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F 0740 Ensure each resident must receive and the facility must provide necessary behavioral health care and
services.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37147

Residents Affected - Few Based on observation, interview and record review, the facility failed to ensure an effective care plan was

developed and implemented regarding sexual behaviors for 2 of 2 cognitively impaired residents reviewed for
behavioral health (Resident N and Resident O).

Findings include:

A complaint, submitted to the Indiana Department of Health on 1/3/24, alleged Resident N was being
sexually inappropriate with Resident O. Both residents had impaired cognition and resided on the Memory
Care Unit (MCU). Resident N was alleged to be showing signs of aggression towards staff and other
residents when Resident O was not near him or he couldn't find her. The complainant alleged both residents
were touching, making out and Resident N attempted to go below the belt of Resident O who was not able to
consent. The complainant alleged Resident O's family/Power of Attorney (POA) wasn't notified of the incident.

1. On 1/6/25 at 11:03 A.M., Resident N's record was reviewed. Diagnoses included dementia with severe
psychotic disturbance, delusional disorder, and mood disorder.

An admission Minimum Data Set (MDS) assessment, dated 12/13/24, indicated a Brief Interview Mental
Status (BIMS) score of 9 indicating Resident N had moderately impaired cognition. The MDS didn't indicate if
Resident N had the cognitive skills to make daily decisions. He had no signs of delirium. He would often
isolate himself socially, but had no behaviors, hallucinations, delusions, or wandering. He had rejected care
1-3 days of the assessment. He was independent with most activities of daily living (ADL) and ambulated
independently. He was prescribed antipsychotic and blood pressure medications.

A care plan, initiated 12/6/24 and revised 1/6/25, indicated Resident N was at risk for impaired psychosocial
well-being, sensory, cognitive, and communication deficits due to dementia, altered mental status, mood
disorder, and non-compliance with care (refused showers and medications). Resident N would seek out a
specific female resident (Resident O) on the unit and had developed a reciprocated friendship, at times
showing affection towards the female resident. Resident N was verbally aggressive towards staff and would
raise his fists, shaking them at staff. He wandered in and out of other resident rooms and was often,
redirectable. Interventions and dates initiated were:
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F 0740 12/6/24-allow time for resident to comprehend; engage resident in simple, structured activities; approach in a
calm manner to avoid frustration and behavior escalation-if resident becomes agitated and shows signs of
Level of Harm - Minimal harm or escalation, reapproach later.

potential for actual harm
12/31/24-provide a safe and respectful environment; reassessments to be completed as needed to
Residents Affected - Few re-evaluate capacity to consent: and encourage resident to participate in activities.

1/6/24-encourage resident to reminisce about being a train conductor and time spent working for the railroad.
Progress notes indicated:

-12/12/24 at 10:00 a.m., a psychiatric Nurse Practitioner (NP) progress note indicated an initial psychiatric
assessment was completed. Resident N had been admitted for continued care and secure memory care
support. Prior to admission, he had been taken to the ER by police due to wandering in traffic and making
inappropriate statements, where he received psychiatric assistance. He remained in the ER and was
boarded for an extended period of time due to placement issues. Per the resident, he sold his home in
Missouri in 2021 and had been homeless since that time. Hospital medical records indicated he'd had
several ER visits in various states over the past several years. Currently he was delusional and agitated and
indicated he had to get to Missouri today to get to the bank for money owed him. During the visit, Resident N
expressed disgust at not being able to leave and go to the bank. He knew who he was, that he was in
Angola, and the facility was a place for homeless people. He had poor insight/judgement, short and long
term memory that varied. He had severe dementia with psychotic disturbance, delusional disorder and mood
disorder. He was to continue his antipsychotic medication to treat his delusions.

-12/29/24 at 4:06 p.m., Resident N had been following a female resident (Resident O) most of the shift and

tried to lead her into his room. Resident N, was observed by an activity aide, kissing Resident O's neck and
shoulders and both had kissed on the lips while in the puzzle room. Both residents were re-directed multiple
times to common areas. The nurse covering the hall, on-call manager, and Director of Nursing (DON) were

all notified and instruction given to continue to re-direct the residents.

-12/30/24 at 4:22 p.m., Resident N and Resident O were sitting in the dining room, being affectionate with
each other. Resident N refused his antipsychotic medication and became upset and agitated. He stated I'm
with my woman, you can get out of here.

-At 9:59 p.m., Resident N was overheard telling Resident O do you think those girls are gonna make a big
stink if | sneak you to my room? Resident N was notified, per management, it was okay for the 2 residents to
be friendly and affectionate but they needed to stay in the common area. Resident N was agitated but
agreed to stay in the dining room and watch a movie. Resident N later attempted to guide Resident O down
to his room while saying inappropriate things to her. Staff redirected Resident O to her own room to lie down
while Resident N walked around to other residents' rooms, stood in their doorways and looked for Resident
0.
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F 0740 -12/31/24 at 12:05 p.m., Resident N was seen by the medical Nurse Practitioner (NP) for complaints of
needing a blood thinner for clots in his fingers. Resident N told the NP he used to take a supplement he had

Level of Harm - Minimal harm or gotten in [NAME] Mississippi and needed to get them. The NP assured him staff would monitor him for signs

potential for actual harm of vascular disease but was unable to order him the supplements because she nor the resident knew what
supplement he had previously taken. The NP progress note hadn't indicated Resident N had refused

Residents Affected - Few medications or was having agitation related to wanting to be with Resident O or regarding their special
friendship.

-1/2/25 at 10:00 a.m., a psychiatric NP progress note indicated Resident N was seen for an increase in
agitation, delusions, intrusiveness into staff areas, other resident rooms and getting agitated with redirection.
He was noted to be fond of a female resident and sought her out at times and staff were redirecting them to
the common areas. During the visit, Resident N was awake, alert, and oriented to self. He was observed
wandering the halls and looking out doorways. He indicated he was anxious about money and needed to get
to Missouri before his son took his money; he continued to be delusional. Staff were instructed to provide
gentle redirection from entering the female resident's room, be guided to common areas and continued on
his antipsychotic medications.

-At 3:38 p.m., Resident N attempted to follow staff into the shower room while staff were assisting Resident
O to shower. He was upset with redirection and staff were told to secure the bathroom door while bathing
Resident O.

-1/3/25 at 4:12 p.m., Resident N went into Resident O's bed and leaned over her while she was sleeping. He
was assisted out of the room and re-directed to the main dining room. He became agitated, verbally
aggressive, and balled his hands into fists while standing over staff. He stated why can't | do what | want with
her?! The resident was instructed he and Resident O could visit together in the main dining room but not in
her room while she was sleeping. He cursed at staff and demanded a key to get out of the building. He went
to his room, packed his bags and started banging on the exit door to another hallway. Attempts made to
redirect his behavior were ineffective. The DON, Administrator and nurse covering the hall were notified and
instructions given to write a progress note, inform construction crew working in the building to be cautious
when entering and exiting the hall and continue with 15 minute checks.

-At 5:42 p.m., the activity aide approached the resident about eating his evening meal. He raised his fists and
yelled at staff while shaking his fist near her face. He was provided space and allowed to sit and calm down
where he sat. He refused his meal.

-1/6/25 at 8:42 a.m., the resident refused his morning medications, was combative and cursed at staff.

-At 10:15 a.m., the Social Services Director (SSD) indicated a call had been placed to the Resident N's POA
and notified of the resident's reciprocating friendship with a female resident (Resident O). The POA had no
concerns.

-At 11:45 a.m., the nurse attempted to obtain lab work. Initially the resident had been pleasant and
cooperative however, when an attempt was make to stick with the needle, he became very agitated and
raised his voice, threatening to smack the nurse in the face and then made attempt to do so. The nurse left
the room and the 2nd shift nurse was to try and obtain the blood work.
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F 0740 During an observation on 1/6/25 at 12:15 P.M., Resident N was observed seated on side of his bed with a
lunch tray in front of him. He agreed to a visit. He indicated he was not doing well and was having issues with

Level of Harm - Minimal harm or his stomach but was unable to get his medication for it. He indicated he had to digitally remove stool due to

potential for actual harm inability to have a bowel movement. He agreed to a visit later in the day.

Residents Affected - Few -At 3:40 P.M., Resident N was observed lying down in bed. He indicated he wanted to get out of the facility

and go live with a buddy who was in Albion but he was stuck here. He wanted to take a chair and hit the
window so he could get out. He indicated he'd had a female friend here but hadn't known her name. He went
to her room and was holding her hand when that bitch came in and told him he had to leave the room so now
he was just going to stay in his room. He hadn't remembered what holiday was just celebrated but knew it
was cold out because of the snow outside his window. When asked the year, he indicated 2024 but then
looked at his calendar on the wall and stated oops-it's 2025 there on the calendar. Resident N had not been
observed out of his room during the survey and remained in the room with his door closed.

A Resident Capacity to Consent to Sexual Relations Assessment form, dated 12/30/24 at an unknown time,
indicated Resident N knew who he wanted sexual contact with; was not delusional of who the other person
was; was able to state what level of sexual intimacy he was comfortable with; made him happy to have
sexual intimacy; was consistent with his formerly held beliefs and values; he had the capacity to say no to
uninvited sexual contact; was not being bribed for sexual intimacy; understood the relationship may be time
limited and could describe how he would feel when the relationship ended. It was determined by the
Administrator, DON, and SSD, Resident N had the capacity to consent to a sexual relationship with Resident
0.

Resident N's care plan did not indicate he had the capacity to consent to sexual relations with Resident O,
what those sexual relations were (etc, hand holding, kissing on the mouth, fondling, hand below the belt, or
intercourse), and what sexual actions were to be reported or required intervention by staff. The care plan
didn't indicate 15 minute safety checks were being conducted, why they were being completed or when they
should be stopped or continued since both residents had been assessed as having capacity to consent.

2.0n 1/6/25 at 10:45 A.M., Resident O's record was reviewed. Diagnoses included dementia, major
depressive disorder, anxiety, and disorientation.

A quarterly MDS assessment, dated 10/23/24, indicated Resident O had severely impaired cognition with a
BIMS score of 2. She resided on the memory care unit. She had no behaviors, no rejection of care, no mood
issues, and no wandering. The MDS didn't indicate if she had the cognitive skills for daily decision making.
She required assistance with all ADL's, ambulated with a walker and supervision to touch assist while
walking. She was prescribed medication to treat depression.
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F 0740 A care plan, initiated 8/27/23 and revised on 12/31/24, indicated Resident O was at risk for impaired
psychosocial well-being, sensory, cognitive, and communication deficits due to anxiety, depression,

Level of Harm - Minimal harm or insomnia, and dementia. She had behaviors of verbal and physical aggression and refusals of care. She

potential for actual harm sought out a specific male (Resident N) on the memory care unit and had developed a reciprocated
friendship, at times, showing affection towards the male resident. Interventions, initiated on 12/31/24, were:

Residents Affected - Few provide a safe and respectful environment; reassessments to be completed as needed to re-evaluate
capacity to consent: encourage resident to participate in activities; and encourage to socialize in common
areas.

Progress notes indicated:

-12/29/24 at 4:04 p.m., the resident had been following a male resident all shift and had been redirected
several times, out of the male residents room (Resident N). She and Resident N were observed in the
common area/dining room touching and kissing each other. Resident O became combative and aggressive
when redirected. The nurse covering the hall, on-call unit manager, and DON were notified.

-12/31/24 at 3:31 p.m., the SSD spoke with Resident O's family members regarding the resident developing
a reciprocating friendship with a male resident (Resident N) on the unit. Family expressed understanding and
were notified they would be updated with any changes.

-1/2/25 at 10:15 a.m., a psychiatric NP progress note indicated the resident was seen for assessment. Since
the last visit, the resident had periods of being combative with care, agitated with redirection, refusal of
medications and recently followed a male resident around the unit. During the visit, the resident was awake
and alert, indicated she felt safe, affect was flat, quiet, normal thoughts but forgetful and fixated at times. She
was pleasantly confused. Staff were encouraged to redirect the resident to common areas to visit with male
friend and provide gentle redirection from room with male friend. Staff were to continue with
nonpharmacologic interventions for periods of agitation and continue to monitor safety, moods, sleep and
behaviors.

On 1/6/25 at 12:05 P.M., Resident O's family member/POA was interviewed. The POA indicated, on
12/31/24, they were notified of Resident O having a male friend she would hold hands with and give/receive
a peck on the cheek. Resident O hadn't had a special male friend since being at the facility so the POA came
in to visit the resident. When he had arrived, Resident O was seated, at a table in the dining room, next to an
older gentleman (Resident N). Neither resident was talking nor were they holding hands. Resident N sat
facing forward in his chair and never spoke with the POA during his visit. He believed it was odd for Resident
O to have a male friend to hold hands with and kiss but was assured staff would monitor and report any
changes. When questioned, he indicated he had not been informed of any other sexual behaviors between
the residents other than hand holding and kiss on the cheek.

On 1/6/25 at 3:20 P.M., Resident O was observed seated at the dining room table in the common area where
a Christmas tree sat near the window in her line of sight. She replied to questions in a very soft, gentle voice.
During the visit, she was asked what holiday was just celebrated and she replied she hadn't known despite
the Christmas tree being in her sight. A television was on and playing a black and white video of | love
[NAME]. When asked, she gently replied she didn't know what the show was or who the characters were.
She was observed to maintain eye contact and appeared in no distress. She did not know the day of the
week, nor could she identify she had any friends.
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F 0740 A Resident Capacity to Consent to Sexual Relations Assessment form, dated 12/30/24 at unknown time,
indicated Resident O knew who she wanted sexual contact with; was not delusional of who the other person

Level of Harm - Minimal harm or was; was able to state what level of sexual intimacy she was comfortable with; was happy with sexual

potential for actual harm intimacy; was consistent with her formerly held beliefs and values; she had the capacity to say no to
uninvited sexual contact; was not being bribed for sexual intimacy; but had not understood the relationship

Residents Affected - Few may be time limited nor describe how she would feel when the relationship ended. It was determined by the
Administrator, DON, and SSD, Resident O had the capacity to consent to a sexual relationship with Resident
N.

Resident O's care plan did not indicate she had the capacity to consent to sexual relations with Resident N,
what those sexual relations she was comfortable with (etc, hand holding, kissing on the mouth, fondling,
hand below the belt, or intercourse), or what sexual actions were to be reported or required intervention by
staff. The care plan didn't indicate 15 minute safety checks were being conducted, why they were being
completed or when they should be stopped or continued since both residents had been assessed as having
capacity to consent.

On 1/6/25 at 11:58 A.M., Licensed Practical Nurse (LPN) 5 indicated on 1/1/25 during day shift, she had
been alerted by an activity aide of Resident N's attempt to put his hand down Resident O's pants. Both had
been seated in the dining room at a table in front of the nurses desk. She indicated she notified the
Administrator and DON and immediately started 15 minute safety checks of both residents. She did not
document the incident in the progress notes but indicated, 15 minute safety checks had been and continue to
be done since 1/1/25. She was instructed the residents could hold hands and kiss but had to remain in the
common areas with supervision.

On 1/6/25 at 12:01 P.M., 15 minute safety check sheets were reviewed. The checks indicated 15 minute
safety checks had been completed since 1/1/25 at 2:15 p.m. for Resident N and Residnet O.

Confidential interviews conducted during the survey, indicated the following:
-Staff hadn't felt Resident O was able to consent to a sexual relationship.

-Staff had witnessed Resident N had put his hand on Resident O's pants while both resident's were seated in
the dining room at a table located in front of the nurses desk.

-Resident N had combative and agitated behaviors not easily re-directed, when he wanted to be with
Resident O.

-Resident O would refuse medications at times and could get agitated, irritated and combative if she didn't
want to do something or be re-directed.

On 1/6/25 at 2:15 P.M., the Administrator, DON, SSD, and Regional Nurse Consultant were interviewed and
indicated both residents had been assessed and determined to have capacity to consent to sexual relations

with each other. They indicated the 15 minute safety checks continued to ensure Resident N and Resident O
were safe and only holding hands or kissing each other on the cheek.
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F 0740 There was no further information provided verbally or in writing to indicate need for 15 minute safety checks,
need for redirection of residents to a common area or limitations on sexual relation behaviors such as only

Level of Harm - Minimal harm or being allowed to hold hands or kissing on the cheek as both residents were assessed to have capacity to

potential for actual harm consent.

Residents Affected - Few On 1/6/25 at 3:30 P.M., the DON provided a current copy of the facilities policy, effective 6/13/24, and titled

Resident Capacity to Consent to Sexual Relations which stated: It is the policy of the facility to evaluate any
resident that is suspected to be engaged in sexual relationship with another individual that may not have the
capacity to consent to sexual activity. Once a suspicion has been formed, an assessment of the resident's
capacity to consent will be completed .Sexual conduct between residents must be consensual .Procedure:
The recommended steps when sexual relations are suspected or witnessed between residents living with
dementia: step 1: intervene and separate pending assessment and evaluation. step 2. investigate and
assess capacity to consent of each resident. 3. physician and responsible party notification if deemed
applicable. 4. care plan and education. 5. ongoing monitoring and evaluation of assessment and care plan .If
the resident has been determined to have the capacity to consent to sexual relations, the residents will be
assisted with privacy and the facility will provide discrete indicator for residents to utilize on door such as Do
Not Disturb sign etc. Resident care plans will be updated to reflect determination. Documentation of the
assessment and any additional discussions and/or education provided to the resident will be documented in
the EMR

The Citation relates to Complaint INO0450457.
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