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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
identified a census of 32 residents, with three residents reviewed for abuse and neglect. Based on record 
review, observation, and interview, the facility failed to prevent sexual abuse when Resident (R)2 used 
topical pain medication as lubrication and penetrated cognitively impaired resident R1 anally and vaginally. 
On 07/11/25 at 03:05 PM, cognitively impaired R1 reported to LN G she felt nauseated, and LN G noted R1 
to be anxious. R1 stated R2 utilized topical pain medication (Voltaren) during a sexual encounter, as 
lubrication, R1 felt sick, and reported hurting and bleeding. LN G asked R1 to clarify if it was used in her 
vagina or rectum, and R1 stated vagina. R1 reported R2 had put it on himself, and then it went in. R1 was 
unable to provide a date or time when the incident with R2 occurred, but stated it was a couple of days ago. 
R1 was tearful, voiced embarrassment, reported feeling ashamed, and said she told R2 to stop, but R2 did 
not stop. The Social Services Staff X took R1 to the hospital, where R1 reported sexual activity and bleeding. 
R1 told the emergency room (ER) doctors she was penetrated anally by R2. The examination revealed a 
small internal hemorrhoid and excoriation of the rectal tissue. R1 stated when R2 touched her, she felt afraid, 
helpless, and scared. R1 continued to have uncontrolled anxiety and tearfulness, was found shaking 
uncontrollably in bed, and was very difficult to calm. This deficient practice placed R1 in immediate jeopardy, 
and other female residents at risk for sexual abuse.Findings included:- R1's Electronic Medical Record 
(EMR) documented R1 had diagnoses of stroke, hemiplegia (paralysis of one side of the body) affecting the 
left non-dominant side, hypertension (high blood pressure), peripheral vascular disease (PVD- slow and 
progressive circulation disorder causing narrowing, blockage, or spasms in a blood vessel), aphasia 
(condition with disordered or absent language function), and depression (a mood disorder that causes a 
persistent feeling of sadness and loss of interest).The Quarterly Minimum Data Set (MDS), dated [DATE], 
documented R1 had a Brief Interview for Mental Status score of eight, which indicated moderately impaired 
cognition. The MDS documented R1 had no behaviors, required set-up/clean-up assistance with eating, 
required moderate staff assistance with bathing, and was independent with all other activities of daily living 
(ADL).The Cognitive Loss/Dementia Care Area Assessment (CAA), dated 10/29/24, documented R1 was at 
risk for a decline in cognitive status. The staff oriented R1 frequently, R1 required extra time to respond to 
questions, and the staff were to ask simple, direct questions which were easier for R1 to answer.The 
Communication CAA, dated 10/29/25, documented R1 was at risk for decline in functional communication. 
The CAA documented R1 was able to answer simple, direct questions if given the time.The Functional 
Abilities CAA, dated 10/29/25, documented R1 as at risk for a decline in functional ability with ADLs. The 
CAA documented R1 was mostly independent with her ADLs.R1's Care Plan documented R1 had a BIMS of 
eight and directed staff to speak about one topic at a time and wait on her response for understanding 
(10/28/24). The care plan documented R1 had a diagnosis of depression and directed staff to engage R1 in 
conversation when she felt sad and provide emotional support (02/19/25). The care plan documented R1 
had anxiety attacks and directed staff to reassure R1 when she had negative thoughts that brought her 
stress and anxiety (06/25/25).The Nurses Note, dated 07/10/25, documented R1 reported she had moderate 
(about a tablespoon) of bright red blood after having a soft stool this evening. R1 stated she strained a little 
bit, denied a history of bleeding or hemorrhoids, stated she did not know if the bleeding was rectal or vaginal, 
and denied pain or discomfort. R1 declined an emergency room visit for evaluation but agreed staff could 
contact her provider in the morning and schedule an office visit. R1 agreed she would notify staff of further 
episodes and not flush before the nurse visualized.The Social Services Note, dated 07/11/25 at 02:18 PM, 
documented Certified Nurse Aide (CNA) M came to Social Services Staff X's office at about 02:09 PM and 
reported R1 was very tearful. Social Services Staff X went to R1's room, and R1 wanted her door shut during 
the visit. R1 stated a male resident had her cream and told R1 she was not lubricated enough. R1 admitted 
to having sex with the male resident [R2]. R1 was tearful because she noticed blood coming from her 
rectum. The note documented R1 expressed embarrassment. Administrative Staff A asked R1 if the sexual 
activities were consensual or not, and R1 replied, No, I did not want to do it. R1 was calming down and 
weeping less and agreed to get examined by a doctor, in case her sexual activity had harmed her in any 
way, especially using arthritis cream [as lubrication]. Social Services Staff X transported R1 to the 
emergency room, where a Sexual Assault Nurse Examiner (SANE) saw R1. R1 provided the nurse with her 
story and claimed she was a bad girl. The SANE nurse asked R1 if the sex was consensual, and R1 replied, 
Yes. The SANE nurse stated the exam would not be necessary and any evidence collected would most likely 
not be found since the event occurred two days to a week ago. The SANE nurse stated that this may be the 
case due to R1 showering, changing clothes, and so on. The emergency room doctor arrived, asked R1 
about her rectal bleeding, and R1 did not mention anything about her sexual activity or any possible 
penetration wounds. The doctor examined R1's rectal area and noted she had obvious internal hemorrhoids. 
The hospital treated R1with a suppository and released the resident.The Nurses Note, dated 07/11/25 at 
02:40 PM, documented R1 reported she felt nauseated and like she was going to be sick. The note 
documented R1 appeared anxious and displayed evidence of picking at several lesions on her left hand and 
abdomen. R1 asked LN G to go to her art table and get that tube. LN G retrieved a tube of diclofenac 1% gel 
(topical pain medication). R1 asked LN G, What is that for? LN G told R1 it was a topical medication used for 
pain. LN G asked R1 where she got the medication, and R1 replied, [R2]. LN G told R1 the medication was 
usually kept on the nurse's cart. R1 stated she had felt sick ever since she used it. LN G asked R1 where 
she had applied the medication, and R1 was hesitant to discuss but stated, [R2] got it out of his drawer. I 
was in his room, and we were messing around, and I was having a problem. I am so embarrassed. LN G 
provided R1 emotional support. R1 told LN G, [R2] got it out of his drawer and said we can use this, 
indicating the diclofenac gel, for lubrication. LN G asked R1 to clarify if she meant the gel was used for 
lubrication. R1 answered, Yes. R1 stated, Ever since then, it has been hurting and I have been bleeding. LN 
G asked R1 to clarify if she meant in her rectum or her vagina, and R1 stated, vagina. R1 stated, [R2] put it 
on himself, and then it went in. LN G asked R1 when this occurred, and R1 said a couple of days ago. R1 
was tearful and voiced embarrassment. LN G continued to provide emotional support. LN G asked R1 if she 
felt threatened or unsafe by R2, and R1 said, No. The emergency room Provider Note, dated 07/11/25, 
documented R1 presented to the emergency room with the complaint of rectal bleeding and sexual assault. 
R1 presented with bright red blood per the rectum and reported constipation over the last several days since 
consensual penile penetration to the rectum. The exam showed a small internal hemorrhoid and excoriation 
of the rectal tissue. The staff administered Anusol (topical steroid used to treat hemorrhoids or rectal 
irritation) 25 milligrams (mg) via suppository, gave discharge instructions with supportive care, and 
encouraged R1 to avoid further activity.The Nurses Note, dated 07/12/25, documented the nurse found R1 
sobbing in her recliner. When asked what was wrong, R1 stated, I'm so upset with myself. When asked why 
R1 was upset with herself, R1 stated, It was something that happened with another resident. It wasn't his 
fault. It was mine. When asked if she was upset about her sexual encounter, R1 nodded her head. R1 
stated, I am just so ashamed of myself. It should not have happened. R1 stated, I am such a weak person, 
and I should not have given him the opportunity.I did tell him to stop, but he didn't. Everyone thinks [R2] is 
pure as snow, but he is not.I can't stop my mind from running, it's going and going and going. The Nurses 
Note, dated 07/13/25, documented R1 continued to have uncontrolled anxiety and tearfulness regarding a 
sexual encounter with another resident. R1 was able to come out for the morning meal but remained tearful. 
R1 was found shaking uncontrollably in bed and was difficult to calm.On 07/28/25 at 09:30 AM, observation 
revealed R1 sat in her recliner staring out the window. The room was dark, and the TV was off. R1 was 
wringing her hands, breathing hard, and was tearful.On 07/28/25 at 09:30 AM, R1 stated she had been more 
depressed lately. R1 stated she did a bad thing and let R2 take advantage of her. R1 stated she did not want 
to talk about R2 or think about R2. She just wanted to forget anything ever happened. R1 stated she did not 
want R2 to do the things he did to her, but she was an old lady, and he was a man. She did not know what to 
do. R1 stated R2 was gone, and she did not have to worry about him coming into her room anymore. R1 
stated she still wanted her door shut all the time because she was afraid someone else would come into her 
room. R1 stated when R2 touched her, she felt afraid, helpless, and scared.On 07/28/25 at 11:00 AM, 
Administrative Staff A stated she thought something happened between R1 and R2, but was unable to prove 
what happened. Administrative Staff A stated by the time the investigation started, R2 transferred to a 
higher-level of care hospital for heart issues, so he was unable to be interviewed by her, but the police 
interviewed him, and R2 denied knowing R1. Administrative Staff A stated the local police ran a background 
search on R2 and said if Administrative Staff A would have run that, she would not have accepted R2 into 
the facility because R2 had a history of abuse of women in another state. The police stated they could not 
charge R2 with anything because R1 told them it was consensual.On 07/28/25 at 12:15 PM, CNA M stated 
R1 called her into her room and asked to talk to her. R1 was crying and anxious and told her that [R2] had 
touched her, and she was not feeling well. CNA M stated she was not sure how to handle it, so she told the 
social worker. CNA M stated [R2] threw up red flags because he was able to leave the facility and get drunk, 
so you never knew what he was going to do.On 07/28/25 at 12:30 PM, Social Service Staff X stated she 
wished she had done a better job representing R1 at the emergency room. Social Services Staff X stated 
she did not tell the SANE nurse or the doctor R1 had cognitive deficits, and she was not sure R1 even knew 
what consensual meant. Social Services Staff X stated she did not know how much she should tell the SANE 
nurse or the doctor because she did not want to skew the findings or anything, and she is not R1's 
responsible party.The facility's Reporting Abuse to Facility Management, Including Sexual Consent F600 
Policy, dated August 2024, documented it is the responsibility of the employees, facility consultants, 
Attending Physicians, family members, visitors, etc., to promptly report any incident or suspected incident of 
neglect, exploitation, or resident abuse. The community does not condone resident abuse by anyone, 
including staff members, physicians, consultants, volunteers, staff of other agencies, family members, legal 
guardians, sponsors, other residents, friends, or other individuals.On 07/28/25 at 03:15 PM, Administrative 
Staff A was provided the IJ template and notified of the facility's failure to ensure R1 was protected from 
sexual abuse, which placed R1 in immediate jeopardy.The facility identified and implemented immediate 
corrective actions, which were completed on 07/17/25 and included: R2 was placed on 1:1 on 07/11/25 at 
03:00 PM and has since been discharged .All staff were re-educated on Abuse, Neglect, and Exploitation 
(ANE) after the incident, completed 07/17/25. The social worker will meet with R1 weekly for 4 weeks. The 
facility interviewed alert and oriented female residents regarding safety.Due to the corrective action 
completed before the onsite survey, the citation was deemed past noncompliance at a J scope and severity.
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