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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
reported a census of 37 residents. The sample included seven residents, with one resident reviewed for
dementia (progressive mental disorder characterized by failing memory, confusion), care, and services.
Based on observation, record review, and interviews, the facility failed to initiate a dementia plan of care
that identified and honored Resident (R) 1's desire for physical engagement, which included direction to
staff on how to identify voluntary engagement, and how to monitor for potential negative outcomes
associated with physical engagement. Findings included:- R1's Electronic Health Record (EHR) under the
Census tab documented R1 admitted to the facility on [DATE].R1's EHR revealed diagnoses of dementia,
major depressive disorder (a major mood disorder that causes persistent feelings of sadness), anxiety
(mental or emotional reaction characterized by apprehension, uncertainty, and irrational fear), and
unspecified sexual dysfunction.R1's 09/28/25 Modified admission Minimum Data Set (MDS) documented a
Brief Interview for Mental Status (BIMS) interview could not be completed. Per staff interview, R1 had
severely impaired cognition. The assessment documented R1 displayed no behavior towards herself or
others. She utilized a manual wheelchair and/or walker for locomotion. The assessment documented R1
required supervision or touching assistance for eating, and otherwise, R1 was dependent on staff
assistance for all care. R1's 09/28/25 Cognitive Loss / Dementia Care Area Assessment (CAA)
documented R1 was unable to participate in the BIMS interview due to severe cognitive impairment. R1
was inattentive and had disorganized thinking processes.R1's 09/25/25 Care Plan had a Focus dated
01/16/26 which noted R1 had potential to be physically aggressive related to her diagnosis of dementia and
provided the following interventions, all dated 01/16/26:Staff would administer medications as ordered and
monitor/document side effects (unintended reaction to medication) and the effectiveness of
medications.Staff would analyze times of day, places, circumstances, and triggers as well as what
measures de-escalated behaviors and document the responses.Staff would assess and address
contributing sensory deficits.Staff would anticipate R1's needs (hunger, thirst, toileting needs, comfort level,
body positioning, pain, etc.).Staff would provide physical and verbal cues to alleviate anxiety, give positive
feedback, assist verbalization of the source of agitation, assist in setting goals for more pleasant behavior,
and seek out staff when agitated.Staff would give the resident as many choices as possible about care and
activities.Staff would monitor, document, and report as needed any signs or symptoms of the resident
posing a danger to herself or others.R1's EHR Prog Note tab documented the following notes:On 01/18/26
at 02:57 AM, a Weekly Nurses Note documented R1 would transfer herself into other residents' beds and
had attempted to disrobe in common areas. She approached male residents with sexually driven remarks;
staff were usually able to redirect R1.On 01/23/26 at 03:12 PM, an Alert Note documented R1 had a
socially inappropriate behavior; however, on assessment, R1 was smiling and self-propelling up the hallway
with no behaviors displayed.On 01/30/26 at 12:12 PM, a General Notes documented R1 was found in R2's
(a cognitively intact male resident)
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room with the door closed. R1 sat in her wheelchair in front of R2, who was in his wheelchair. R1's pants
were down, and the male resident was touching R1's peri-area (area of the body around the genitals). Staff
separated the residents, redressed R1, and removed her from the male resident's room. Staff provided
frequent visual checks to keep the residents separated.R1's Care Plan, revised on 02/10/26, documented
R1 sometimes demonstrated sexually inappropriate behaviors such as inappropriate touching or sexual
comments, and provided the following interventions revised on 02/04/26:Staff would quietly attempt to
redirect R1 if she displayed inappropriate behavior and remind R1 that the behavior was not
appropriate.Staff would treat R1 with dignity and respect regardless of any behaviors. Staff would help R1
avoid situations or people that tend to trigger the behaviors.An intervention revised on 02/10/26 directed
staff to offer R1 something she liked as a diversion such as baby dolls to hold, revised on 02/10/26.R1's
EHR Prog Note tab documented the following notes:On 02/02/26 at 10:31 AM, a General Notes
documented R1 was monitored through the weekend and continued to seek male companionship and
stated she wanted a man, but was easily redirected into different conversation topics.On 02/15/26 at 01:58
AM, a Weekly Nurses Note documented R1 transferred herself into another resident's bed and attempted to
disrobe in common areas. R1 also attempted to approach male residents with sexually driven remarks.On
02/19/26 at 02:35 AM, a General Notes documented a Certified Nurse Aide (CNA) alerted the nurse that
R1 was in a common room on a couch and verbalized she was horny to another resident and his family
members. Staff removed R1 from the situation and apologized to the male resident and his family.On
02/19/26 at 07:27 PM, a General Notes documented R1 was agitated and combative with staff. She went
into other residents' rooms, attempted to take other residents' belongings, but was redirected for two to
three minutes with each occurrence. Staff documented R1 said she was looking for a man and approached
a male resident and asked him to go to her room. Staff documented R1 was informed the male peer was
married and her behavior was inappropriate; R1 continued to yell at staff and was unable to be consoled
despite pharmacological and nonpharmacological interventions.On 02/19/26 at 07:35 PM, a General Notes
documented R1 was combative with staff and went into other residents' rooms and could not be redirected.
R1 required one-on-one observation.On 02/19/26 at 09:48 PM, a General Notes documented R1 was
verbally inappropriate with sexually explicit language to staff. Staff documented that one-on-one
observation was resumed.On 02/24/26 at 12:53 AM, a General Notes documented R1 saw a male resident
coming down the hallway and started to lift her shirt to expose her breasts to him. R1 became angry with
the staff when they redirected her and assisted her with placing clothing in appropriate positions. Staff
quoted R1 saying, I need a man. Staff provided R1 with food and drink and took her to the bathroom, after
which she sat on the couch and fell asleep.On 02/24/26 at 04:20 PM, Administrative Staff B provided a
printed copy of Behavior Monitoring and Interventions Report, dated 11/01/25 to 02/24/26, that
documented inappropriate behaviors, which included but were not limited to entering into other residents'
rooms and/or public sexual acts on 12/16/25, 12/30/25, 01/02/26, 01/04/26, 01/22/26, 01/30/26, 02/12/26,
02/14/26, and 02/19/26.On 02/24/26 at 12:35 PM, staff propelled R1 in her wheelchair.On 02/24/26 at
12:35 PM, an interview with R1 could not be completed due to R1's incomprehensible speech.On 02/24/26
at 10:23 AM, in an interview with Administrative Staff A and Administrative Nurse D via telephone,
Administrative Staff A revealed R1 had vocalized several times, since her admission to the facility in
09/2025, that she had been married seven times. Administrative Staff A revealed R1 had been pointing out
and gravitating towards males since her admission. R1 had only recently been seeking the attention of
male residents.On 02/24/26 at 02:05 PM, Certified Medication Aide (CMA) R stated the only training she
had received related to residents with dementia who expressed sexual desires was to let one of the nurses
or a member of
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administration know. CMA R stated she was unable to recall if she had received specific training related to
sexuality with elders. CMA R stated that if two elders were discovered engaged in sexual or intimate
activities, staff should attempt to approach and separate the elders and alert other staff for assistance.
CMA R said she was unsure of how to address confused elders with dementia who wished to engage in
sexual or intimate activities. CMA R said she was aware of R1's intimate attraction and/or fixation with male
residents and recalled an instance in January 2026 where she observed R1 kissing a male resident other
than R2. CMA R said she implemented distraction techniques, separated the residents, and notified the
nurse on duty of what had happened. On 02/24/26 at 02:32 PM, CNA M said staff received dementia
training via online learning modules. CNA M could not recall having received any training related to
residents with dementia who expressed desires that were sexual or intimate in nature. CNA M said that if a
resident was gravitating or fixating towards a resident of the opposite gender, staff would attempt distraction
techniques and separate the residents. CNA M went on to say she was unable to recall any training related
to sexuality and/or intimacy for elders. CNA M stated she had received training related to R1 about a month
ago and was instructed that if R1 expressed sexual or intimate fixation on another resident, to stop the
residents, separate the residents, monitor the situation, and inform the nurse. CNA M said she had not
observed R1 engaged in sexual or intimate activities with male residents and that R1 was usually in her
wheelchair at the nursing station.On 02/24/26 at 02:53 PM, Licensed Nurse (LN) G stated she had received
dementia training via online learning modules but was unsure about any training related to sexual or
intimate relations for elders or elders with confusion caused by dementia. LN G said she was aware of R1's
gravitation towards males without there being a specific resident or staff member. LN G reported R1 says
she has six boyfriends. LN G said she was unaware of any specific training provided by the facility related
to R1's sexual or intimate interactions with males. LN G recalled the facility instructed staff to prevent any
sexual/intimate encounters because that act or set of acts must be consented to by both parties. Further,
LN G said if an intimate or sexual encounter was discovered, the facility has instructed staff to separate the
residents and instruct the residents to stay away from one another. R1's dementia doesn't allow her to
understand that not all men are single. LN G stated she was unaware of any instances where R1 had
engaged in sexual or intimate relations with male residents, only that R1 likes to be near or around men.On
03/02/26 at 07:44 AM, Administrative Staff A stated the care plan interventions related to R1's sexually
inappropriate behaviors were opened on the date of the incident on 01/30/26 and were not finalized until
02/04/26 with a revision that occurred on 02/10/26 by Administrative Nurse H. On 03/02/26 at 12:25 PM,
Administrative Staff A said the facility does a social services evaluation on admission that involves the
resident's family relationship and support systems that would indicate the presence or absence of a spouse
or significant others, as well as the presence of abnormal behaviors, and upon admission, there was
nothing on R1. We had very little social history for R1. The facility's Dementia Care policy, dated 01/2016,
did not address the topic of sexuality or intimate relationships in persons with a diagnosis of dementia.The
facility's Behavioral Health Services Guideline, dated 10/2025, documented that the facility would ensure all
residents received necessary behavioral health services to assist them in reaching and maintaining their
highest level of mental and psychosocial functioning and well-being. The guideline documented that
meaningful activities were critical for preventing challenging behavior in older adults, particularly those with
dementia, and behaviors often arise from unmet needs such as boredom, loneliness, or confusion. The
guideline documented that inappropriate sexual behavior could occur for a variety of reasons, some of
which were related to disease processes and could be verbal or physical in nature. The

(continued on next page)

43175114

05/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

175114 02/24/2026

Diversicare of Hutchinson 1202 E 23rd Avenue
Hutchinson, KS 67502

F 0744

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

document defined nonconsensual sexual contact as sexual abuse and required immediate notification due
to the immediate threat it presents to others and the potential criminal nature of the act. The document
provided potential responses to inappropriate sexual behaviors that included but not necessarily limited to:
look for clues to the potential for such behavior, responding firmly and respectfully, redirecting behavior,
discuss the behavior with the interdisciplinary team (IDT - a team of individuals from various disciplines
who collaborate to provide comprehensive care), ask for help and respect sexual behaviors between
consenting, competent adults.
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