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Bhm Carrollton Opco Inc 2327 North Highway 27
Carrollton, GA 30117

F 0600

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, staff interviews, and review of the facility policy titled Abuse, Neglect, Exploitation, 
Mistreatment and Misappropriation of Resident Property Policy, the facility failed to protect one of 14 
sampled residents (R) (R3) right to be free from sexual abuse from R5. This deficient practice created the 
potential for R3 and other residents to experience further potential abuse. Findings include:Review of the 
facility's policy titled Abuse, Neglect, Exploitation, Mistreatment and Misappropriation of Resident Property 
Policy, reviewed 9/2024, read, in pertinent part, It is the policy of the facility to prevent abuse.1. Review of 
R3's admission Record, dated 9/9/2025 and found in the electronic medical record (EMR) under the Profile 
tab, revealed the resident was admitted to the facility on [DATE]. The resident's diagnoses included 
dementia and type 2 diabetes. Review of R3's quarterly Minimum Data Set (MDS) with an Assessment 
Reference Date (ARD) of 7/8/2025 and found in the EMR under the MDS tab, revealed a Brief Interview for 
Mental Status (BIMS) score of four out of 15, which indicated R3 was severely cognitively impaired. Review 
of R3's Progress Notes, dated 6/24/2025 at 3:34 am, and found in the EMR under the Notes tab, indicated 
CNA [Certified Nurse Aide] reported to nurse resident from room [ROOM NUMBER]B [R5] got up and went 
into female resident and was being touched by male resident on her leg and trying to pull her cover down. 
CNA redirected resident [R5] back to his room.2. Review of R5's admission Record, dated 9/9/2025 and 
found in the EMR under the Profile tab, revealed the resident was admitted to the facility on [DATE]. The 
resident's diagnoses included vascular dementia, chronic kidney disease, and type two diabetes. Review of 
R5's quarterly MDS with an ARD of 6/19/2025 and found in the EMR under the MDS tab, revealed a BIMS 
score of four out of 15, which indicated R5 was severely cognitively impaired.Review of R5's Progress Notes, 
dated 6/24/2025 at 3:10 am and found in the EMR under the Notes tab, revealed CNA reported to nurse 
resident got up and went into room [ROOM NUMBER]A and was touching the female [R3] in bed A on her 
leg and trying to pull her cover down. CNA redirected resident [R5] back to his room.Review of the facility's 
investigation records, provided by the facility, related to the 6/24/2025 incident during which R5 touched R3 
inappropriately on her leg and was trying to remove her covers, and revealed that the facility substantiated 
that R5 was in R3's room and inappropriately touching R3's upper thigh while trying to remove her bed 
covers. During an interview on 9/8/2025 at 1:20 pm, the Director of Nursing (DON) confirmed that it had been 
substantiated that R5 went into R3's room and inappropriately touched her on her thigh while trying to 
remove her covers during the incident on 6/24/2025. During an interview with the Administrator and DON on 
9/9/2025, at 1:15 pm, both confirmed their expectation was that residents in the facility would remain free 
from abuse.
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