Resident 
#2. Resident #3 further identified, Resident #2 shrugged Housekeeper #1 off when he hugged Resident #2 
and Resident #2 appeared uncomfortable. Interview with Housekeeper #1 on 11/21/25 at 1:25PM identified 
he denied all allegations. Interview with the DON on 11/21/25 at 1:45 PM identified if the alleged incidents 
occurred the facility failed to keep Residents #1 and Resident #2 safe from abuse and failed to follow the 
facility abuse policy. Interview with the facility Administrator and DON on 12/8/25 at 12:45 PM identified that 
the facility did not classify the allegations as unsubstantiated, but rather determined that they were unable to 
substantiate the allegations due to the absence of direct witnesses to the reported incidents. The 
Administrator stated that Housekeeper #1 was terminated on 11/25/25 for unsuccessful completion of 
probationary period. When asked to clarify what was considered unsuccessful, the Administrator reported 
that because the facility could not confirm whether the alleged abuse occurred, and the employee was still 
within the probationary period, the facility elected to terminate his employment. Although attempted, a call 
was not returned by the Police Department or the detective assigned the case. Review of the facility policy 
for Abuse, Neglect, and Exploitation directed in part that abuse is prohibited, and the facility will establish a 
safe environment that prevents sexual abuse. Review of the facility Resident's [NAME] of Rights identified 
residents have the right to be free from verbal, sexual, physical, or mental abuse, corporal punishment, and 
involuntary seclusion.
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