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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This Citation 
Pertains to Intake 2660956.Based on interview and record review, the facility failed to protect the one (#701) 
resident's right to be free from sexual abuse by another resident of three residents reviewed resulting in a 
non-verbal, severely cognitively impaired resident (#701) having their genital area touched by Resident #702, 
and staff not immediately separating the residents. Findings include:Review of Facility Reported Incident 
(FRI) documentation revealed on 10/12/25 at approximately 11:37 AM, the Administrator was informed of 
allegation of sexual abuse involving Resident #701 and Resident #702. Per the FRI, Resident #702 is 
Resident #701's father and was witnessed by staff with their placed on (Resident #701's) groin region. An 
interview was conducted with the Director of Nursing (DON) on 1218/25 at 10:00 AM. During the interview 
the DON verbalized the facility switched Electronic Medical Record (EMR) system from Matrix to Point Click 
Care (PCC) on 10/1/25. Review of facility provided investigation documentation related to the FRI included 
the following: - Five Day Investigative Summary of Incident which included a recapitulation of resident 
information, staff statements, resident interviews, and actions taken by the facility including implementation 
of a 1:1 staff member for Resident #702, Resident #701 moving rooms to a different unit of the facility and 
follow up review/monitoring by the facilities Quality Assurance and Performance Improvement (QAPI) 
Committee. - Memo to Nursing Staff re: All Staff dated 10/13/25. The Memo was entitled, Immediate Action 
Required for Inappropriate Resident Contact and specified, If any staff member observes a resident 
attempting to inappropriately touch another resident, it is critical that the following steps are taken 
immediately: 1. Intervene and separate the residents without delay. 2. Ensure the safety and dignity of both 
individuals. 3. Stay with the resident(s) involved until a supervisor or appropriate clinical team member can 
assess the situation and determine next steps. 4. Document the incident thoroughly and report it according to 
facility protocol. - Copy of email documentation from the DON to facility staff dated 10/13/25 at 2:02 PM 
which detailed, (Resident #702) IS NOW a 1:1 INDEFINATELY. I want the 1:1 to stay far pay and just make 
sure he is not going into other rooms or touching any other residents inappropriately. (Resident #701) did 
move rooms. WE DO NOT want (Resident #702) brought up to see (Resident #701). If (Resident #702) 
wants to see (Resident #702) then she will have to come to. dining room and not his room and the 1:1 stays 
the whole time. - Documentation of staff education/training with signed Staff In-Service/Meeting sign-in 
sheets and Sign-In Sheets pertaining to the memo, email communication, and facility protocol for abuse were 
included. - Interview forms with other residents on the unit with the questions, Do you feel safe here? and 
Have you ever had an interaction with another resident that made you feel unsafe? - Written, signed 
statement from Certified Nursing Assistant (CNA) A dated 10/12/25. The statement detailed, I (CNA A) saw 
(Resident #702) rubbing his daughter (Resident #701's) private area. Once I was seen coming, he removed 
his hand. I reported to the nurse who then went to approach him and was seen with his hands on (Resident 
#701's) private area and quickly moved his hand. - Written, signed statement from Registered Nurse (RN) C 
dated 10/12/25. The statement specified, At approximately 11:30, I was made known by (CNA A) that 
(Resident #702) was inappropriately touching his daughter (Resident #701) in the groin area. As (Resident 
#702) saw me coming closer, he pulled his left hand back. I then confronted him asking if he was just 
touching (Resident #701) to which he responded, ‘That's my daughter.' (Resident #702) then self-propelled 
to the back of the dining room to look out the window. (Resident #701) was then transported to her room for 
a skin assessment. On 12/18/25 at 12:00 PM, Resident #701 was observed in the dining/central room area 
of the unit. The Resident was reclined in a Broda chair (specialized, highly adjustable wheeled chair with 
solid leg rests and increased upper body support for positioning). Resident #701 did not respond verbally 
when spoke to and did not make eye contact. An interview was completed with Licensed Practical Nurse 
(LPN) B on 12/18/25 at 12:02 PM. When queried regarding communication with Resident #701, LPN B 
stated, Never heard (Resident #701) talk. When asked if the Resident responds non-verbally to 
communication, LPN B responded the Resident has made eye contact when I feed them. LPN B was then 
asked if Resident #702 comes to the unit to see Resident #701 and revealed they had not seen Resident 
#702 come to see Resident #701. LPN B continued, It was requested that we would take (Resident #701) 
down there (unit where Resident #702 resides) to visit for the first week or so. When queried, LPN B 
revealed they were aware of the incident that occurred involving Resident #'s 701 and 702 but did not 
observe anything themselves. Record review revealed Resident #701 was originally admitted to the facility 
on [DATE] with diagnoses which included Traumatic Brain Injury (TBI), polyneuropathy (condition affecting 
nerves causing weakness and pain), intellectual disabilities, left leg contractures, mood disorder, and 
generalized anxiety. Review of the Minimum Data Set (MDS) assessment dated [DATE] revealed the 
Resident was rarely/never understood and dependent upon staff for all Activities of Daily Living (ADLs). 
Review of Resident #701's Electronic Medical Record (EMR) revealed the following: - 8/4/25 at 2:31 PM: 
Social services quarterly assessment. non-verbal and is unable to communicate her needs. is unable to 
make herself understood and is unable to understand others. alert to self only. (Resident #701's dad 
(Resident #702) is also a resident at the facility and does visit with her. There is some risk for resident 
incidents in public areas. If another resident were to approach her, she would be able to defend herself if 
needed though she may or may not do so. Not proceeding to care plan to address risk though will continue 
to monitor. - 10/12/25 at 12:00 PM: Nurses Note Late Entry. Res was observed at 11:30 by CNA in the dining 
room to have been touched near the groin over her clothing by (Resident #702). Res was immediately taken 
to her room where a skin assessment was completed. No abnormal findings were discovered. Res with no 
outward signs of fear or agitation at this time. - 10/12/25 at 12:50 PM: Nurses Note Late Entry. has been 
removed from her room at this time and is being placed in (different room on different floor of facility). - 
10/13/25 at 2:53 PM: Health Care Provider (HCP) Consult Notes. Late Entry. Reason for Encounter/Chief 
Complaint: Acute visit for an event that occurred between the resident and another resident in the dining 
area. (Resident #701) is a long term care resident with chronic conditions including but not limited to 
intellectual disability who was noted by a CNA to be touched near the groin over her clothing by another 
resident while sitting in the dining area. resident was noted to not have any signs of fear or agitation. 
Resident was subsequently moved to a room on a different floor. On 12/18/25 at 11:50 AM, Resident #702 
was not present in their room. The Resident had a private room. At 11:55 AM on 12/18/25, Resident #702 
was observed in the dining room, sitting in a wheelchair. An interview was completed at this time. Resident 
#702 was very hard of hearing and indicated they could not hear all questions asked. Review of Resident 
#702's medical record revealed the Resident was originally admitted to the facility on [DATE] with diagnoses 
which included Alzheimer's disease, heart disease, dementia with mood disturbance, agitation, anxiety, and 
psychotic disturbance. Review of the MDS assessment dated [DATE] revealed the Resident was severely 
cognitively impaired, displayed verbal behaviors towards others one to three days, and required 
substantial/maximum assistance with bathing, transfers and hygiene, and supervision/touching assistance 
with ambulation up to 50 feet. Review of Resident #702's EMR revealed the Resident had a history of 
inappropriate sexual behaviors towards other residents and staff. A care plan was present in the prior EMR 
(Matrix) entitled, Mood/Behavior: I have diagnoses of major depressive disorder. generalized anxiety. 
Dementia. with psychotic disturbance. mood disturbance. I lack insight & impulse control due to my 
dementia. I have made inappropriate sexual comments towards staff & also attempt to inappropriately touch 
staff/other residents.I have also occasionally wandered into other resident rooms uninvited. I also exhibit 
delusional thinking. I am at risk for resident incidents due to my behaviors; my lack of insight and impulse 
control. (Start Date: 2/11/21). The care plan was carried over into PCC on 9/25/25 with minor changes.The 
care plan included the interventions:- Do not place me near female residents (Start Date: 9/14/22; Created in 
PCC: 9/25/25)- Encourage structured activity that is supervised to minimize the time that I am alone with 
others (Start Date: 12/1/21; Created in PCC: 9/25/25)- Observe me closely when I am in resident occupied 
areas (Start Date: 12/1/21; Created in PCC: 9/25/25)- Remove me from the area if become inappropriate 
(Start Date: 12/1/21; Created in PCC: 9/25/25)- Let me know that my behavior is affecting others or that I am 
being inappropriate (Created in PCC: 9/25/25)- Do not leave me unsupervised in public areas (Start Date: 
12/1/21; Not carried over to PCC) The care plan was modified in PCC on 10/13/25 and I am currently under 
1:1 supervision while awake was added. Review of documentation in Resident #702's EMRs revealed the 
following: - 6/22/25 at 10:53 AM: Nursing. Resident in dining room stating to staff that he is looking for a 
piece of ass. Prior to that staff mentioned that he was propelling up and down the hallway looking into 
residents' rooms. Staff asked him what he was doing, he stated that he is looking for a piece of ass. - 6/22/25 
at 10:56 AM: Nursing. Resident was heard in hallway making sexual comments and requesting sexual favors 
from housekeeper. Housekeeper redirected resident. Resident is visiting in dining room with other residents - 
08/25/25 at 8:01 AM: Social services quarterly assessment. alert and oriented to self, family, and location of 
room. will occasionally hallucinate; see's people going in and out of other's rooms when there is no one 
there. does not have a mental health diagnosis. can be pleasant and cooperative with staff though at times 
he does become angry and will yell. does have a hx (history) of occasionally making sexually inappropriate 
comments, has at times been overly friendly towards females, and wander into other resident's rooms. Close 
supervision is provided. while he is up as a precautionary measure. can be seen propelling his wheelchair 
through the halls and visiting with other residents and staff. assessed to be at moderate risk for a 
resident-to-resident incident at this time. can become aggressive or combative. does have delusional 
thinking or hallucinations. has wandered into other resident's rooms and could be at an increased risk of a 
resident-to-resident incident. - 10/12/25 at 1:25 PM: Nurses Note Late Entry. nurse called resident's daughter 
(Durable Power of Attorney- DPOA) at this time to made aware of incident. (DPOA) voiced understanding of 
the situation. - 10/15/25 at 5:33 PM: Nurses Note. Late Entry: Resident has attempted to go in and out of 
other resident rooms this shift. - 10/18/25 at 11:36 AM: Nurses Note. remains with 1:1 supervision. He did 
make one attempt to wander into another resident room . - 10/21/25 at 2:23 PM: Social Services. On 
10/12/25 at approximately 11:30am (Registered Nurse [RN] C) was made aware by Certified Nursing 
Assistant (CNA) A that (Resident #702) was inappropriately touching his daughter (Resident #701) in the 
groin. As (Resident #702) saw RN coming close he pulled his left hand back. RN confronted (Resident #702) 
asking him if he was just touching (Resident #701) to which he responded, ‘That's my daughter'. (Resident 
#702) then self-propelled to the back of the dining room to look out the window. (Resident #701) was then 
transported back to her room for a skin assessment. SS spoke with (Resident #702) about accusations 
which he responded with ‘I wouldn't do that; that's my daughter'. (Resident #702) immediately had a 1:1 staff 
put with him while up. (Resident #701) had a room change to a different unit within the facility. Record review 
further revealed Resident #701 and Resident #702 had the same person, family member D as their 
designated legal decision maker. On 12/18/25 at 3:00 PM an interview was completed with the DON. When 
queried regarding Resident #702's history of inappropriate sexual behaviors, the DON stated, History of 
saying things but never acted on it. When queried regarding Resident #702's care plan interventions, 
including not being placed near female residents, the DON indicated the intervention was a precaution. 
When asked what occurred, the DON revealed CNA A saw Resident #702's touching Resident #701's groin 
area and immediately went to get RN C. The Residents were separated, Resident #701 was assessed, and 
Resident #702 was placed on a 1:1 staff member. When queried regarding Resident #701, the DON stated 
they were always impaired and does not talk. The DON stated they were informed by a staff member that 
Resident #701's arm went up when Resident #702 touched them like stop. When asked if there was a history 
of Resident #702 sexually abusing Resident #702, the DON stated, (Family Member D) denied a history of 
abuse. The DON continued, We think it is something that happened for a long time at home. No way to 
know. When asked why Resident #701 was moved rooms/units and not Resident #702, the DON revealed 
Family Member D thought that would be best as they were both Resident's legal decision maker. When 
asked to clarify if Resident #701 and Resident #702 were not immediately separated by CNA A when they 
first observed the inappropriate behavior, the DON confirmed and verbalized that was part of the education 
provided. At 4:00 PM on 12/18/25, an interview was completed with Social Worker (SW) E. When queried 
regarding Resident #702's behavior, SW E stated, He likes to hang out by the nurses' station, he is social. 
When queried regarding wandering in and out of other resident rooms, SW E replied, Never seen going in 
and out of other rooms. When queried regarding sexual behaviors, SW E responded that Resident #702's 
sexual behaviors were verbal comments. With further inquiry regarding who Resident #702 made sexual 
comments to, SW E replied, Not to other residents that I know of. Social Services quarterly assessment 
documentation they wrote which specified Resident #702 had been overly friendly towards females and 
wander into other resident's rooms was reviewed with SW E at this time. When asked why they said 
Resident #702 did not wander into other resident rooms when they documented the Resident did, SW E 
responded they were told by facility staff but had not witnessed it themselves. When queried if they spoke to 
and assessed Resident #'s 701 and 702 following the incident, SW E verbalized Resident #701 is nonverbal 
and stated, I followed up. SW E then stated, I talked to (Resident #701) about it. SW E was queried 
regarding Resident #702's response and responded that Resident #702 got very agitated. SW E verbalized 
Resident #702 said they would never do anything like that and that Resident #701 is their daughter. When 
queried if Resident #702 was aware they were observed inappropriately touching Resident #701 by facility 
staff, SW E did not provide further explanation. An interview was conducted with CNA F on 12/18/25 at 4:10 
PM. When queried regarding Resident #702, CNA F stated, He is very particular but did not provide further 
explanation. CNA F was asked about Resident #702 spending time with Resident #701 and stated, He would 
go visit his daughter. When asked if they had observed any inappropriate or strange behaviors from Resident 
#702 towards Resident #701, CNA F responded that Resident #702 would occasionally call Resident #701 
by a different name. CNA F was asked if they ever observed Resident #702 touching Resident #701 and 
replied, He would tap (Resident #701) and hold her hand. CNA F verbalized Resident #702 would say, Come 
on honey, lets go to bed to Resident #701. When queried regarding Resident #702's inappropriate sexual 
behaviors, CNA F stated, He would say stuff (sexual) but never seen him act out. An interview was 
completed with RN C on 12/18/25 at 4:33 PM. When queried if they recalled an incident on 10/12/25 
involving Resident #701 and Resident #702, RN C verbalized they did. When asked what happened, RN C 
stated, It was (CNA A) who saw it, and I went over. RN C was asked what happened when they went over 
and replied, (Resident #702) was quick to pull his hand back and went back to the dining room like he was 
Mr. innocent. When asked where Resident #702 was touching Resident #701, RN C revealed he was 
touching her in the groin area, above her clothes. When queried if they thought Resident #702 knew what 
they were doing, RN C stated, I did, yeah. RN C elaborated that Resident #702 pulled his hand away from 
Resident #701's private area quickly and then hurriedly wheeled themselves to the dining room. When 
queried if they asked Resident #702 what they were doing, RN C responded they did and stated Resident 
#702 said That's my daughter, I would never do that in a defensive tone. When asked, RN C revealed the 
Residents were seated in the dining/common room area of the unit. When queried if Resident #702 
displayed sexually inappropriate behaviors prior to this incident, RN C verbalized they had. When asked 
what behaviors they had observed, RN C revealed it was primarily sexual requests and verbalizations. When 
queried if they had observed Resident #702 displaying sexually inappropriate behaviors, RN C verbalized 
they had and revealed the Resident had said things to them such as Get into bed with me in a sexual way. 
RN C was asked if they observed Resident #702 touching Resident #701 inappropriately prior to this incident 
and indicated they had not. When asked if Resident #702 was often alone with Resident #701, RN C replied, 
(Resident #701) would lay down between meals and (Resident #702) would peak in their room. When 
queried regarding Resident #701's reaction to Resident #702 touching them, RN C stated, Didn't seem to 
know what was happening. On 12/19/25 at 9:25 AM, an interview was completed with CNA A. When queried 
regarding the incident involving Resident #'s 701 and 702 on 10/12/25, CNA A stated, They were sitting in 
the dining room and (Resident #702) had his hand on (Resident #701's) leg and was rubbing it. CNA A 
stated Resident #701 was looking around and acting suspicious and then moved his hand down. CNA A was 
asked where on Resident #701's leg Resident #702 was rubbing and replied, Thigh. CNA A elaborated that 
Resident #701's leg is contracted and bent up. CNA A continued, The (Resident #702) moved his hand to 
(Resident #701's) crotch area and patted it. He felt it. When asked what patted it meant, CNA A stated, Like 
rubbed and caressed it. When asked what they did, CNA A stated, I went and got the nurse. CNA A was 
asked if Resident #702 was still looking around and acting suspicious when they were touching Resident 
#701's crotch area and replied, Yeah. When queried why they went to get the nurse instead of immediately 
separating the residents, CNA A indicated Resident #702 would move his hand back if they got close. When 
queried where Resident #701 and Resident #702 were, CNA A revealed they were sitting in the dining room. 
When asked where the nurse was, CNA A responded, At the nurses' station. CNA A was asked what they 
told the nurse and stated, I said (Resident #702) is rubbing down (Resident #701's) leg to her privates. When 
asked what the nurse did, CNA A revealed RN C went right to where the Residents were sitting. CNA A 
indicated they went with RN C and stated, (Resident #702) was still doing it and then pulled his hand away. 
CNA A continued, (Resident #702) said that's my daughter and I'm not doing anything in a very defensive 
tone. When asked if Resident #702 used that tone when they said they were not doing anything, CNA A 
replied, Yeah. When asked if Resident #702 had sat with Resident #701 and acted in a suspicious manner 
before, CNA A replied, Yeah I was with him 1:1 before and got to know him. When asked why Resident #702 
had a 1:1 staff member before, CNA A stated, For the same thing, he touched his daughter (Resident #701). 
CNA A was asked when that happened and replied, Probably last year. CNA A revealed they were informed 
Resident #702 had their hand inside of (Resident #701's) brief that time. When queried if they had observed 
Resident #702 act in the same suspicious manner prior to the incident on 10/12/25, CNA A replied, Yes, 
when he gets in those moods and will act that way towards staff as well. CNA A was asked what they meant 
and stated, (Resident #702) gets that way and will say let's go to my room and ask for sex. When queried if 
they were saying Resident #702 would act suspicious prior to making sexual comments/requests, CNA A 
replied, Yeah. CNA A was asked if they thought Resident #702 was aware of his actions when he was 
touching Resident #702's private area and stated, He knew. An interview was conducted with the facility 
Administrator and DON on 12/19/25 at 10:30 AM. When queried if there was a prior sexual abuse incident 
involving Resident #701 and Resident #702, the DON stated, Not that I am aware of. The Administrator and 
DON were informed CNA A stated Resident #702 had previously been a 1:1 with staff due to inappropriately 
touching Resident #701 in sexual manner previously. The DON stated, I did not know anything about that. 
The Administrator then stated, At one point we had incidence where someone thought they saw something. 
When asked what they saw, the Administrator revealed a staff member had made an allegation that they 
observed Resident #702 in Resident #701's room with their hand under their blanket and touching Resident 
#701's genital area. The Administrator stated, We did and investigation and assessments. We were not able 
to verify that anything occurred and Resident #702 was on a 1:1 at that time. When asked if the allegation of 
sexual abuse was reported to the State Agency, the Administrator replied, No because we could not verify it. 
An Incident and Accident (I and A) report related to the abuse allegation as well as any other allegations 
were requested. The DON reviewed the EMR and stated, There are no events (I and A) reports. Further 
review of Resident #702's EMR revealed a Social Services note dated 12/9/24 at 12:00 PM which detailed, 
On 12/4/24 at approximately 3:15 PM, (RN G) came to Social Services office to inform them (Resident #702) 
had been seen in (Resident #701's) room by (Staff H). (Staff H) let (RN G) know that while. walking by 
witnessed (Resident #702) next to the bed of (Resident #701) with the covers lifted and (Resident #702) 
hand possibly down (Resident #701's) pants or brief. When (Staff H) and (Resident #702) made eye contact, 
(Resident #702) was like a deer in headlights and immediately stopped and removed hands. 12/4/24 at 4:15 
PM Social Services and Administrator interviewed (Staff H). When asked specifically what saw, (Staff H) 
states ‘it was so quick, but when walking by (Resident #701) room I saw (Resident #702) by bed with covers 
lifted and (Resident #702) had his hand down (Resident #701's) pants or brief. (Resident #702) moved hand 
right away when he saw me'. 12/4/24 4:30 PM Social Services and Administrator interviewed (Resident 
#702) Asked the resident if we could talk to him privately in his room to which he agreed. While walking with 
(Resident #702) down the hall to his room, (Resident #702) made comments to Social Services ‘why is he 
accusing me of touching her like that? She's, my daughter. That's just crazy'. Social Services asked who ‘he' 
was to which (Resident #702) did not answer. Once in (Resident #702's) room he continued to state, ‘I 
wouldn't do something like that'. (Resident #702) continued to say, I came from a family of 12, I was married 
to a beautiful wife. Social Services asked why he was in (Resident #701's) room to which he responded with 
‘I was just checking on her for the day to see how she was doing. Resident #702 was asked if he was 
holding her hand which he responded with ‘yes, if I was going to do anything like that, I would at least close 
the door'. 12/4/24 4:50 PM Social Services and Administrator interviewed (RN G). (RN G) was asked if they 
had mentioned anything to (Resident #702) about what was witnessed to which (RN G) responded ‘no'. (RN 
G) stated ‘was informed by (Staff H that she witnessed (Resident #702) with his hand under the covers of 
(Resident #701) and possibly seeing (Resident #702) hand down (Resident #701) pants. I locked the cart 
and went to assess. By the time I arrived in room - (Resident #702) was sitting beside the bed with his hands 
in his lap. The bed covers of (Resident #701) did not appear in disarray. Spoke with (Resident #702) and 
asked him to come out to nurses' station which he did with no resistance'. Social Services and Administrator 
interviewed (CNA I). (CNA I) was not assigned to (Resident #702) today but mentioned that ‘on Monday 
12/2/24 was going to see (Resident #701) when noticed (Resident #702) in her room and was about to close 
the door'. She removed (Resident #702) from the room. did not mention this on Monday due to (Resident 
#702) is the father of (Resident #701) and he often visits her in her room. Social Services and Administrator 
interviewed (CNA A) . states that ‘after incident I was getting (Resident #701) up for dinner and go to dining 
room. The covers were undisturbed. was wearing a t-shirt and brief. brief was intact/undisturbed'. Skin 
assessment completed on (Resident #701) . No signs of any apparent trauma or penetration. No noted 
scratches or markings. (Resident #702) was placed on monitoring for fear and any increase in behaviors. 
Staff re-education provided regarding resident-to-resident incidents. A follow up interview was conducted 
with the Social Worker E, DON, and Administrator on 12/19/25 at 11:10 AM. When queried, the DON 
revealed the allegation occurred on 12/4/25 and verbalized they found a soft file on the incident but did not 
report because it was unsubstantiated. When queried if the incident had been investigated by the State 
Agency at any time, the staff indicated it had not and had occurred prior to the facilities' last annual survey. 
When asked if it should have been reported, due to being an allegation of sexual abuse, an explanation was 
not provided. The DON stated, We couldn't substantiate anything. The sheets were not disturbed and 
(Resident #702's) brief was intact. The Administrator added that the staff member who made the allegation 
was not clinical and indicated they were unable to say what they saw with certainty. The DON revealed the 
facility increased monitoring of Resident #702 and placed him on a 1:1 for over a month but the 1:1 staff was 
discontinued when no other concerns were identified. With further inquiry regarding Resident #702's history 
of inappropriate sexual behavior including the non-reported allegation in December 2024, the staff confirmed 
Resident #702 had a history of and was monitored for inappropriate sexual behaviors but did not provide 
further explanation. Review of facility provided policy/procedure entitled, Abuse, Neglect, and Exploitation: 
(Reviewed: 4/23/25) revealed, It is the policy. to provide protection for the health, welfare, and rights of each 
resident by developing and implementing policies and procedures that prohibit and prevent abuse. All 
allegations of suspected abuse. must be immediately reported to: -Administrator. - State Survey and 
Certification agency. Prevention of abuse. I. Assess, monitor, and develop appropriate plans of care for 
residents with inappropriate sexual behavior, whether towards staff or other residents. During the onsite 
survey, past noncompliance (PNC) was cited after the facility implemented actions to correct the 
noncompliance which included Resident #702 being placed with a 1:1 staff member indefinitely for 
supervision, Resident #701 being moved to a different unit/area of the facility, staff education/training, 
ongoing monitoring of Resident #701 and Resident #702, and review/monitoring in facility QAPI committee. 
The facility was able to demonstrate monitoring of the corrective action and maintained compliance.
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