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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, and record review, the facility failed to ensure staff reported allegations of abuse timely and 
thoroughly investigate an alleged incident of sexual abuse by a cognitively impaired male resident, (#2), 
resulting in a delay of implementation of appropriate corrective actions, based on the result of the 
investigation findings.Findings:Review of resident #1's medical record revealed she was admitted to the 
facility on [DATE] with diagnoses that included Alzheimer's disease with late onset, schizoaffective disorder 
bipolar type, mood disorder, disorder of psychological development, and attention-deficit hyperactivity 
disorder.Review of resident #1's quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed she 
had clear speech, was able to be understood, and could understand others. Her Brief Interview of Mental 
Status (BIMS) score was 10 out of 15, which indicated moderate cognitive impairment.Resident #2's record 
revealed he was admitted to the facility on [DATE] with diagnoses that included dementia, alcohol abuse with 
alcohol-induced psychotic disorder, and primary insomnia.The quarterly MDS assessment for resident #2 
dated 7/29/25 revealed he had clear speech, was able to be understood, and was able to understand others. 
His BIMS score was 6 out of 15, which indicated severe cognitive impairment.Review of resident #2's 
medical record revealed he had a care plan initiated on 6/02/14 for the use of psychotropic medications 
related to behavior management. The care plan was initiated on 6/01/24 and was revised on 10/17/24.On 
10/09/25 at 1:40 PM, resident #1 was in her room sitting in a chair by the window next to her bed. She 
expressed she was fearful but was willing to speak about the incident on 10/06/25. The resident explained 
that night around 9:00 PM, she was asleep in her bed when she was awakened by resident #2 touching her 
back, arm, and stomach. She recalled she immediately screamed and resident #2 exited the room. Resident 
#1 said she walked out of her room and saw resident #3 in the hallway who told her he heard her scream. 
She asked resident #3 to tell the nurse. Resident #1 conveyed the nurse came to see her and asked her 
what happened but did nothing else in regard to ensuring resident #2 did not repeat his actions. Resident #1 
reported she could not sleep well that night because she was scared that resident #2 would come back to 
the room. She said she called her sister that night and told her what had happened, and, in the morning, she 
saw resident #2 still wandering in the hallway.On 10/09/25 at 1:29 PM, resident #3 stated that on 10/06/25 at 
approximately 9:00 PM, he was in his room, sitting in his wheelchair and had a clear view of the hallway. He 
recalled he saw resident #2 walking down the hallway towards resident #1's room and moments later heard 
her scream. He went towards resident #1's room and she was coming out of the room. She seemed scared 
and told him that resident #2 had come into the room and touched her while she was asleep. Resident #3 
said she asked him to tell the nurse because she was scared to do it herself. Resident #3 said he spoke with 
Licensed Practical Nurse (LPN) B at the nurses' station and told him what he had witnessed. He 
remembered resident #1 joined them a few moments later at the nurses' station and told LPN B what 
happened. Resident #3 said LPN B took resident #1 back to her room and attempted to calm her down but 
he did not recall anything was done to keep resident #2 from returning to resident #1's room. He said he had 
witnessed at other times, resident #2 entering other resident rooms uninvited and touching their belongings. 
He explained that resident #2 used to be his roommate and he requested to change rooms because he used 
to touch his things without permission. He said he felt resident #1 was affected by the incident because she 
was scared to sleep that night and was crying.On 10/09/25 at 1:29 PM, resident #3 was sitting in the 
common area of the facility. He could not recall the event nor any details of what happened.On 10/10/25 at 
12:14 PM, LPN B confirmed he had worked on 10/06/25 during the overnight 7:00 PM to 7:00 AM shift. He 
said that between the hours of 11:00 PM and 11:30 PM he was in the 100-hallway where residents #1, #2, 
and #3 lived, passing medications alongside LPN A. The LPN recalled that residents #1 and #3 walked 
casually down the hallway to LPN A and reported that resident #2 had entered resident #1's room to touch 
her but they did not say where she was touched. LPN A told resident #1 to go back to her room and she 
would come see her. LPN B said he did not see resident #2 in the hallway at that time, which he indicated 
was rare because he usually paced the hallways at night. LPN B said he was not resident #1 or #2's nurse, 
so he was not involved and did not report the incident to the on-call Supervisor. The nurse said he was not 
asked to write a statement by anyone at the facility.On 10/10/25 at 11:52 AM, LPN A confirmed she was the 
assigned nurse for residents #1 and #2 on 10/06/25. She said that between the hours of 10:30 PM and 11:00 
PM, she passed medications in the 100-hallway when resident #1 walked up to her cart and was visibly 
shaking. LPN A recalled resident #1 told her that resident #2 had been in her room and touched her hand 
and back. The nurse explained she told resident #1 to return to her room and she would come to see her. 
LPN A said she saw resident #2 standing near the doorway of his room and she asked him what happened. 
The nurse said resident #2 was unable to remember anything. The LPN recalled that resident #2 told her if 
he had done something to resident #1, he wanted to apologize but she told him to stay in his room. LPN A 
said she shut resident #1's room door and positioned herself where she could watch resident #2 in case he 
came out of his room. The nurse said she sent the Director of Nursing (DON) a text message, but it never 
went through until the morning. She did not say why she did not attempt to call the DON or the Administrator 
who was the Abuse Coordinator, when she did not get a reply. LPN A said she received a message from the 
DON at approximately 6:00 AM, directing her to write a statement of what happened and to get statements 
from the residents. The DON told her that resident #2 would be put on one-to-one supervision that morning. 
She said she did not perform a skin check on resident #1 because when she spoke to her, she told her she 
was fine, so she did not think a skin check was needed. LPN A said she returned to work on 10/08/25 at 7:00 
PM and saw resident #2 was on one-to-one supervision.On 10/10/25 at 11:21 AM, the Assistant Director of 
Nursing (ADON) said that on 10/07/25 at approximately 10:00 AM, she heard resident #1 talking about the 
incident in the hallway to another staff member so she approached her. Resident #1 told her resident #2 had 
come to her room and touched her shoulder. The ADON reported the incident to the Administrator and DON 
so that an investigation could be started. She said that the psychiatric provider was consulted to evaluate 
both residents on 10/08/25. Resident #1 spoke with the psychiatric provider via telehealth and told her that 
she was scared to sleep at night and could not eat. The ADON said she did not instruct LPN A to complete 
an incident report because this incident did not require one. She expressed that the expectation for staff was 
to call the DON or Administrator to report all incidents and for staff to take any allegations of abuse seriously. 
She said that on 10/08/25 she passed out a handout to staff instructing them to watch resident #2 closely to 
ensure he did not enter other resident rooms.On 10/10/25 at 1:22 PM, in a joint interview with the DON and 
Administrator, the DON said that on 10/07/25 at 6:20 AM, he received a text message from LPN A that 
resident #1 alleged resident #2 had entered her room to touch her on the shoulder and wake her up. The 
DON said he instructed LPN A to write a statement but said there were no other instructions given. The 
Administrator confirmed she received a call from the DON telling her about the incident, and that resident #1 
was doing fine. The Administrator said they had a meeting with resident #1's sister on 10/07/25 to discuss 
the incident with her but confirmed they did not tell the sister what would be done to ensure resident #2 did 
not get near resident #1 again. They said they spoke with resident #1 who told them she was fine and felt 
safe at the facility. She said they did not gather statements from staff until 10/08/25 because they felt the 
event did not rise to the level of harm. The DON confirmed he did not instruct LPN A to conduct a skin 
assessment on either resident or complete an incident report. He said there was no order to do one-to-one 
supervision with resident #2 until 10/08/25 after the sister insisted something be done to ensure resident #2 
did not repeat his actions as he still wandered the hallways freely at night. The Administrator said LPN A 
should have continued to reach out to the DON when she did not hear back from him right away. She said 
she was the Abuse Coordinator, and her number was posted throughout the facility. She confirmed they did 
not do a full investigation because resident #1 said she was doing fine. She agreed that all allegations of 
abuse should be investigated thoroughly to ensure proper actions were taken to keep residents safe.Review 
of the facility's Abuse, Neglect, Exploitation, and Misappropriation Policies and Procedures revised 11/16/22, 
revealed that sexual abuse was defined as non-consensual sexual contact of any type and was not limited to 
unwanted intimate touching of any kind. Generally, sexual contact was non-consensual if the resident did not 
want the contact to occur. The procedure for investigation was to immediately upon an allegation of abuse, 
the suspect should be segregated from residents pending the investigation. The assigned nurse or DON 
should perform and document a thorough nursing evaluation and notify the attending physician. An incident 
report should be filed by the individual in charge who received the report in conjunction with the person who 
reported the abuse. The policy indicated the Abuse Coordinator or DON should take statements from the 
victim, suspects, and all possible witnesses including those within the vicinity of the alleged abuse, and upon 
completion of the investigation, a detailed report should be prepared.
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