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F 0600

Level of Harm - 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** Number of 
residents sampled:

Number of residents cited:
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F 0600

Level of Harm - Actual harm

Residents Affected - Few

Based on resident and staff interviews, record review, facility policy review, the facility failed to protect the 
resident's right to be free from physical abuse and/or sexual abuse/deprivation by staff and /or resident for 
four of 60 sampled residents (R) (R125, R117, R63, and R25) related to (1) failure to ensure R125 was 
protected from R117 and as a result, R125 was physically assaulted by R117 and (2) the facility failed to 
ensure R25 was protected from sexual assault by Housekeeper 1. Harm was identified to have occurred on 
1/26/2025, when R125 was assaulted by R117, resulting in R125 receiving multiple skin tears to the left arm, 
neck, and face. Findings included: A review of a facility policy titled Abuse Prohibition dated 4/7/2025 
indicated .It is the intent of this center to actively preserve each patient's right to be free from mistreatment, 
neglect, abuse, or misappropriation of patient property. This policy applies to anyone subjecting a patient to 
abuse, including, but not limited to, center staff, other patients, consultants, or volunteers. 1. A review of a 
document provided by the facility for R125 titled Face Sheet indicated the resident was admitted to the 
facility on [DATE]. A review of R125's quarterly Minimum Data Set (MDS), with an Assessment Reference 
Date (ARD) of 12/10/2024, indicated the resident had a Brief Interview for Mental Status (BIMS) score of 13 
out of 15, which revealed the resident was cognitively intact. The assessment indicated that the resident had 
no behaviors directed towards others. The assessment indicated the resident used a wheelchair for mobility. 
A review of Nurses Notes dated 1/26/2025, indicated R125 reported to the nurse he was in R63's room when 
R117 arrived in R63's room and asked R125 to leave. When R125 attempted to leave R117 assaulted him, 
resulting in the resident being physically assaulted, resulting in R125 receiving multiple skin tears to the left 
arm, neck, and face. A review of a progress note provided by the facility for R125 titled .Behavioral Health. 
dated 1/27/2025 indicated the therapist met with R125 due to staff reporting that he was involved in an 
altercation with another male resident (R117) in which R125 was physically attacked from behind by R117 
after words were exchanged. R125 suffered physical bruising and abrasions to his face. A discussion was 
had regarding boundaries with his encounter with R117, and there were no further recommendations 
identified. A review of a care plan for R125 titled Care Plan dated 2/10/2025, indicated the resident had a 
physical altercation with another resident (R117) when he was visiting his female friend (R63).A review of a 
document provided by the facility for R117 titled Face Sheet indicated the resident was admitted to the 
facility on [DATE]. A review of R117's quarterly MDS with an ARD of 1/2/2025 indicated the resident had a 
BIMS score of nine out of 15, which revealed the resident was moderately cognitively impaired. The 
assessment indicated that the resident had no behaviors directed at others. The assessment indicated the 
resident used a wheelchair for mobility. A review of a care plan for R117 titled Care Plan dated 1/31/2025 
revealed that the resident got into an altercation with his roommate (R125) due to a female resident's 
friendship (R63). A review of a document provided by the facility for R63 titled Face Sheet indicated the 
resident was admitted to the facility on [DATE]. A review of the annual MDS with an ARD of 1/17/2025 
indicated R63 had a BIMS score of 00 out of 15, which revealed the resident was severely cognitively 
impaired. A review of a document provided by the facility titled (Police Department), dated 1/26/2025, 
indicated police arrived at the facility in response to a physical altercation between two residents over their 
visitation with R63. According to the police report, R117 rolled down the hallway to his female friend's room 
(R63), in which he observed R125 visiting. Upon R117 entering the room of R63, R117 admitted that he 
asked R125 to leave, and R125 told R117 no, and then both R117 and R125 began to argue. This was when 
R117 slapped the face of R125. Both residents were provided with a room change after this incident. A 
review of an untitled document provided by the facility (referred to as a follow-up to the initial State Survey 
Agency incident), dated 1/31/2025, indicated that on 1/26/2025, R125 was self-propelling towards the 
nursing station when Certified Nurse Aide (CNA) 4 observed multiple red linear areas on his face, neck, and 
hand. CNA4 stopped R125 and immediately called the Assistant Director of Nursing (ADON) 1 over, and the 
resident was assessed. R125 reported he was in the room of his female friend when R117 entered and told 
R125 to leave. According to R125, when he turned around, R117 began to scratch his neck and face. R125 
reported he had attempted to turn around to R117, when R117 attempted to hit R125, and when R125 
blocked the hit, R125 sustained additional skin tears on his left hand from R117. An interview was then 
completed with R117 by the facility, in which R117 admitted he slapped R125 and did not know how the 
scratches occurred on R125's hands, neck, and face. R117 stated he did not know since the entire incident 
happened so quickly. The police were notified and arrived on the scene and did not pursue charges since 
both men had physical and mental disabilities. There was evidence that the facility reported the initial 
allegation of physical abuse to the State Survey Agency (SSA) timely along with the five-day follow-up 
investigation. The facility was able to substantiate the allegation of resident-to-resident physical abuse. 
During an interview on 8/5/2025 at 8:49 am, R125 stated he remembered the incident with R117 and stated 
he was attacked by R117 while he was visiting with R63. R125 stated the attack scared him, and he was 
hurt. R125 stated he was no longer afraid of him since he no longer sees R117. During an interview on 
8/5/2025 at 3:55 pm, the Director of Nursing (DON) stated that both R125 and R117 were prior roommates 
and were separated immediately after the resident-to-resident altercation. The DON stated R117 was very 
protective of R63 and stated there have been no further issues between R125 and R117. 2. A review of a 
document provided by the facility for R25 titled Face Sheet indicated that the resident was admitted to the 
facility on [DATE]. A review of a care plan for R25 titled Care Plan dated 8/9/2019 indicated the resident had 
a diagnosis of dementia. A review of the R25's annual MDS with an ARD of 9/11/2024 indicated the resident 
had a BIMS score of 11 out of 15, which indicated the resident was moderately cognitively impaired. The 
assessment indicated the resident was dependent on staff for all activities of daily living (ADLs). A review of 
a document provided by the facility for R78 indicated the resident was admitted to the facility on [DATE]. A 
review of the quarterly MDS with an ARD of 12/21/2024 revealed R78 had a BIMS score of 15 out of 15, 
which revealed the resident was cognitively intact. A review of an untitled document provided by the facility 
(referred to as a follow-up to the initial State Survey Agency incident), 9/20/2024, indicated that on 
9/13/2024, R78, who was a former roommate of R25, observed Housekeeper 1 enter their room and leaned 
over and kissed R25 on the mouth. There was no resistance made by R25. R78 stated the privacy curtain 
was pulled between R78 and R25, and she was able to see the incident from the mirror that faced the two 
residents. According to R78, no other touching happened. An interview was conducted with R25, and she 
denied the allegation. The report continued and indicated that Housekeeper 1 initially denied the allegation 
and stated he reached over R25's bed to pick up her bedding. Housekeeper 1 was then interviewed by the 
police and admitted that he kissed R25 on the forehead and touched her hand. Housekeeper 1 was 
immediately suspended pending the investigation. The police did not pursue charges. The family member 
(F)1 took R25 to the emergency room to be tested for sexually transmitted diseases, and the results were 
negative. The resident did not have a pelvic exam conducted. A review of a document provided by the facility 
titled ED (Emergency Department), dated 9/14/2024, indicated R25, who had a history of dementia and 
resided in a nursing home, was brought in by F1. According to this document, the resident denied being 
kissed or touched but did state she had a boyfriend at the facility who would clean her room and did not live 
at the facility. A review of a document provided by the facility titled Official Statement, dated 9/20/2024, 
indicated Housekeeper 1 was terminated due to his admission to the police of kissing R25's forehead and 
touching her hand. During an interview on 8/4/2025 at 8:54 am, F1 stated that the facility investigated the 
allegation of sexual assault and confirmed she took R25 to the emergency room to be tested for sexually 
transmitted diseases. F1 stated the police were called and did not press charges against Housekeeper 1 due 
to R25's memory problems. F1 confirmed R25 shared her incident while in the emergency room. During an 
interview on 8/6/2025 at 12:30 pm, R78 confirmed she remembered R25 being kissed by Housekeeper 1. 
R78 stated she was in bed with the privacy curtain drawn and could see R25 in bed when Housekeeper 1 
entered their room and bent over to kiss R25 on the mouth. R78 revealed that Housekeeper 1 eventually left 
the room. During an interview on 8/6/2025 at 8:59 am, the DON stated Housekeeper 1 was immediately 
terminated. The DON confirmed Housekeeper 1 was terminated based on his admission to the police 
department. During an interview on 8/6/2025 at 9:39 am, R25 stated she did not remember being kissed by 
Housekeeper 1 and stated she felt safe and was treated well. (Cross Reference F745)
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F 0745

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide medically-related social services to help each resident achieve the highest possible quality of life.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility document review, and staff interviews, the facility failed to ensure one resident 
(Resident (R) 25) was provided mental health services after sexual abuse which involved Housekeeper 1. 
This failure had the potential for R25 to suffer potential psychological stress after the event.Findings 
included: A review of a document provided by the facility titled Job Description, dated 2/3/2024, indicated the 
Social Worker was responsible for planning, organizing, and directing the overall operation of the Social 
Services Program to provide for the psychosocial needs of the patients and families served by the center.A 
review of a document provided by the facility for R25 titled Face Sheet indicated the resident was admitted to 
the facility on [DATE].A review of the annual Minimum Data Set (MDS) assessment for R25 with an 
Assessment Reference Date (ARD) of 9/11/2024 indicated the resident had a Brief Interview for Mental 
Status (BIMS) score of 11 out of 15, which indicated the resident was moderately cognitively impaired.A 
review of an untitled document provided by the facility (referred to as a follow-up to the initial State Survey 
Agency incident), dated 9/20/2024, indicated that on 9/13/2024, R25 was kissed by Housekeeper 1. The 
police were notified, and Housekeeper 1 admitted that he kissed R25 and touched her hand.A review of a 
document provided by the facility for R25 titled Care Plan failed to address the sexual assault by 
Housekeeper 1, and that the resident, at the time of the incident, was unable to consent to the act.A review 
of R25's electronic medical records (EMR) failed to address psychological services after an incident of being 
kissed by Housekeeper 1.During an interview on 8/6/2025 at 10:43 AM, the Administrator stated a 
psychological visit would be made by the Social Worker (SW) if there was an allegation of abuse/neglect. 
The Administrator stated based on the SW's assessment, the resident would then be seen by psychological 
services, and then care would be planned after the event. The Administrator stated the care plan would need 
to be developed so the staff could monitor the resident for any associated behaviors. The Administrator 
stated this would be completed by the SW.During an interview on 8/6/2025 at 11:49 AM, SW1 stated she 
was not employed by the facility at the time R25 was kissed by Housekeeper 1. SW1 stated the resident 
would need to be assessed by the SW and a referral made for mental health evaluation. SW1 stated it was 
important to then update the resident's care plan so staff could monitor any associated psychological stress 
related to the incident. (Refer to F600)
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