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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
Observation, interview and record review, the facility failed to thoroughly investigate for two out of two 
residents (Resident #1, and Resident #3) allegations of abuse. Review of a facility reported incident (FRI) 
dated 07/07/25 at 5:45pm and reported to the state on 07/07/25 at 6:31 PM. 5 day follow up dated 07/10/25. 
R2 and CNA L were walking on hall 200 when R2 told R1 oh you look like you need a kiss, bent down and 
kissed R1 on the lips. R1 responded to R2 by telling R2 he was going to tell on her and called her a bitch. 
CNA L separated them and took R2 to another area. Social workers met with both residents. R2 did not 
recall the incident and remained ambulatory throughout the facility.R1 did recall the incident and was 
educated about the use of profanity and the need to call for staff for assistance.R1 was witnessed by LPN M 
yelling at R2, Get the fuck away from me. According to R1, R2 allegedly kissed him, and he shouted profane 
words towards her. LPN M immediately separated the residents. Resident # 2 (R2)Review of the medical 
record reflected R2 was a female who was admitted to the facility on [DATE]. Diagnoses of Alzheimer's 
Disease with early onset and Depression.R2 resided in the 100 hall. Per the census R2 was moved out of 
the dementia until and transferred to the 100 hall to room [ROOM NUMBER]-2 on 07/08/2025.The most 
recent Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/26/2025, revealed R2 
had a Brief Interview of Mental Status (BIMS) of 5 out of 15 (severe impairment) and is independent with 
transfers, walking. Resident # 1 (R1)Review of the medical record reflected R1 was admitted to the facility on 
[DATE]. Diagnoses of, generalized anxiety, major depression, Bi-polar disorder, schizoaffective disorder and 
dementia.The most recent Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
06/01/2025, revealed R2 had a Brief Interview of Mental Status (BIMS) of 15 out of 15 (cognitively intact) and 
is dependent on mechanical lift to transfer from surface to surface, wheelchair bound. Resident #3 
(R3)Review of the medical record reflected R3 was admitted to the facility on [DATE]. Diagnoses of vascular 
dementia, adjustment disorder with mixed emotions, cognitive social/emotional deficit and major depression.
The most recent Minimum Data Set (MDS), with an Assessment Reference Date (ARD) revealed R3 had a 
Brief Interview of Mental Status (BIMS) of 14 out of 15 (cognitively intact) and is dependent on mechanical lift 
to transfer from surface to surface, wheelchair bound.During the onsite investigation another incident 
occurred in which the facility provided the FRI. Upon review of the FRI on 08/14/2025 at 11:00AM, R2 was 
walking throughout the facility with a staff person providing intermittent supervision, and R2 told R3 that he 
looked like he needed a kiss and bent down and kissed him on the lips.During an interview on 08/27/2025 at 
9:30 AM, Social Worker (SW) H stated that R2 attended activities, ate her lunch and dinner in the dining 
room and slept well all night. SW H added that R2 had the same routine now that she had back in the 
memory care unit. SW H stated that when they moved her off the memory care unit, her care plan was 
updated and had intermittent one to one supervision at times. SW H stated they were monitoring R2 as a 
team, SW H did not elaborate on what that m. SW H stated after the incident on 07/07/2025, SW H updated 
R2's nonpharmacological services, referred her to psychiatric services, medication changes to decrease her 
libido. After the incident on 08/14/2025, she referred R2 back to psychiatric services, stated she was not sure 
if there were any medication changes or not. SW H stated she continued having conversations with R2's 
sister who was her durable power of attorney as they looked for another female facility that was a female 
only locked unit. SW H stated R2 was supervised throughout the day doing her normal activities. SW H 
stated they had intermittent one on one more so in the evening hours of 8:00pm to 10:00pm. Writer asked 
SW H if they had done any root cause analysis regarding R2's inappropriate behaviors towards R1 and R3. 
SW H stated not really.Record review revealed R2 had started seeing psychiatric services before the first 
inappropriate sexual behavior had accrued, so referring R2 back to psychiatric services was not a new 
intervention. R2 was seen by psychiatric services on the following dates, 03/17/2025, 04/03/2025, 
04/09/2025, 04/17/2025, 05/15/2025, 05/23/2025, 06/26/2025, 07/09/2025, 08/05/2025 and 08/20/2025. 
Review of R2's medication administration record (MAR) revealed R2 was never ordered a medication that 
would decrease her libido and therefore had never taken such medication.During an interview on 08/27/2025 
at 10:38 AM, SW H stated they would continue non-pharmacological actions as they are detailed in her care 
plan. SW H added that the new interventions were for psychiatric services. SW H told writer to talk to LNA A 
about the one-on-one supervision for R2, as she was unclear.During an interview on 08/27/2025 at 1:55 PM, 
Director of Nursing (DON) B was asked why R2 was removed off from the memory unit? DON B stated R2 
and a male resident had this delusion they were in a relationship, but they didn't have one. This writer asked 
about the second inappropriate sexual behavior between R2 and R1. DON B stated what she recalled was 
R2 was walking down the hallway with a CNA and R1 was sitting in his wheelchair in the hallway, R2 bent 
down and kissed him on the lips. DON B added that R2 was taken away from that resident and was 
distracted by giving her a snack. DON B added that R2 could not recall what took place, and R2 was referred 
to Social Work and psychiatric services again. DON B added that R2 had not had any more inappropriate 
sexual behaviors that she is aware of. This writer asked DON B if they had done a root cause analysis to see 
what factors may be contributing to this behavior and DON B stated no, because she didn't see anything 
common in these actions. DON B stated they discuss these issues at the morning Inter Disciplinary Team 
(IDT) meetings, discussed with the team in the morning, or at the end of the day during the stand down 
meetings. This writer asked DON B where that documentation would be and she stated under progress 
notes if there was any, no documentation to support this could be found in R2's electronic medical records. 
This writer asked about updating the care plan for R2, DON B stated it was updated in April and May adding 
R2 was no longer having inappropriate sexual behaviors. DON B added that the care plan section under 
social work, was updated in May and July of 2025. DON B was reading off previous interventions out loud 
and writer asked what new interventions were added after these three separate incidents. DON B stated 
there was a couple of interventions dated 07/31/2025, but no related to these behaviors. Writer asked when 
R2 was to have one on one supervision, DON B stated when they see R2 needing guidance such as staring 
off at nothing or needing help with the next thing she does. DON B stated that if R2 needs ongoing one on 
one, the CNA was to stay with her until they can get coverage for her assignment or have an activity person 
assist them. DON B could not say what shift or time frame that R2 would need that.During an interview on 
08/27/25 at 3:00PM, Receptionist I stated she was walking out of the kitchen when saw R2 and R3 holding 
hands in front of the activity room, R2 bent down and kissed R3 on the lips. Receptionist I stated she 
separated them and told the nurses on their units, DON B and LNA A. Receptionist I stated she assisted the 
DON B with filling out the form and DON B told her that she would submit the form to the state. Receptionist I 
stated she didn't have anything more to do with that incident.During an observation and interview on 
08/27/2025 at 3:35 PM, R1 was observed leaving his room and stopped in the hallway. R1 stated R2 
continued to walk down his hall which was hall 200 and not the hall R2 resided on. R1 stated R2 continues to 
attempt to always sit be him during activities. R1 stated it pissed him off, he got mad about it, and it upset 
him. R1 state R2 goes into activities and other events to be near him, and he didn't like it. R1 stated again, it 
really pissed him off.During an interview on 08/28/2025 at 10:05 AM, Licensed Nursing Home Administrator 
(LNA) A stated that after the incident on 3/30/2025, R2 was transfer to the 100 hall and out of the memory 
care unit. LNA A stated R2 had kissed R1 and R3 outside of the memory unit. LNA A stated that R2 is now 
more involved in activities and eating in the dining room. LNA A added if nursing feels R2 needed one on 
one supervision, they would pull a CNA off the floor from providing care to be with R2 however, LNA A did 
not state what would cause nursing to feel R2 needed the one-on-one supervision. LNA A stated she didn't 
see R2 kissing R1 and R3 as inappropriate behavior, because R2 did not latch onto him but more of an 
affectionate thing.This writer asked LNA A if other residents and staff were interviewed that live or work on 
that hall. LNA A stated no. LNA A stated she did not interview the residents that live on that hall, she would 
have had to interview all residents because R2 walks throughout the whole facility. Writer asked LNA A if the 
staff working in that area on the dates that this took place were interviewed, LNA A stated no.This writer 
asked LNA A if IDT meetings were held and documented any follow up from these incidents. LNA A stated 
they discussed it during IDT meetings, but it is not documented anywhere.LNA A stated that I & A is a risk 
management report where the nurses document the event that accrued, notifies the LNA, family, DON, 
provider, describes the event, immediate action to take place, removed R2 from the memory care unit, SW H 
to follow up. Looked for any predisposition factors, SW H wrote what they did, referred to psychiatric 
services, SW H became the key person to oversee this. Could have had a telehealth visit made with the 
provider, LNA A and DON B discuss what should be done until they write up the 5-day report. LNA A stated 
they look at QA based on the audits, education to staff if there was a break in the process. LNA A stated they 
would put in new interventions if the current ones didn't work. LNA A stated they didn't have anything else to 
add. Stated they went back to the care plan and added one-on-one supervision based off her behavior. R2 is 
more involved with activities. Asked why she didn't change or add new interventions, because they were 
already doing everything, they said they were already in place and because it was working.
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Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to update and revise resident care plan's, in three 
of three residents reviewed for care plans (Resident #2, Resident #1 and Resident #3), resulting in potential 
for not maintaining or obtaining their highest practicable physical and emotional wellbeing. Findings 
include:Review of a facility reported incident (FRI) dated 07/07/25 at 5:45pm and reported to the state on 
07/07/25 at 6:31 PM. 5 day follow up dated 07/10/25. R2 and CNA L were walking on hall 200 when R2 told 
R1 oh you look like you need a kiss, bent down and kissed R1 on the lips. R1 responded to R2 by telling R2 
he was going to tell on her and called her a bitch. CNA L separated them and took R2 to another area. Social 
workers met with both residents. R2 did not recall the incident and remained ambulatory throughout the 
facility.R1 did recall the incident and was educated about the use of profanity and the need to call for staff for 
assistance.R1 was witnessed by LPN M yelling at R2, Get the fuck away from me. According to R1, R2 
allegedly kissed him, and he shouted profane words towards her. LPN M immediately separated the 
residents. Resident # 2 (R2)Review of the medical record reflected R2 was a female who was admitted to 
the facility on [DATE]. Diagnoses of Alzheimer's Disease with early onset and Depression.R2 resided in the 
100 hall. Per the census R2 was moved out of the dementia until and transferred to the 100 hall to room 
[ROOM NUMBER]-2 on 07/08/2025.The most recent Minimum Data Set (MDS), with an Assessment 
Reference Date (ARD) of 07/26/2025, revealed R2 had a Brief Interview of Mental Status (BIMS) of 5 out of 
15 (severe impairment) and is independent with transfers, walking. Resident # 1 (R1)Review of the medical 
record reflected R1 was admitted to the facility on [DATE]. Diagnoses of, generalized anxiety, major 
depression, Bi-polar disorder, schizoaffective disorder and dementia.The most recent Minimum Data Set 
(MDS), with an Assessment Reference Date (ARD) of 06/01/2025, revealed R2 had a Brief Interview of 
Mental Status (BIMS) of 15 out of 15 (cognitively intact) and is dependent on mechanical lift to transfer from 
surface to surface, wheelchair bound. Resident #3 (R3)Review of the medical record reflected R3 was 
admitted to the facility on [DATE]. Diagnoses of vascular dementia, adjustment disorder with mixed 
emotions, cognitive social/emotional deficit and major depression.The most recent Minimum Data Set 
(MDS), with an Assessment Reference Date (ARD) revealed R3 had a Brief Interview of Mental Status 
(BIMS) of 14 out of 15 (cognitively intact) and is dependent on mechanical lift to transfer from surface to 
surface, wheelchair bound.During the onsite investigation another incident occurred in which the facility 
provided the FRI. Upon review of the FRI on 08/14/2025 at 11:00AM, R2 was walking throughout the facility 
with a staff person providing intermittent supervision, and R2 told R3 that he looked like he needed a kiss 
and bent down and kissed him on the lips. Review of a care plan with a focus of, (R2) has HX of going in and 
out of other resident rooms and holding hands with peers and/or sitting close to their body at times requiring 
redirection. [NAME] has HX of making sexual innuendos, sticking her tounge out, showing of fingers, doting 
behavior and drawing out attention toward particular male peer which was ceased since transition off of 
memory care unit. HX of peck kissing another male peer, dated 05/15/2025 revealed that all the interventions 
were dated 05/25/25 and there was no interventions added after 07/07/25 nor the 08/14/25 incidents of R2 
kissing R1 and R3.Further review of R2's care plan revealed no other care plan or interventions were in 
place that addressed R2's inappropriate touching of other residents.During an interview on 08/27/2025 at 
9:30 AM, Social Worker (SW) H stated that R2 attended activities, ate her lunch and dinner in the dining 
room and slept well all night. SW H added that R2 had the same routine now that she had back in the 
memory care unit. SW H stated that when they moved her off the memory care unit, her care plan was 
updated and had intermittent one to one supervision at times. SW H stated they were monitoring R2 as a 
team, SW H did not elaborate on what that m. SW H stated after the incident on 07/07/2025, SW H updated 
R2's nonpharmacological services, referred her to psychiatric services, medication changes to decrease her 
libido. After the incident on 08/14/2025, she referred R2 back to psychiatric services, stated she was not sure 
if there were any medication changes or not. SW H stated she continued having conversations with R2's 
sister who was her durable power of attorney as they looked for another female facility that was a female 
only locked unit. SW H stated R2 was supervised throughout the day doing her normal activities. SW H 
stated they had intermittent one on one more so in the evening hours of 8:00pm to 10:00pm. Writer asked 
SW H if they had done any root cause analysis regarding R2's inappropriate behaviors towards R1 and R3. 
SW H stated not really.Record review revealed R2 had started seeing psychiatric services before the first 
inappropriate sexual behavior had accrued, so referring R2 back to psychiatric services was not a new 
intervention. R2 was seen by psychiatric services on the following dates, 03/17/2025, 04/03/2025, 
04/09/2025, 04/17/2025, 05/15/2025, 05/23/2025, 06/26/2025, 07/09/2025, 08/05/2025 and 08/20/2025. 
Review of R2's medication administration record (MAR) revealed R2 was never ordered a medication that 
would decrease her libido, and therefore had never taken such medication. During an interview on 
08/27/2025 at 10:38 AM, SW H stated they would continue non-pharmacological actions as they are detailed 
in her care plan. SW H added that the new interventions were for psychiatric services. SW H told writer to 
talk to LNA A about the one-on-one supervision for R2, as she was unclear. During an interview on 
08/27/2025 at 1:55 PM, Director of Nursing (DON) B was asked why R2 was removed off from the memory 
unit? DON B stated R2 and a male resident had this delusion they were in a relationship, but they didn't have 
one. This writer asked about the second inappropriate sexual behavior between R2 and R1. DON B stated 
what she recalled was R2 was walking down the hallway with a CNA and R1 was sitting in his wheelchair in 
the hallway, R2 bent down and kissed him on the lips. DON B added that R2 was taken away from that 
resident and was distracted by giving her a snack. DON B added that R2 could not recall what took place, 
and R2 was referred to Social Work and psychiatric services again. DON B added that R2 had not had any 
more inappropriate sexual behaviors that she is aware of. This writer asked DON B if they had done a root 
cause analysis to see what factors may be contributing to this behavior and DON B stated no, because she 
didn't see anything common in these actions. DON B stated they discuss these issues at the morning Inter 
Disciplinary Team (IDT) meetings, discussed with the team in the morning, or at the end of the day during 
the stand down meetings. This writer asked DON B where that documentation would be and she stated 
under progress notes if there was any, no documentation to support this could be found in R2's electronic 
medical records. This writer asked about updating the care plan for R2, DON B stated it was updated in April 
and May adding R2 was no longer having inappropriate sexual behaviors. DON B added that the care plan 
section under social work, was updated in May and July of 2025. DON B was reading off previous 
interventions out loud and writer asked what new interventions were added after these three separate 
incidents. DON B stated there was a couple of interventions dated 07/31/2025, but no related to these 
behaviors. Writer asked when R2 was to have one on one supervision, DON B stated when they see R2 
needing guidance such as staring off at nothing or needing help with the next thing she does. DON B stated 
that if R2 needs ongoing one on one, the CNA was to stay with her until they can get coverage for her 
assignment or have an activity person assist them. DON B could not say what shift or time frame that R2 
would need that.During an interview on 08/27/25 at 3:00PM, Receptionist I stated she was walking out of the 
kitchen when saw R2 and R3 holding hands in front of the activity room, R2 bent down and kissed R3 on the 
lips. Receptionist I stated she separated them and told the nurses on their units, DON B and LNA A. 
Receptionist I stated she assisted the DON B with filling out the form and DON B told her that she would 
submit the form to the state. Receptionist I stated she didn't have anything more to do with that incident.
During an observation and interview on 08/27/2025 at 3:35 PM, R1 was observed leaving his room and 
stopped in the hallway. R1 stated R2 continued to walk down his hall which was hall 200 and not the hall R2 
resided on. R1 stated R2 continues to attempt to always sit be him during activities. R1 stated it pissed him 
off, he got mad about it, and it upset him. R1 state R2 goes into activities and other events to be near him, 
and he didn't like it. R1 stated again, it really pissed him off. During an interview on 08/28/2025 at 10:05 AM, 
Licensed Nursing Home Administrator (LNA) A stated that after the incident on 3/30/2025, R2 was transfer to 
the 100 hall and out of the memory care unit. LNA A stated R2 had kissed R1 and R3 outside of the memory 
unit. LNA A stated that R2 is now more involved in activities and eating in the dining room. LNA A added if 
nursing feels R2 needed one on one supervision, they would pull a CNA off the floor from providing care to 
be with R2 however, LNA A did not state what would cause nursing to feel R2 needed the one-on-one 
supervision. LNA A stated she didn't see R2 kissing R1 and R3 as inappropriate behavior, because R2 did 
not latch onto him but more of an affectionate thing.This writer asked LNA A if other residents and staff were 
interviewed that live or work on that hall. LNA A stated no. LNA A stated she did not interview the residents 
that live on that hall, she would have had to interview all residents because R2 walks throughout the whole 
facility. Writer asked LNA A if the staff working in that area on the dates that this took place were interviewed, 
LNA A stated no.This writer asked LNA A if IDT meetings were held and documented any follow up from 
these incidents. LNA A stated they discussed it during IDT meetings, but it is not documented anywhere.LNA 
A stated that I & A is a risk management report where the nurses document the event that accrued, notifies 
the LNA, family, DON, provider, describes the event, immediate action to take place, removed R2 from the 
memory care unit, SW H to follow up. Looked for any predisposition factors, SW H wrote what they did, 
referred to psychiatric services, SW H became the key person to oversee this. Could have had a telehealth 
visit made with the provider, LNA A and DON B discuss what should be done until they write up the 5-day 
report. LNA A stated they look at QA based on the audits, education to staff if there was a break in the 
process. LNA A stated they would put in new interventions if the current ones didn't work. LNA A stated they 
didn't have anything else to add. Stated they went back to the care plan and added one-on-one supervision 
based off her behavior. R2 is more involved with activities. Asked why she didn't change or add new 
interventions, because they were already doing everything, they said they were already in place and 
because it was working.
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