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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #'s 2688115 and 2682315.Based on observation, interview and record review, the facility 
failed to appropriately assess, supervise and ensure an environment was free of sexual abuse for two legally 
incapacitated residents with severely impaired cognition (R909 and R910) of ten residents reviewed for 
abuse, resulting in R909 and R910 being found unsupervised involved in a sexual encounter in R909's bed, 
both unclothed from the waist down, with R910 in between R909's legs with R909's legs up in the air. 
Applying the reasonable person concept standard, this deficient practice resulted in the increased likelihood 
of serious psychosocial harm, serious injury and/or death to occur. Findings include:The Immediate Jeopardy 
(IJ) began on 11/29/25 when the facility staff failed to ensure an environment free of sexual abuse. The IJ 
was identified on 12/23/25 and the Administrator was notified of the Immediate Jeopardy on 12/23/25 at 
approximately 4:42 PM. A plan of removal was requested at that time to remove the immediacy.The surveyor 
team confirmed by Observation, Interview and Record review that the Immediate Jeopardy was removed on 
12/23/25 based on the facility's implementation of an acceptable plan of removal. The noncompliance 
remains at an isolated event with the potential for more than minimal harm that is not immediate jeopardy 
due to sustained compliance that has not been verified by the State Agency (SA).On 12/23/25 multiple 
complaints submitted to the State Agency were reviewed that alleged R909 and R910 were left unsupervised 
and subsequently had a sexual encounter with both resident being severely cognitively impaired.R909On 
12/23/25 at approximately 9:59 a.m., R909 was observed in their room with non-purposeful ambulation. 
R909 was queried regarding the sexual encounter between them and R910 on 11/29/25. R909 was 
observed to be unable to follow any of the conversation and had responses with non-sensical statements, 
which were unrelated to the topic. R909 was then observed to go into their closet and start touching their 
clothing that was hanging up, staying they were working on it with other incoherent/non-sensical speech. On 
12/26/25 at approximately 11:12 a.m., R909 was observed in their room, laying in their bed. R909 was 
queried if they knew who their legal guardian was and they responded by saying what is that R909 was 
unable to report what day of the week it was as well as the current year, time of day, who the president was 
or what they had to eat that morning or who their Nurse was. R909 appeared to continue to present with 
severe cognitive impairment and was unable to have a sensical conversation and stay on any specific topic. 
On 12/23/25 the medical record for R909 was reviewed and revealed the following: R909 was initially 
admitted to the facility on [DATE] and had diagnoses including Post Traumatic Stress Disorder, Dementia 
with other behavioral disturbance and Impulse Disorders. A review of R909's MDS (minimum data set) with 
an ARD (assessment reference date) of 9/17/25 revealed R909 needed assistance from facility staff with 
lower body dressing. R909's BIMS score (brief interview for mental status) was two, indicating severely 
impaired cognition. A facility document titled Physician Statement of Competency signed by a Psychologist 
and Physician on 1/19/22 revealed the following: [R909] has been evaluated and deemed incompetent to 
make medical and financial decisions for the following reason (s) .This person has a current diagnosis of 
mental illness or [dementia] (dementia circled) .My observations of the above-named person are as follows: 
Impaired memory and judgement .A legal court document titled Order Regarding Appointment of Guardian of 
Incapacitated Individual for R909 revealed the following: The court finds: 3. Upon the presentation of clear 
and convincing evidence, the individual named above [R909], by reason of [x] mental illness .[x] mental 
deficiency .[x]Physical illness or disability .is impaired to the extent of lacking sufficient understanding or 
capacity to make or communicate informed decisions and is an incapacitated individual. [x] 4. Upon the 
presentation of clear and convincing evidence, appointment of guardian is necessary as a means of 
providing continuing care and supervision of the individual. [x] 5. The individual is [x] totally without the 
capacity to care for himself/herself 8. The petition for guardian is granted A review of R909's care plan 
revealed the following: Focus-I have the potential to exhibit behavioral symptoms - including verbal 
outbursts, care resistance, intrusive behaviors, difficulty with boundaries, and attempts to invite male 
residents into my room related to cognitive impairment, dementia, psychosis with delusions and 
hallucinations, mood instability, and impaired judgment. I may become irritable, hyperverbal, confused, or 
impulsive, which can affect my ability to recognize social cues, maintain personal boundaries, and engage 
safely with others. These symptoms increase my risk for unsafe or inappropriate interactions and require 
supportive interventions, monitoring, and redirection to promote safety, dignity, and well-being for myself and 
those around me. Date Initiated: 10/29/2024. Revision on 11/29/25 .Interventions-Frequent staff checks to 
monitor my whereabouts, activities and to assess for needs. Date Initiated: 05/27/2025 .Observe for any 
attempts to lure or invite other residents, especially male residents, into private spaces; intervene 
immediately and redirect to safe, supervised areas. Date Initiated: 11/29/2025 .A Physician's evaluation for 
capacity of sexual consent/Intimacy dated 11/29/25 (completed after the sexual encounter had occurred) 
revealed the following: Assessment Details: Is the resident aware of who is initiating sexual contact? [Yes]. 
Does the resident believe that the other person is a spouse and, thus acquiesces out of a delusional belief? 
[No]. Or is he/she cognizant of the other's identity and intent? [Yes]. Resident's ability to avoid exploitation: 
Does the resident have the capacity to say no to any uninvited sexual contact? [Yes] Resident's awareness 
of potential risks: Does the resident realize that this relationship may be time limited (placement is 
temporary)? [No] (marked no). Can the resident describe how [he/she] will react when the relationship ends? 
[No] (marked no). Capacity for reasoning/consent to sexual relationships Does the resident have the capacity 
for the reasoning process inherent to sexual consent and Understanding of sexual options, consequences of 
sexual choices, and consistency with the resident's values and preferences? Capacity for reasoning/consent 
to sexual relationships Does the resident have the capacity for the reasoning process inherent to sexual 
consent and Understanding of sexual options, consequences of sexual choices, and consistency with the 
resident's values and preferences? a. Resident does have the capacity to consent to sexual relationship .A 
Nursing Incident progress note dated 11/29/25 at 17:31 revealed the following: .Report Type: Allegation of 
abuse. Description of what occurred: Patient observed with her legs up and male patient over top of her .
Immediate intervention implemented: separation, assessment and reporting .An Incident report dated 
11/29/25 at 12:40 AM., revealed the following: Incident Description Nursing Description: Patient observed 
with her legs up and male patient over top of her Immediate Action Taken Description: Patients separated, 
pain and skin assessment attempted and refused. Law enforcement called . Mental Status-Orientated to 
Place .Predisposing Physiological Factors: Confused .Impaired Memory .A Nursing progress note dated 
12/1/2025 revealed the following: Writer met with daughter, Ombudsman and Administrator to go over 
patient recent incident and plan of care. Sexual capacity reviewed and explained, no concerns noted. The 
daughter is in agreement with the sexual capacity results and states understanding. Staff report patient 
continues to seek male attention periodically .A Nursing progress note dated 12/1/25 revealed the following: 
Writer visited resident in her room. Denies pain or discomfort. No s/s (signs/symptoms) of any acute distress. 
When writer asked resident how things have been going, she states just fine. Appears to have no 
recollection of previous events .A Social Service progress note dated 12/1/25 revealed the following: 
Wellness Visit: Writer met with resident in room to assess mood and behavior. Resident is in room resting in 
bed, watching TV, and calm. Resident sat up in bed and engaged writer in conversation when greeted. 
Resident exhibits some confusion and is not responding to inquiries coherently .A Psychiatry follow-up 
Evaluation by the Psychiatric Nurse Practitioner dated 12/1/25 that documented R909's cognitive status 
revealed the following: She is calm, cooperative, and in no apparent distress. She immediately engages with 
the writer, however her speech is mostly incoherent. At one point it appeared that she was joking about a 
dog barking then laughing. Her speech is pressured and as she continues her mood is elevated. Patient is 
not able to contribute in any meaningful way to this assessment due to impaired cognition, incoherent 
speech and disorganized thought process. Staff indicate that there was an incident on November 29 where 
the patient was observed lying in bed with her legs up in the air and male resident over the top of her. She 
has frequent behaviors of seeking male attention and inviting them into her room and then becoming agitated 
and combative when staff intervenes and attempts to separate her from the other patient. She has a 
significant history of aggression towards staff and other residents. It is also noted that she will intermittently 
refuse medications. Staff requested writer assess the patient for appropriateness of prescribing medication to 
decrease libido. Writer spoke to patient's daughter [Name of daughter] who is her legal guardian and 
requested that no medication changes be made at this time to continue behavioral interventions She is very 
often confused at baseline and does appear to be psychotic at times, making it difficult to fully assess due to 
her level of elevation and cognitive impairment Diagnosis: Dementia with associated psychotic and/or 
agitated behaviors Symptom(s): Other: Suspected delusions of talking to God, physical aggression, verbal 
aggression, multiple resident to resident altercations NEUROLOGIC- Cognitive impairment. PSYCHIATRIC- 
Increased agitation, Verbal aggression toward other residents, Accusatory behavior, Sexually inappropriate 
behavior with male residents .Psych History Social Psychiatric-Long-standing dementia with psychosis, 
paranoia, anxiety, PTSD (Post traumatic stress disorder), mood lability, and history of verbal/physical 
aggression toward staff and residents. Recent sexually disinhibited behaviors including incident on 11/29 
involving a male resident; frequently seeks male attention and becomes agitated/combative when staff 
intervene. Intermittent medication refusal. Today calm and cooperative but incoherent, 
pressured/hyperverbal with elevated mood; disorganized thought process Ongoing risk for agitation, 
impulsivity, and sexually disinhibited behaviors; supervision and redirection remain indicated ORIENTATION- 
Oriented to person only, Current BIMS of 2 ATTENTION/CONCENTRATION- Impaired, JUDGMENT- 
Impaired, INSIGHT- Impaired, IMPULSE CONTROL- Impaired, SPEECH- Incoherent, Tangential, 
Hyperverbal, RATE- Pressured, Hyperverbal .THOUGHT PROCESS- Disorganized, Confused, Difficult to 
follow, FLIGHT OF IDEAS- Present, LOOSENING OF ASSOCIATIONS- Mild. THOUGHT CONTENT- 
Unable to contribute meaningfully to assessment due to impaired cognition .MEMORY/IMMEDIATE- 
Impaired. MEMORY/RECENT- Impaired, MEMORY/REMOTE- Impaired, FUND OF KNOWLEDGE- 
Impaired .BEHAVIOR- Seeking male attention, Becomes agitated and combative when staff intervenes, 
History of aggression towards staff and other residents, Intermittently refuses medications .Assessment and 
Plan .Patient continues to exhibit mood instability with significant agitation and combative behaviors. Recent 
incident on November 29 involved sexually inappropriate behavior with a male resident. She has frequent 
behaviors of seeking male attention and becoming agitated and combative when staff intervenes. Patient has 
a significant history of aggression towards staff and other residents .DEMENTIA IN OTHER DISEASES 
CLASSIFIED ELSEWHERE, UNSPECIFIED SEVERITY, WITH OTHER BEHAVIORAL DISTURBANCE 
*Status: Uncomplicated, Chronicity Level: Chronic: Patient continues to present with significant cognitive 
impairment (BIMS score of 2) and behavioral disturbances related to her dementia. Today she was found in 
her room sitting in a chair looking out the window, calm and cooperative but with incoherent speech, joking 
about a dog barking then laughing. Her speech is pressured with elevated mood. Patient is not able to 
contribute in any meaningful way to assessment due to impaired cognition, incoherent speech, and 
disorganized thought process. Staff reported sexually inappropriate behavior with a male resident on 
November 29. Staff requested assessment for medication to decrease libido, but after discussion with 
daughter/legal guardian, decided to continue behavioral interventions without medication changes at this 
time. Nonpharmacological approaches include: maintaining consistent daily routine; providing calm and 
structured environment; implementing gentle redirection techniques; engaging in meaningful activities 
matched to cognitive abilities; ensuring adequate supervision especially with male residents; utilizing sensory 
interventions when agitated; and approaching with calm demeanor using simple, clear communication . 
PSYCHOTIC DISORDER WITH DELUSIONS DUE TO KNOWN PHYSIOLOGICAL CONDITION- Status: 
Uncomplicated, Chronicity Level: Chronic: Patient continues to demonstrate disorganized thought process 
with flight of ideas. Today she was observed to have incoherent, tangential speech with elevated mood. She 
continues on Seroquel 25 mg in the morning and 37.5 mg in the afternoon. Reduction of Seroquel is 
contraindicated at this time as it would likely result in worsening psychotic symptoms including increased 
paranoia, accusatory behavior toward staff and residents, heightened agitation, sleep disturbances, and 
potential for aggressive outbursts. Given her history of physical aggression and psychotic symptoms 
requiring hospitalization, maintaining her current antipsychotic regimen is essential for her safety and quality 
of life. No psychotropic changes made today. Nonpharmacological approaches include: avoiding 
confrontation about delusional beliefs; using validation therapy when appropriate; redirecting to pleasant 
topics when she becomes fixated on negative thoughts; minimizing environmental stimuli that may trigger 
paranoia; maintaining consistent caregivers when possible; and providing reality orientation in a gentle, 
non-confrontational manner R910On 12/23/25 the medical record for R910 was reviewed and revealed the 
following: R910 was initially admitted to the facility on [DATE] and had diagnoses including Dementia an 
Psychosis. A review of R910's MDS with an ARD of 9/20/25 revealed R910 needed supervision/touching 
assistance from facility staff for lower body dressing. R910's BIMS score was six indicating severely impaired 
cognition. A legal court document titled Lettes of Guardianship dated 5/6/21 was reviewed and revealed 
R910 had a legal guardian appointed to them by the probate court. An OBRA (Omnibus Reconciliation Act) 
level two evaluation signed/dated on 11/18/25 revealed the following: Cognitive Abilities: [R910] presented 
as alert and oriented x2-3 .His insight, judgement, thought process/content, memory and fund of knowledge 
fluctuated between fair and poor. He evidenced some mild impairment with his cognitive abilities. He can 
make his needs and wants known. [R910] has a guardian in place to assist with all his medical and financial 
decision-making The continued placement of [R910] in a skilled nursing facility is medically and 
psychologically necessary, primarily due to the convergence of severe cognitive impairment, complex 
medical needs, and significant safety risks that cannot be managed safely or effectively in a less restrictive 
environment. He suffers from profound and likely irreversible cognitive impairment, characterized by severe 
amnesia and confusion. He lacks insight into his need for care. The complexity of managing multiple chronic 
conditions, including hypertension (on specific holding parameters), hypothyroidism (with recent medication 
changes), and a history of acute issues (acute kidney failure, UTI), requires the availability of 24/7 skilled 
nursing care. He requires supervision and moderate assistance with ADLs, which demands dedicated, 
trained staff. [R910] requires long-term institutional care because his condition demands a highly structured, 
secure environment with continuous psychiatric, behavioral, and skilled nursing oversight to ensure his 
safety and the safety of others, which is the definition of continued nursing home necessity .A review of 
R910's care plan revealed the following: Focus-I have a history of Wernicke's encephalopathy, psychosis, 
alcohol use disorder, mild cognitive impairment, and mood instability, which may impact my judgment, 
participation in care, and interactions with others. I am oriented to person and place, able to express my 
needs, and supported by co-guardians for decision-making. I prefer to remain in bed much of the day and 
may decline showers, shaving, or haircuts. I have previously demonstrated verbal aggression, including 
swearing or making inappropriate or sexual comments or advances toward staff or peers, and may 
occasionally slam my door or make statements perceived as threatening. I am also at risk for elopement. 
These behaviors may fluctuate based on my cognitive status, mood, and response to psychotropic 
medications and may require staff to offer cues, redirection, and supportive approaches as needed. Date 
Initiated: 06/02/2025 .Interventions-1:1 Supervision - initiated 11/29/25. Date Initiated: 11/29/2025. Help me 
to avoid being alone with female residents. Notify management if I seem to be especially interested in 
another resident. Date Initiated: 11/29/2025 .A Nursing progress note dated 11/20/25 revealed the following: .
Res (resident) continues to have poor impulse and safety control. Res has ongoing aggressive behavior and 
is difficult to redirect. When redirected he curses, uses vulgar language towards staff, and is exit seeking. 
[Psychiatric provider] agreeable and will send script to [pharmacy]. Res will be seen during next facility visit 
scheduled December 2, 2025.A behavior progress note dated 11/26/25 revealed the following: Please 
describe the behavior that was observed & was it distressing to the resident?: : Resident entered female 
resident's room An incident note dated 12/1/25 revealed the following: Report Type: Incident/Accident 
Description of what occurred:[R910] observed by staff laying on top of female res Immediate intervention 
implemented: Residents separated and [NAME]. (monitored) closely by [NAME] Nursing note dated 12/1/25 
revealed the following: Writer visited with resident in his room. Denies pain and there are no s/s of any acute 
distress. Lying in bed, alert and cooperative. When asked about how things were going, if anything unusual 
happened, resident was unable to recall .A Psychiatry evaluation dated 12/2/25 completed by the Psychiatric 
Nurse Practitioner revealed the following: Last seen by behavioral care solutions midlevel provider on 
November 5, at which time Ativan was discontinued in favor of clonazepam. Staff requested medication 
review and patient assessment due to a recent incident between him and a female resident where he was 
found lying on top of her in bed. This is writer's first encounter with the resident who was found in his room 
lying in bed watching TV. He is alert and oriented to person with confusion noted and a current BIMS of 3 
Previously, the patient had been hospitalized on [DATE] due to violent behavior, where he threw a phone at 
nursing staff and had been going in other resident's rooms and swearing at them. He has had multiple 
hospitalizations due to his level of physical aggression, including hitting nursing staff. He has a history of exit 
seeking behavior which has led to punching people in the past. He has very poor impulse and safety control 
that has led to violent behaviors threatening the safety of himself and other residents .Reason: Gradual dose 
reduction (GDR) of Zyprexa is contraindicated at this time due to patient's extensive history of significant 
physical aggression toward staff and other residents, which has previously required hospitalization. 
Reduction could lead to recurrence of psychotic symptoms, increased agitation, verbal aggression, sexually 
inappropriate behaviors, and violent behaviors that pose substantial risk to patient and others. The benefit of 
continued treatment with Zyprexa for behavior control and prevention of hospitalization outweighs the 
potential risks of metabolic effects, sedation, and fall risk .Review of Systems .NEUROLOGIC- BIMS = 3, 
oriented to person only .Social Psychiatric Longstanding severe behavioral dysregulation with physical and 
verbal aggression, exit-seeking, and sexually inappropriate behaviors; poor impulse and safety control with 
limited judgment and insight. Recent incident with female resident (found lying on top of her). BIMS 3 Risk 
Assessment Denies suicidal and homicidal ideation. Ongoing risk to self/others due to agitation, aggression, 
exit-seeking, intrusiveness, and sexually inappropriate behavior Mental Status Evaluation- .ORIENTATION- 
oriented to person only, not oriented to time, place, or situation. ATTENTION/CONCENTRATION- poor. 
JUDGMENT- poor. INSIGHT- poor. IMPULSE CONTROL- very poor. THOUGHT PROCESS- primarily 
confused. MEMORY- very poor, cannot remember episodes of agitation or upset, cannot remember behavior 
disturbances. FUND OF KNOWLEDGE- impaired .Patient continues to exhibit significant behavioral 
disturbances with documented episodes of aggression, exit seeking, and difficult redirection. Recently 
involved in an incident with a female resident where he was found lying on top of her in bed Alcohol 
dependence with alcohol-induced persisting dementia *Status: Uncomplicated, Chronicity Level: Chronic: 
Patient continues to have severe cognitive impairment with BIMS score of 3. He is only oriented to person. 
Patient has significantly impaired memory and cannot remember episodes of agitation after they occur An 
IDT (interdisciplinary team) review note dated 12/2/25 revealed the following: Nursing Mgt (management), 
MDS, SW (Social Work), Activity Director, Therapy Manager and medical providers present during At Risk 
meeting to discuss [R910]. Staff reported an incident involving a female resident. Capacity for sexual consent 
completed. Wellness checks ongoing. No s/s (signs/symptoms) of distress. Res at baseline and has no 
recollection of events. Res followed by psych (psychiatry) for behavior and medication management. Next 
visit scheduled 12/2/2025. PRN(as needed) Clonazepam ordered and effective for agitation. IDT will cont 
(continue) to [NAME] (monitor).On 12/23/25 a review of the facility investigation pertaining to the sexual 
encounter between R909 and R910 on 11/29/25 revealed the following: Abuse Investigation Summary 
Facility .Date of Event: 11/29/2025 Type of Allegation: Possible Sexual Abuse Resident Information Resident 
[R909] diagnosed with dementia and has a BIMS score of 2. [R909] requires supervision with ADL (activities 
of daily living) care. She has a legal guardian, her daughter. Staff report that she periodically seeks male 
attention as part of her baseline behavior, interventions include staff redirection. [R910] diagnosed with 
dementia and has a BIMS score of 3. [R910] requires 1 person assistance with ADL care. His legal guardian 
is a contracted guardian company. He has a known history of verbally sexually inappropriate behavior; 
however, staff' report that he has not exhibited this behavior in quite some time. Both residents reside on the 
same unit and frequently interact socially. Allegation Summary On 11/29/2025 at approximately 12:50 a.m., 
staff discovered Resident [R910] in Resident [R909]'s room. Staff observed both residents with their pants 
down, and Resident [R910] was positioned on top of Resident [R909]. When staff entered the room, both 
residents immediately began dressing .Immediate Actions Taken Residents were immediately separated. 
Staff were unable to safely redirect Resident [R910] out of the room; therefore, Resident [R909] was 
escorted to the nursing station for supervision. Resident [R910] was placed on one-to-one supervision for 
safety and continued monitoring. Administrator was notified at approx.(approximately) 12:50 am on 11/29/25 
by the nurse. Physicians, legal guardians, and the ombudsman were notified. With the intent of ruling out 
abuse, police were called to the facility, arrived on site, and interviewed both residents. Pain and skin 
assessments were attempted on both residents; however, both refused On 11/29/2025, physicians 
completed a Capacity for Sexual Consent/Intimacy Evaluation on both residents. The evaluations determined 
that both residents have the cognitive capacity to consent to a sexual relationship. Capacity results were 
shared with both residents and their legal guardians along with counsel on safe sex practices. Staff were 
educated on the capacity results .care plans updated to reflect the determination that both residents were 
deemed cognitively able to consent to sex, their desire, and interventions to ensure privacy, safety and 
dignity. If either resident is likely to seek out other residents for non-exclusive sexual behavior, the facility's 
approach to limiting access to residents who are unable to consent includes providing staff education and 
increasing supervision as necessary. These measures help ensure resident safety while supporting 
appropriate monitoring and intervention. Conclusion Based on staff reports, resident interviews, police 
findings, physician capacity evaluations, lack of observable sexual activity, absence of injuries, and 
guardian/ombudsman review, the allegation of abuse is unsubstantiated On 12/23/25 at approximately 10:45 
a.m., during a conversation with Social Worker C (SW C ), SW C was queried regarding the sexual capacity 
evaluation completed for R909 and R909's severely impaired cognitive status. They reported that due to 
R909's impaired cognition, they were unable to understand the risks, consequences and actions of any 
sexual encounters. SW C was queried if they believed that R909 was able to adequately process the 
emotions from the sexual encounter with R910, remember what had happened and who it had happened 
with, and they reported R909 could not. SW C was queried regarding the facility's determination that R909 
had the ability to consent to sexual encounters/intimacy and if R909 would be a vulnerable resident when 
they could not recall or process any sexual encounters, and they reported that they understood the concern 
and they would have to review the determination again. SW C was queried regarding the risk section that 
was documented on the Physician's sexual capacity evaluation that indicated R909 was unable to 
understand the risks of sexual intimacy, and they reported they did not know how it was determined that 
R909 could consent to sexual encounters without understanding any of risks. On 12/23/25 at approximately 
10:55 a.m., during a conversation with R909's legal guardian D (LG D), LG D was queried regarding the 
documented meeting with the facility staff and the ombudsman on 12/1/25. LG D was queried if they had 
provided consent for R909 to have sexual encounters with other residents in the facility and they indicated 
they did not. LG D reported the facility had informed them of the sexual capacity assessment and that they 
(the facility) could not stop the resident from having sexual encounters. LG D was queried if R909 had the 
ability to understand the risks, actions and potential consequences of sexual encounters and they indited 
they could not. LG D was queried if R909 had the ability to remember the encounters and they reported they 
did not. LG D was asked if R909 had the cognitive capacity to understand how to practice safe sexual 
practices including the risks of hurting themselves or contracting a sexually transmitted disease and they 
reported they did not. LG D reported they had provided consent for companionship with other residents such 
as in social settings but did not consent for R909 to have sexual encounters. On 12/23/25 at approximately 
11:38 p.m., during a conversation with the local ombudsman H (LO H), LO H was queried if they had 
reviewed the capacity evaluation for cognition (indicating R909 had been declared mentally incapacitated) 
and the capacity evaluation for sexual consent for R909 during the meeting that they were present at with the 
facility staff and guardian, and they reported they had not reviewed either of the evaluations.On 12/23/25 at 
approximately 12:37 p.m., during a conversation with the facility Administrator (abuse coordinator), the 
Administrator was queried regarding the sexual encounter between R909 and R910. The Administrator 
reported that R909 was found in their room, in their bed, with R910 on top of them, in between R909's legs 
and both had all their pants removed and were unclothed from the waist down. The Administrator reported 
that once the residents were found by Nurse E they were separated immediately. The Administrator was 
queried regarding R909's sexual capacity assessment conclusion and how R909 was deemed having the 
capacity to consent to sexual encounters with other residents when they were severely cognitively impaired 
and not able to remember they had the encounter or who they had the encounter with as well as not having 
the mental capacity to understand the risks and consequences of sexual encounters and they reported that 
they understood the concern, but that the Physician had done the sexual capacity assessment. At that time, 
the Administrator was queried regarding the status of R909 having sexual encounters with residents in the 
facility and they indicated they were not encouraging it, but it was permitted by facility staff for both R909 and 
R910 to engage in sexual activity and the facility staff would not intervene. The Administrator was queried 
regarding the policy pertaining to sexual consent, that referenced the need for both the decision-making 
capacity evaluation and capacity for sexual consent evaluations to be done and that R909's decision making 
capacity evaluation dated 1/19/22 had documented R909 was mentally incapacitated to make informed 
decisions, and they indicated that they understood the discrepancy. On 12/23/25 at approximately 2:57 p.m., 
during a conversation with Nurse E, Nurse E was queried regarding finding R909 in bed with R910, 
unclothed from the waist down on 11/28/25. Nurse E reported they were on a split hall that day and could not 
supervise R910 but knew that they had been wanting to be with R909. Nurse E Stated that it was the 
midnight shift when it occurred, and that they came back up to the unit and looked for R910 in their room but 
did not find them in it and subsequently ran down to R909's room and found them both in bed with pants off 
with R910 in between R909's legs with R909's legs in the air. Nurse E reported they immediately separated 
both residents. Nurse E was queried if R909 was aware of the sexual encounter with R910 and what had 
occurred between them and they reported R909 had no recollection of what had occurred two minutes after 
the incident was discovered. Nurse E was queried if R909 had the capacity to understand risks/actions and 
consequences of having sexual encounters with other residents and they reported they did not. Nurse E 
further reported that R909 had severe dementia and did not know what they were doing or where they were. 
Nurse E was queried if R909 was a vulnerable target for sexual encounters and they reported that they were 
due to their dementia. On 12/2[TRUNCATED]
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to incident: 2647112.Based on observation, interview and record reviews the facility failed to prevent 
a preventable fall for one (R901) of one resident reviewed for falls with injury, resulting in a preventable 
closed fracture of the distal end of the left femur and pain. Findings include:On 12/23/25 at 10:10 AM, R901 
was observed laying in bed with a white sheet covering their head. The resident was unable to be awoken by 
verbal stimuli. A review of the medical record revealed R901 was initially admitted to the facility on [DATE] 
with diagnoses that included- dementia and required assistance from staff for all activities of daily living 
(ADLs).A review of a Facility's investigation documented the following in part, . On 9/28/2025, CNA (certified 
nursing assistant) staff turned Resident (R901 name) in bed toward her during care. Resident threw his left 
leg over and fell from the bed, landing on his left side. On 9/30/25, resident was again sent to the hospital for 
left leg pain and swelling. On 10/2/2025, facility was notified that the resident sustained a distal femur 
fracture. Facility investigation identified that the CNA misunderstood the difference between bed mobility and 
toileting assistance, contributing to the incident.A review of the progress notes revealed the following: An 
incident note dated 9/28/25 at 8:52 AM, documented in part . At approximately 0530 nursing assistant 
notified writer while rendering care resident had rolled off the bed on to the floor. When writer entered the 
room writer observed resident on the floor next to his bed laying on his left side. Writer and nursing assistant 
transferred resident back to bed. Skin tear to right elbow, left elbow, and skin tear to the left wrist, and 
redness at the scalp of head noted. Injuries were cleansed and treated as ordered. Order given to transfer 
resident to the hospital.A Nursing note dated 9/28/25 at 12:52 PM, documented in part . Resident returned to 
the hospital. The laceration sites are sealed with transparent dressings. He is dependent on assistance for 
bowel and bladder care.A Nursing note dated 9/28/25 at 5:05 PM, documented in part . Post Fall Note. 
Resident stated pain in his lower extremity bilaterally. Tylenol 500 mg (milligram) administered.A Nursing 
note dated 9/29/25 at 9:04 AM, documented in part . Noted right cheek bone in front of right ear abrasion and 
right toe abrasion lifted toenail. Informed. PA (physician assistant). Treatment order put in place.A change in 
condition note dated 9/30/25 at 12:49 PM, documented in part . Fall Resident. Does the resident/patient have 
pain? Yes. send to ER (emergency room) r/o (rule out) fracture left hip/knee/ankle.A PA note dated 10/2/25 
at 8:41 PM, documented in part . readmit from (hospital name), noted to have leg selling/bruising, found to 
have L (left) distal femur fx (fracture). Seen by ortho, non operative management as non ambulatory, had 
recent fall. unable to stand and walk. multiple skin tears ext (exterior)/face. BLE (bilateral lower extremities) 
weakness with decreased movement. L femur fx/immobilizer. L knee with swelling/effusion. Mild tenderness.
A review of a hospital After Visit Summary dated 10/2/25, documented in part . START taking. 
HYDROcodone-acetaminophen (NORCO). every 4 hours as needed for Moderate Pain (pain 4-6) or patient 
description for up to 3 days. Admitting Diagnosis: Closed Fracture of Distal End of Femur.A review of the 
October, November & December 2025 Medication Administration Records revealed the Norco pain 
medication was consistently being administered to the resident for pain. A review of a care plan titled I am 
long term care due to confusion and extensive assist with adls r/t (related to) Alzheimer's Dementia. Initiated 
3/8/23, documented the following interventions: Bed Mobility- Extensive assist 2 staff (revised 6/9/25). 
Further review of the modifications of the care plan revealed R901 was noted as an extensive assist since 
admission in 2023. Toileting- Two caregivers at all times to complete incontinence care. I am an 
extensive/total assist with toileting (revised 6/9/25).Another intervention implemented on the care plan noted 
the following . Dependent with 1 staff, size medium white (initiated 6/9/25). revealing contradicting 
information. A review of R901's Kardex Report for 9/28/2025, documented in part . TOILETING- Two 
caregivers at all times to complete incontinence care. I am an extensive/total assist with toileting. BED 
MOBILITY- Extensive assist 2 staff. Further review of the Kardex noted multiple documentation of the 
resident to be extensive assistance for mostly all ADLs. On 12/23/25 at 11:04 AM, the Physical Therapy (PT) 
& Occupational Therapy (OT) assessments last completed before R901's fall on 9/28/25 was requested from 
Physical Therapist (PT) B and the facility's Administrator. A review of a PT Discharge Summary dated 
6/10/2025-8/6/2025, documented in part . Bed Mobility. Baseline (6/10/2025)- Total Dependence w/o 
(without) attempts to initiate. Previous (6/24/25)- Total Dependence w/o (without) attempts to initiate. 
Discharge (8/6/2025)- Max (A)- (maximum assistance). Discharge Recommendations: 24 hour care.On 
12/23/25 at 12:13 PM, CNA A (the CNA that provided care for R901 at the time of the fall) was interviewed 
and asked about the incident. CNA A explained they were changing the resident's brief by themselves when 
R901 rolled off the bed and onto the floor. When asked why they were by themselves when providing care to 
R901, CNA A stated they knew that the resident needed a two person care for bed mobility but not for 
toileting. Despite CNA A verbalizing that they were providing incontinence care in R901's bed, CNA A 
proceeded to provide care with a one person assist.A review of a ONE-ON-ONE IN-SERVICE provided 
noted in part . Kardex- The Kardex is where you will find all of the pertinent information about how to take 
care of the resident. The Kardex stems from the care plans which are reviewed and updated as needed with 
changes in patient needs and incidents.Further review of the facility's investigation revealed the 
Interdisciplinary team failed to identify the two interventions implemented at the same time for Toileting and 
the failure to ensure clear and precise interventions for assistance levels were implemented to ensure the 
residents safety and to prevent preventable accidents. Review of a facility policy titled Incident Reporting - 
Accidents and Supervision revised 8/24 documented in part . The resident environment remains as free of 
accident hazards as is possible; and each resident receives adequate supervision and assistive devices to 
prevent accidents. This includes. Implementing interventions to reduce hazard(s) and risk(s). Monitoring 
effectiveness and modifying interventions when necessary. The facility shall establish and utilize a 
systematic approach to address resident risk and environmental hazards to minimize the likelihood of 
accidents. the process of examining data to identify specific hazards and risks and to develop targeted 
interventions to reduce the potential for accidents. Interdisciplinary involvement is a critical component of this 
process. using specific interventions to try to reduce a resident's risks from hazards in the environment.On 
12/23/25 at 12:50 PM, the Administrator was interviewed and asked about the fall and investigation into 
R901's fall. The Administrator stated they completed the investigation into R901's fall and identified that CNA 
A did not properly understand the toileting and bed mobility tasks. When showed the ADL care plan with two 
interventions implemented for toileting, despite an intervention for toileting and bed mobility to be 
documented as a two person assistance, the Administrator stated they had only identified the one person 
assistance intervention during their investigation. The Administrator stated they identified the cause of (CNA 
A) to have not used the proper assistance level needed. The Kardex for 9/28/25 was reviewed with the 
Administrator that also noted a two person assistance with toileting care and no response was provided. No 
further explanation or documentation was provided by the end of the survey.
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