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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 residents were free from sexual abuse for one of 
three residents (R2) reviewed for abuse in the sample of three. Findings include:1-R1's Face Sheet 
documents R1 was admitted to the facility on [DATE] with diagnoses including chronic obstructive pulmonary 
disease (COPD) and nicotine dependence.R1's Minimum Data Set (MDS) dated [DATE] documented R1 
was severely cognitively impaired and ambulated via wheelchair and walker.R1's Care Plan initiated 9/25/25 
documents, Inappropriate sexual behavior - resident touched another female resident's genital area.2-R2's 
Face Sheet documents R2 was admitted to the facility on [DATE] with diagnoses including malignant 
carcinoid tumor of the bronchus and lung.R2's MDS dated [DATE] documented R2 was moderately 
cognitively impaired and ambulated via wheelchair and walker.R2's Care Plan initiated 8/21/25 documents 
R2 is at risk for abuse and neglect per assessment.The Facility's Initial Report sent to Illinois Department of 
Public Health (IDPH) on 9/20/25 documents a nurse walked by R1 and R2 while they were waiting to go 
outside to smoke and observed inappropriate touching by R1.On 10/8/25 at 11:30 AM, V1, Administrator, 
stated she was on vacation when the allegation of R1 touching R2 was made, so the corporate office filed 
the report.On 10/8/25 at 11:40 AM, V5, Regional Director of Operations, stated V3, Assistant Director of 
Nursing (ADON), reported to her that there was a resident-to-resident sexual encounter between R1 and R2 
while V1 was on vacation. V5, Licensed Practical Nurse (LPN), reported it, and the staff investigated. V5 was 
walking by while residents were waiting to go out and there was inappropriate touching of R2 by R1. 
Apparently the touching was outside of the pants and R2 did not mind, but with their cognition levels V5 told 
the Facility to separate them with one on one observation until V1 came back and a long term plan could be 
developed. V5 stated the touching in that area was still inappropriate, and if the residents wanted to pursue a 
consensual relationship the facility would have to go through the proper steps.The Facility's 9/20/25 Written 
Statement by V4, Licensed Practical Nurse (LPN), documents, At 4 PM this writer was walking to the 
bathroom through the DR (Dining Room) where I saw (R2) and (R1) sitting very close together near the patio 
door. Writer approached them and I saw that (R1) had his right hand in between (R2)'s legs and was rubbing 
her genital area. She (R2) was allowing him (R1) to do so; she (R2) voiced no opposition. Writer advised 
(R1) to keep his hands to himself; (R1) verbalized understanding. Writer brought (R2) to the nurse's station 
for closer observation while I called the nurse on call, (V3). Both res (residents) were placed on q (every) 15 
min (minute) checks. (V3) is notifying appropriate parties. Skin check completed.On 10/8/25 at 1:35 PM, V4 
stated she was walking through the dining room and R1 and R2 were sitting very, very close together, so she 
wondered what was going on. R1 had his right hand between R2's legs outside her pants and was playing 
with her genital area. V4 believes it was consensual, but inappropriate for them to be doing that in the dining 
room in front of everyone.R1's Progress Note by V3 on 9/20/25 at 5:31 PM documents V4 reported to V3 
that R1 was seen sitting next to the door to the patio gazebo area waiting to smoke. R1 was sitting next to 
R2 and was allegedly seen with his hands inside R2's pants and inappropriately touching her private parts.
On 10/8/25 at 1:20 PM, V3 stated she was on call when V4 reported the allegation between R1 and R2. V4 
told her she walked through the dining room and saw R1 and R2 sitting in the smoking area. R1 had his 
hands on the inside of R2's pants.R1's Progress Note by V2, Director of Nursing (DON) on 9/22/25 at 5:00 
PM documents V2 followed up and further investigated situation from 9/20/25. V4 witnessed and stated R1's 
hand was outside R2's pants touching the genital area. R2 did not remember what happened, but after a few 
questions, V2 asked R2 if she was ok with what had happened. R2 smiled and said, Ya! R1 stated, The lady 
said to cut it out and We were hugging and touching around too much. R1 remembered what had happened. 
This was a mutually wanted act. R1 and R2 have been noticed talking to each other more recently and 
holding hands a few times.On 10/8/25 at 2:47 PM, V2 stated she was on vacation when this allegation took 
place. R1 and R2 had been talking and going out to smoke together. V4 stated she saw R1 with his hand 
between R2's legs near the smoker's door. V2 thinks R1 and R2 have the capacity to consent, but both have 
confusion at times. When R2 was interviewed, she smiled and said what happened was ok. R1 was 
embarrassed and said they were maybe touching around a little too much and the nurse told him to cut it out.
The Facility's Final IDPH Report dated 9/26/25 documents an investigation was conducted, and two 
residents were involved in altercation of inappropriate behavior. R1 rubbed genital area outside of R2's 
clothing. On 10/8/25at 1:10 PM, V1 stated she does not think the facility has a policy on consensual 
relationships and was not sure how that process would work.On 10/9/25 at 9:45 AM, V1 stated she expects 
the Facility to follow its abuse policy.The Facility's Abuse Prevention Program Policy revised 10/29/22 
documents sexual abuse is non-consensual sexual contact of any type. Residents have the right to engage 
in consensual sexual activity. If the facility has reason to suspect the resident does not have the capacity for 
consent, the facility must take steps to ensure the resident is protected from abuse and must evaluate the 
resident's capacity for consent.
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