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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and document review, the facility failed to protect 1 of 1 resident (R1) who had
severe cognitive impairment and was unable to give consent for sexual activity from inappropriate
sexual touching from R2, who had known history of sexually inappropriate behavior resulting in R2
placing his hand underneath R1's shirt and touching her breast on 4/4/26. This deficient practice
resulted in immediate jeopardy (IJ) for R1, as a reasonable person would have experienced severe
psychosocial harm, including dehumanization and humiliation as a result of sexual abuse. The
Immediate Jeopardy (IJ) began on 4/4/26, when R1's breast was touched by R2 after the facility
failed to develop and implement individualized interventions including clearly defined supervision to
prevent R2's access to female residents despite a known history of sexually inappropriate behavior.
The Administrator and Director of Nursing (DON) were notified of the Immediate Jeopardy (IJ) on
4/16/26 at 1:35 p.m. Immediate Jeopardy was removed on 4/17/26 when the facility implemented
immediate protective measures to ensure resident safety; however, noncompliance remained at a
lower scope and severity level of D. Findings include: The facility reported incident (FRI), submitted
to the state agency on 4/4/26 at 8:27 a.m. identified an allegation of resident-to-resident sexual
inappropriate touch that occurred on 4/4/26 at 7:00 a.m. A nurse observed R2 touching R1's breast in
the Country View TV lounge and immediately separated the residents. The report indicated the
residents did not believe the behavior was inappropriate.ˆ R1's Face sheet printed 4/16/26, identified
R1 had diagnoses of dementia and anxiety disorder. R1's quarterly Minimum Data Set (MDS), dated
[DATE], identified R1 had severe cognitive impairment, used a hearing aid and corrective lenses, and
did not have behaviors and/or signs of symptoms of delirium. R1 and used a Wander guard daily. R1's
care plan, dated 8/27/25, identified R1 had a focus of experiencing sexual abuse/molestation in
childhood by two different individuals, an older cousin and a family friend; no triggers were identified
at that time, and R1 was noted to be okay with male caregivers. Interventions, dated 8/27/25,
identified to observe changes in mood, behavior, sleeping, and eating, and to allow R1 to talk as she
felt appropriate. R1's progress note dated 4/4/26 at 7:20 a.m. identified confusion following the
incident, including misidentification of a male resident as her father. At 12:18 p.m., R1's resident
representative (RR)-B expressed concern regarding increased confusion and possible cognitive
decline. At 12:50 p.m., R1 was documented to have hallucinations, confusion, and impaired reality
testing, including seeing animals and bugs and misidentifying a male resident as her father. R1 was
easily redirected. R1's interdisciplinary team (IDT) progress note, dated 4/8/26 at 1:51 p.m., identified
R1 was inappropriately touched by a male resident while in the Country View common area. The male
resident was immediately relocated and subsequently moved to the Roseview unit. Neither resident
recalled the incident. R1 was seen by the in-house counselor and was monitored for changes in mood
and behavior. No further incidents were identified. R1's progress note, dated 4/8/26 at 5:12 p.m. (late
entry), identified Social Services (SS) met with R1 to discuss the recent incident with a male
resident; R1 did not acknowledge the incident and demonstrated confusion and disorganized thinking,
including unrelated statements about a thunderstorm, a house missing a wall, and her father. R1 was
(continued on next page)
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unable to maintain focus during questions related to decision-making and redirected conversation
back to unrelated topics. R1 was referred to the in-house counselor for continued support. R1's POC
(point of care) response history behavior monitoring and interventions from 3/18/26 to 4/18/26 were
reviewed and identified on 4/4/26 at 7:35 p.m., R1 was observed cursing at others; interventions
documented that R1's behaviors remained unchanged. R2's face sheet, printed 4/16/26, identified R2
had diagnoses of dementia and unspecified mood disorder. R2's quarterly MDS, dated [DATE],
identified R2 had severe cognitive impairment and was independent with wheelchair mobility. R2's
care plan behavior focus initiated 9/17/23, revised on 11/8/24, identified a behavioral instance of
inappropriately sexual touching toward R3 on 9/17/23 in the Country View common area. The focus
indicated this was the first reported incident of this behavior. R2 was identified as being at risk for
alteration in behavior due to a diagnosis of dementia and was unable to recall the incident. The focus
further identified R2 occasionally made inappropriate comments to female staff that were usually
easily redirected and had been on Paxil (antidepressant) with a successful gradual dose reduction and
discontinuation. R2's current care planned interventions as of 4/3/26: -9/17/23 staff were to ensure
awareness of females surrounding R2 when out of room and ensure adequate space between R2 and
R3, the resident involved in the prior incident. -8/12/24 R2 was able to leave the unit for all activities;
any concerns for inappropriate behaviors were to be addressed immediately. R2's Kardex report
(abbreviated care plan for direct care staff), dated 4/3/26, identified R2 had no longer been
ambulating any distance and used wheelchair mobility due to congestive heart failure. R2 required
supervision with pivot transfers and assistance for mobility to distant locations off unit, with
intermittent partial assistance needed later in the day. R2 was able to propel self independently in
hallways and to the Roseview lounge but required staff escort to activity functions. Interventions also
included ensuring adequate space between R2 and R3, who was involved in a prior incident, and
making staff aware of female residents in R2's surroundings when out of room. The Kardex further
identified R2 was able to leave the unit for all activities, with concerns for inappropriate behaviors to
be addressed immediately. R2's Kardex did not establish a clear, individualized supervision system
sufficient to prevent contact with vulnerable residents, relying instead on general monitoring and
redirection rather than defined protective supervision controls. R2's progress note, dated 4/4/26 at
9:15 a.m., identified at approximately 7:00 a.m., a hall nurse observed R2 place his hand under R1's
shirt and touched her left breast in the Country View TV lounge. Staff immediately removed R2's
hand, separated the residents, and returned R2 to his room. R2 was noted to have dementia and was
unable to recall the incident, stating, Some people don't mind and I didn't hurt anyone. The
administrator, director of nursing (DON), and nurse manager were notified, and R2 was placed on
increased monitoring with separation from female residents and redirection to his room following
meals. Provider was contacted to evaluate medication management due to history of similar
behaviors. R2's progress note dated 4/4/26 at 11:48 a.m. identified the physician assistant was
notified and recommended continued monitoring rather than immediate medication initiation, with an
acute visit scheduled for further evaluation of ongoing sexual behaviors. R2's care plan, dated 4/4/26,
identified a focus I had a behavioral instance of inappropriately sexual touching another resident on
9/17/23 and 4/4/26 in the Country View common area. This was the first reported incident of me
displaying this behavior. I was at risk for alteration in behavior due to my diagnosis of dementia. I was
unable to recall this incident. I occasionally made inappropriate comments to female staff that were
usually easily redirected. I was on Paxil and had a successful GDR and discontinuation. Interventions
included resident to be brought back to room following mealtimes on 4/4/26, room change to
Roseview (RV) unit on 4/6/26, and provider visit on 4/10/26 with decision to resume Paxil on 4/6/26
pending prior authorization. R2's physician assistant visit dated 4/6/26 identified R2 had an episode
of inappropriate sexual behavior over the past 2 days. R2 was attempting to touch another resident's
breasts, and during a second episode was attempting to kiss a nurse aide's abdomen, who was
currently pregnant. R2 had a history of dementia and a history of inappropriate sexual behavior. R2
(continued on next page)
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was previously on Paxil 10 mg (antidepressant medication prescribed to decrease sexual libido),
which was discontinued on 9/19/24 due to a gradual dose reduction. R2 had not had issues with
inappropriate behavior since discontinuation until the current episode. The facility had taken
precautions including separating R2 from female residents when able and initiating UTI monitoring.
Provider was asked about restarting Paxil. New orders were received to restart Paxil 10 mg daily for
inappropriate sexual behavior. Continue to evaluate, redirect, and monitor. R2's Kardex dated 4/14/26
identified ensure there was adequate space between R2 and R1, the resident involved in the prior
incident, make sure staff were aware of females surrounding R2 when he was out of his room, R2 was
able to leave the unit for all activities, and any concerns for inappropriate behaviors were to be
addressed immediately. R2 was to be brought back to his room following mealtimes. R2's POC
response history behavior monitoring and interventions were reviewed from 3/18/26 to 4/16/26 and
identified on 4/15/26, R2 was grabbing others. R2's record was reviewed, and no corroborating
information was documented about R2 grabbing others.ˆ During an observation on 4/14/26 at 2:04
p.m., R2 was seated in the Country View TV lounge at a table with his eyes closed and head down.
Two unknown female nursing assistants approached R2 and asked if he would like to go to his room
to lie down. R2 responded, With you? One nursing assistant clarified, No, in your bed. R2 stated he
needed to use the restroom first, and R2 was then assisted to his room. During an observation and
interview on 4/16/26 at 9:21 a.m., R1 was seated on the side of her bed wearing oxygen tubing. R1
stated she felt safe in the facility and that staff and residents were nice. R1 stated, If someone
touched me when I didn't want them to, I don't know I wouldn't know what to expect. I would tell
someone. I would probably smack them. R1 demonstrated confusion regarding her environment and
residents, referring to staff and residents by nicknames and incorrect names. During an interview on
4/15/26 at 9:35 a.m., registered nurse (RN)-B stated she was working on 4/4/26 and was stationed
at a medication cart positioned with view of the TV/lounge area on the Country View unit. RN-B was
monitoring R1 due to confusion and recent falls. RN-B observed R1 seated in her wheelchair on the
left side of R2, with R2's right arm extended across his body toward R1. RN-B observed R2's right
hand inside the top of R1's shirt and immediately entered the area and instructed R2 to remove his
hand, which he did. R2 questioned the intervention and complied when redirected. R1 did not
demonstrate any reaction or response during the incident. RN-B stated R2 was then escorted away
from the area by another nurse. RN-B was aware R2 had a history of making sexual comments but
was not fully aware of prior sexual touching behaviors. RN-B stated following the incident, R2 was
separated from female residents and was encouraged to remain in his room or be supervised in
common areas. R2 was later moved to the Roseview unit, although she was uncertain what additional
interventions were implemented. RN-B was not notified of further follow-up or updates regarding the
plan of care and stated she believed both R1 and R2 lacked capacity to provide consent. During an
interview on 4/15/26 at 9:58 a.m., RN-C stated she was the nurse assigned to both R2 and R1 on
4/4/26. RN-C stated R1 was already in the day room around 6:00-6:15 a.m., and was noted to be very
confused and disoriented, believing she was at a zoo, and required monitoring due to fall risk. RN-C
was informed by a nursing assistant during the morning med pass that R2 had engaged in
inappropriate sexual behavior toward R1. RN-C immediately consulted with RN-B and RN-D and the
administrator was notified. RN-C stated R2 was assessed and instructed to remain in his room while
R1 was to be kept separate from him. RN-C was aware R2 had a history of intermittent inappropriate
sexual comments that were typically redirectable with distraction. Current expectations included
keeping R2 in his room or with male residents in the dining area and separating him from female
residents. RN-C stated in her opinion neither R2 nor R1 had capacity to consent due to dementia.
During a phone interview on 4/15/26 at 10:11 a.m., nursing assistant (NA)-F stated she worked the
6:00 a.m. shift on 4/4/26 and found R1 already seated in the TV lounge after night staff had gotten
her up early due to inability to sleep. NA-F stated she provided morning care to R2 around 6:30 a.m.
and brought him to the TV lounge in a wheelchair. R2 must have wheeled himself close to where R1
(continued on next page)
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was seated because she was informed R2 had fondled R1's breast while in the TV lounge. NA-F
stated she was not aware of R2's prior history of sexual misconduct at the time of the incident as it
was not on their Kardex. Had NA-F been aware she would have ensured female residents were not
placed near him. After the incident R1 made statements believing R2 was her father and stating, my
dad just grabbed my boob. NA-F redirected R1 to her room and R1 remained confused and was talking
about unrelated topics and hallucinations. R2 was subsequently removed from the area following the
incident and all staff were expected to monitor him, although no specific staff member was assigned
to 1:1 supervision. NA-F explained R2 had made sexually suggestive comments to her such as asking
to kiss her belly but was generally redirectable when boundaries were set. NA-F reviewed general
sexual abuse education but did not receive specific information regarding R2's behavioral history.
NA-F stated she believed stronger supervision and direct escorting from communal areas would be
necessary to prevent recurrence.ˆ During an interview on 4/15/26 at 9:10 a.m., NA-D stated he
worked the day shift on 4/4/26 and was assigned to the opposite hall from R2 and did not have
significant interaction with him that day. NA-D stated typically R2 was brought to the Country View
TV lounge by staff around 6:30 a.m. until breakfast, where both male and female residents were
present. Since NA-D was not aware on 4/4/26 of R2's sexual behavior history, he may have placed or
wheeled R2 near female residents. If NA-D had known, he would not have positioned R2 next to
female residents. NA-D had been recently educated that R2 was moved to Roseview unit and staff
were to redirect, distract, and remove R2 from situations if inappropriate behavior occurred and to
report immediately to nursing staff. NA-D believed R2 would be appropriate if maintained in an
all-male environment and stated staff, including contracted staff, needed awareness of his past
sexual behaviors. During an interview on 4/16/26 at 9:55 a.m., RN-D stated she was the charge nurse
on 4/4/26 when she was notified that R2 placed his hand under R1's shirt and touched her breast in
the Country View TV lounge, after which staff immediately removed R2's hand, redirected him, and
returned him to his room. RN-D assessed R1 with no physical injuries noted but observed confusion,
and she contacted the physician assistant regarding R1's condition. RN-D was aware R2 had a prior
history of sexually inappropriate behavior, had previously been placed on an all-male unit, and had not
had recent incidents for approximately two years. RN-D stated immediate interventions included
separating R2 from female residents, returning him to his room, and verbally notifying staff for
ongoing monitoring and removal from common areas after meals. RN-D was not directed to contact
law enforcement or complete additional resident interviews beyond those involved and noted R2's
care plan contained general guidance to be aware of female residents but lacked specific supervision
parameters or structured prevention measures. R2 was able to independently propel his wheelchair
and was not on continuous supervision at the time of the incident. During an interview on 4/14/26 at
1:14 p.m., NA-A stated it was her first day working on Roseview unit with R2. NA-A stated while she
was getting R2 ready this morning, R2 asked if he could lick my belly while he was on the toilet, and
she redirected him, stating it was not appropriate. NA-A heard that R2 had grabbed another resident's
breasts and that staff were attempting to keep him on the Roseview unit due to this incident but did
not require continuous supervision. R2 was sometimes left in the TV lounge unsupervised but no
female residents were typically present in the lounge on that side of the unit. NA-A stated if she
observed inappropriate behavior, she would separate R2, return him to his room, and report it to the
nurse. NA-A had no previous knowledge of R2's previous history. During an interview on 4/14/26 at
1:24 p.m., NA-B stated she had never personally witnessed R2 being sexually inappropriate with staff
or residents; however, she was aware of R2's sexual behaviors and previous incident in 2023. NA-B
explained R2 was not to sit next to female residents and required supervision when out of his room.
Staff at the nurses' station were responsible for monitoring R2 when he was in common areas,
however no staff were specifically assigned. NA-B believed R2 should be more closely supervised due
to the potential risk of him independently accessing other female residents. During an interview on
4/14/26 at 1:37 p.m., NA-C stated he had worked at the facility since 2022 and was aware R2
(continued on next page)
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previously placed his hand up a female resident's shirt and fondled her breast. NA-C stated R2 was
currently monitored with interventions including keeping him on the Roseview unit, preventing him
from entering resident rooms, and redirecting him to the TV lounge for supervision. NA-C stated staff
were expected to observe R2 when possible, but he could move throughout the unit if not directly
supervised. During an interview on 4/14/26 at 1:55 p.m., RN-F stated R2 had been fine up until the
incident with R1 and had not personally observed prior sexually inappropriate behaviors. Current
interventions included ensuring R2 did not sit next to female residents and immediately reporting any
concerns. RN-F stated since 4/4/26, R2 did not have increased supervision to her knowledge and
indicated she believed prior supervision may have been reduced due to a period without incidents.
During an interview on 4/14/26 at 2:06 p.m., licensed practical nurse (LPN)-A stated R2 typically
requested food, sleep, and assistance with being transported to different areas of the unit. LPN-A
stated an awareness of R2's prior history of sexual behaviors and was aware R2 had engaged in
inappropriate sexual touching toward R1 on 4/4/26. LPN-A had not personally witnessed R2 being
sexually inappropriate with staff or residents, but all behavioral concerns should be reported for
documentation. LPN-A stated current interventions included keeping R2 away from female residents
by limiting him to his room, the lounge, or dining room, with staff removing him from the dining room
after meals. LPN-A stated R2 did not have 1:1 supervision and was able to independently wheel
himself in his wheelchair. During an interview on 4/14/26 at 3:59 p.m., nurse manager (NM)-A and
NM-B stated R2 had a prior history of inappropriate sexual touching involving a female resident R3 in
2023, after which R2 was moved to the Roseview unit, which was maintained as an all-male unit with
increased supervision. NM-A stated R2 was previously placed on 1:1 supervision when out of his room
and was started on Paxil for sexual behaviors. NM-A stated R2 was moved back to Country View on
7/25/25 due to a facility remodel, and at that time there were no identified updates to the care plan to
ensure continued prevention of inappropriate sexual behaviors with female residents. NM-A stated
staff were aware R2 had a history of sexual inappropriateness and were expected to monitor him
when out of his room. During an interview on 4/14/26 at 4:37 p.m., the director of nursing (DON)
recited R2's sexual behavior history involving a female resident resulting in move from Roseview to
Country View. DON indicated when R2 moved back to Country View on 7/25/25, she was unsure
whether his care plan interventions were reviewed prior to his return to that unit where female
residents were present. On 4/4/26, R2 had an incident involving inappropriate sexual touching of R1,
after which R2 was moved back to the Roseview unit due to fewer female residents on that unit.
During an interview on 4/15/26 at 7:08 a.m., LPN-B stated she received report from the night shift
that R2 had been up approximately every hour since 12:30 a.m. using the bathroom and had been real
grabby with staff while being toileted. During an observation and interview on 4/15/26 at 7:50 a.m.,
R2 was seated at a table in the dining room. R2 stated, I didn't do it, and laughed when asked to
clarify. R2 was oriented to self and location, correctly identifying his name and the dining room. R2
stated, I don't do any touching except my food. If I want something I just ask. I don't touch other
people. R2 further stated he had not been told about any incidents involving another person and
appeared confused when questioned. When asked about appropriate behavior if someone did not want
to be touched, R2 stated, I don't touch them. During an interview on 4/15/26 at 8:38 a.m., RN-G stated
he was working on 4/4/26 when RN-B informed him around 7:30 a.m. that R2 had inappropriately
touched R1 earlier that morning. RN-G stated he assessed R2, who was seated in his wheelchair
outside the TV lounge, and encouraged toileting; R2 did not disclose the incident during that
interaction. RN-G stated he was aware of a prior incident involving another female resident from
documentation in the care plan and stated he would redirect R2 if he observed him near female
residents. RN-G stated current interventions included relocating R2 back to Roseview unit, where the
population was primarily male, and removing him from the dining room after meals due to toileting
needs. RN-G stated R1 could wheel self in wheelchair and did not currently require 1:1 supervision.ˆ
During an interview on 4/15/26 at 9:23 a.m., NA-E stated she was aware R2 had a history of
(continued on next page)
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inappropriate sexual touching toward another resident and staff were to keep him separate from
female residents. NA-E stated she did not have direct interaction with R2 on 4/4/26 but did hear he
had inappropriately touched R1's breast. After the incident interventions included keeping R2 in his
room, the TV lounge on Roseview or on his designated hall and immediately reporting any
inappropriate behavior to nursing staff. NA-E stated R2 was able to wheel himself and required staff
monitoring to ensure he remained in appropriate areas. NA-E stated staff did not provide 1:1
supervision and indicated it was possible R2 could access other areas or residents when staff were
busy, although staff at the desk were expected to observe him. During a phone interview on 4/15/26
at 1:38 p.m., family member (FM)-A stated the facility contacted him approximately a week and a half
prior and reported R2 was a little grabby with a female resident. R2's short-term memory was poor,
but he retained long-term memories and had demonstrated dementia symptoms since admission,
which impacted his judgment. FM-A had not previously been aware of any incidents involving
inappropriate grabbing or sexual behavior prior to the 4/4/26 incident, and stated this behavior was
new information. FM-A had not been informed of any prior supervision requirements beyond a recent
discussion of possible medication management. FM-A stated he did not believe R2 was safe to be
around others without close supervision. During a phone interview on 4/15/26 at 1:50 p.m., resident
representative (RR)-A stated R1 was previously a happy and social individual before her cognitive
decline. R1 previously would have reacted strongly if someone invaded her personal space and might
have even hauled off and slugged them. R1 previously demonstrated the ability to recognize
inappropriate behavior and would have reported or responded to unwanted physical contact. R1had
dementia and was unsure of her current ability to consistently recognize or report inappropriate
behavior. RR-A stated she believed R1 would have been upset and humiliated by the incident and R1
required close supervision and protection from such occurrences due to her cognitive impairment.
During an interview on 4/15/26 at 11:39 a.m., the director of nursing (DON) stated R2 was admitted to
the facility to the Country View unit in 2022 and initially had no known history of sexually
inappropriate behaviors. R2's first documented inappropriate sexual touching occurred on 9/17/23
when R3 was in the Country View TV lounge, staff observed R2 groping a female resident's breast
under her shirt. Following this incident, R2 was moved to the Roseview unit on an all-male hallway,
started on Paxil for sexual urges and had 1:1 supervision with ongoing interdisciplinary team review
and redirection strategies. Paxil was discontinued on 9/20/24 following a gradual dose reduction due
to stability at that time. The DON stated during a 2025 facility remodel on the Roseview unit, R2 was
relocated back to the Country View unit and DON was not aware of a comprehensive review or update
of care plan interventions specific to preventing recurrence of sexual behaviors. The DON stated
current interventions were primarily focused on general supervision, environmental awareness, and
avoiding close proximity to female residents; however, she acknowledged R2 remained able to
self-propel in a wheelchair, could move independently in common areas and was not supervised at all
times. no additional structured or individualized supervision plan (such as 1:1 supervision or defined
escorting protocols) was implemented after the relocation. The DON stated R2 continued to exhibit
sexually inappropriate behaviors after placement changes and Paxil would be started for sexual urges
pending prior authorization but confirmed that no further comprehensive intervention revisions were
made following the most recent unit transfer on 4/6/26. During an interview with DON and RN-E on
4/16/26 at 11:07 a.m., DON stated current interventions for R2 included ensuring adequate space
between R2 and R1 following the incident but was unable to clarify how staff were expected to
consistently implement this intervention or identify clear parameters for supervision. RN-E stated
interventions included ensuring staff were aware of females surrounding R2 when out of his room,
allowing him to leave the unit for activities, and addressing any concerns for inappropriate behaviors
immediately. RN-E stated she interpreted the intervention as keeping female residents away from R2
and removing them if they approached him, and further stated the facility used general or vague
interventions to increase supervision without placing R2 on 1:1 supervision. RN-E and the DON both
(continued on next page)
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stated the care plan did not clearly define the level of supervision required or provide specific
guidance for staff regarding R2's history of sexual behaviors. During an interview on 4/16/26 at 12:21
p.m., DON stated the level of supervision for R2 was determined using clinical judgment based on
behavior monitoring, charting, and interdisciplinary team (IDT) review, and stated supervision
decisions were an IDT responsibility with weekly reviews documented in resident records. The DON
stated these reviews were not consistently completed after R2's transfer to Country View in 7/25/25
due to the facility remodel and further stated there was no clinical documentation reflecting updated
supervision decisions following the move. 4/16/26 at 10:59 a.m., attempted call to the medical
director and left voicemail for call back. DON stated she emailed the medical director asking him to
call this surveyor back. No callback received. Facility policy, Individualized Care Plan, reviewed
7/2025, identified a comprehensive, individualized care plan is developed based on interdisciplinary
assessments to reflect the resident's medical, nursing, psychosocial, and behavioral needs. The
policy identified the interdisciplinary team (IDT) is responsible for developing and revising the care
plan to address identified problems and ensure interventions are implemented through the kardex for
staff to follow. The policy further identified the care plan must be revised promptly with any change in
the residents' condition, including following an incident of abuse, and that interventions are to be
individualized and updated to reflect the residents' needs. Facility policy, Mood and Behavioral Health,
reviewed 1/22/2025, identified the facility must provide behavioral health care and services to meet
residents' psychosocial and behavioral needs based on comprehensive assessment and
interdisciplinary team (IDT) care planning. The policy identified behavioral symptoms may be
potentially harmful to the resident or others and must be assessed, care planned, implemented, and
evaluated through the Resident Assessment Instrument (RAI) process. The policy further identified
the IDT is responsible to assess mood and behavioral symptoms, develop individualized interventions,
and review behaviors and effectiveness of interventions on admission, quarterly, annually, and with
significant change, to ensure residents' needs are met and risks are addressed. Facility policy,
Vulnerable Adult-Abuse Protection Plan, reviewed 10/2024, identified the facility supports zero
tolerance for abuse, including sexual abuse, and requires protection of vulnerable adults from
maltreatment. The policy defined abuse to include non-consensual sexual contact, including sexual
contact with a resident who lacks capacity to consent due to cognitive impairment. The policy further
identified that residents must be protected from abuse and that staff are responsible for identifying,
reporting, and responding to suspected maltreatment. The policy also identified the facility will
assess residents for risk of abuse and implement care planning interventions to protect residents
from harm and prevent abuse. The Immediate Jeopardy was removed on 4/17/26 when it was verified
the facility implemented immediate corrective actions to ensure the health and safety of residents
and prevent further risk of resident-to-resident sexual abuse, including: -R2 was placed on 1:1
continuous supervision to prevent unsupervised access to other residents and was observed to be
under direct staff monitoring. -The facility implemented immediate separation of R2 from female
residents, including structured seating arrangements and supervision in common areas. -R2's care
plan and kardex were revised to include specific, individualized, and enforceable interventions,
including: -Continuous supervision requirements -Direction to maintain distance from female residents
(not within arm's reach) -Immediate staff intervention and redirection for any inappropriate behavior
-Defined staff responsibilities for monitoring and reporting -Staff were educated on R2's supervision
requirements and abuse prevention and were able to verbalize expectations for maintaining resident
safety. -The facility conducted a facility-wide review of residents with potential for sexually
inappropriate behaviors, and updated care plans to ensure appropriate supervision and interventions
were in place. -The facility implemented a system to communicate high-risk behaviors to staff,
including accessible resident-specific information at nurse stations. -The facility initiated auditing
and monitoring processes to ensure compliance with supervision, care planning, and abuse prevention
policies.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to report an allegation of resident-to-resident sexual
abuse involving 2 of 2 residents (R1) and (R2) to law enforcement, in accordance with established
policies and procedures for abuse. Findings include:R1's Face sheet printed 4/16/26, identified R1
had diagnoses of dementia and anxiety disorder.R1's quarterly Minimum Data Set (MDS), dated
[DATE], identified that R1 had severe cognitive impairment and used a Wanderguard daily.R1's care
plan, revised 8/26/25, identified a focus of risk for vulnerability related to recent placement, impaired
cognition, and limited mobility. Interventions, dated 7/30/25, identified that any suspicion of
maltreatment was to be reported per facility policy, a safe environment was to be maintained, and
suspected incidents of abuse were to be reported to the supervisor.R2's face sheet, printed 4/16/26,
identified that R2 had diagnoses of dementia and unspecified mood disorder.R2's quarterly MDS,
dated [DATE], identified that R2 had severe cognitive impairment and was independent with
wheelchair mobility.R2's care plan, dated 4/1/22, identified a focus of risk for vulnerability related to
recent placement. Interventions, dated 4/1/22, identified that any suspicion of maltreatment was to
be reported per facility policy, a safe environment was to be maintained, and suspected incidents of
abuse were to be reported to the supervisor.The facility reported incident (FRI), submitted to the
state agency on 4/4/26 at 8:27 a.m., identified a nurse observed R2 touching R1's breast in the
Country View (CV) TV lounge and immediately separated the residents. The report indicated the
residents did not believe the behavior was inappropriate. The section identifying the name and
position of the individual who reported the incident to law enforcement, if different from the
submitter, was left blank, with no documentation indicating the allegation was reported to law
enforcement.The facility's 5-day investigative summary, submitted to the state agency on 4/10/26 at
10:36 p.m., indicated the allegation was verified as it was witnessed by staff; however, the report did
not identify that the incident was reported to law enforcement.R2's progress note, dated 4/4/26 at
9:15 a.m., identified that at approximately 7:00 a.m., a hall nurse observed R2 place his hand under
R1's shirt and touch her left breast in the Country View (CV) TV lounge. Staff immediately removed
R2's hand, separated the residents, and returned R2 to his room. R2 was noted to have dementia and
was unable to recall the incident, stating, Some people don't mind and I didn't hurt anyone. The
administrator, director of nursing (DON), and nurse manager were notified, and R2 was placed on
increased monitoring with separation from female residents and redirection to his room following
meals. Provider was contacted to evaluate medication management due to history of similar
behaviors.During an interview on 4/15/26 at 12:43 p.m., the Director of Nursing (DON) and
Administrator stated they were responsible for managing the investigation and confirmed the incident
was not reported to law enforcement.Facility policy, Vulnerable Adult-Abuse Protection Plan,
reviewed 10/2024, identified the facility supports zero tolerance for abuse and requires all alleged
violations involving abuse, including sexual abuse, to be reported immediately. The policy identified
mandated reporters must report suspected abuse internally and externally, including reporting
reasonable suspicion of a crime to law enforcement and required state agencies within required
timeframes. The policy further identified that when an allegation involves potential criminal conduct,
the Administrator or designee will contact law enforcement.
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Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure a thorough investigation of an allegation of
resident-to-resident sexual abuse for 2 of 2 residents (R1) and (R2), including failure to complete staff
and resident interviews and failure to fully assess the circumstances surrounding the incident,
reviewed for abuse.Findings include:R1's Face sheet printed 4/16/26, identified R1 had diagnoses of
dementia and anxiety disorder.R1's quarterly Minimum Data Set (MDS), dated [DATE], identified that
R1 had severe cognitive impairment and used a Wanderguard daily.R1's care plan, revised 8/26/25,
identified a focus of risk for vulnerability related to recent placement, impaired cognition, and limited
mobility. Interventions, dated 7/30/25, identified that any suspicion of maltreatment was to be
reported per facility policy, a safe environment was to be maintained, and suspected incidents of
abuse were to be reported to the supervisor.R2's face sheet, printed 4/16/26, identified that R2 had
diagnoses of dementia and unspecified mood disorder.R2's quarterly MDS, dated [DATE], identified
that R2 had severe cognitive impairment and was independent with wheelchair mobility.R2's care
plan, dated 4/1/22, identified a focus of risk for vulnerability related to recent placement.
Interventions, dated 4/1/22, identified that any suspicion of maltreatment was to be reported per
facility policy, a safe environment was to be maintained, and suspected incidents of abuse were to be
reported to the supervisor.The facility reported incident (FRI), submitted to the state agency on
4/4/26 at 8:27 a.m., identified a nurse observed R2 touching R1's breast in the Country View (CV) TV
lounge and immediately separated the residents. The report indicated the residents did not believe the
behavior was inappropriate. Further identified the allegation was witnessed by staff; however, the
report did not include detailed findings from a comprehensive investigation.The facility's 5-day
investigative summary, submitted to the state agency on 4/10/26 at 10:36 p.m., indicated the
allegation was verified as it was witnessed by staff; however, the report lacked documentation of
comprehensive interviews with staff and residents who may have had knowledge of the incident or
relevant history.R2's progress note, dated 4/4/26 at 9:15 a.m., identified that at approximately 7:00
a.m., a hall nurse observed R2 place his hand under R1's shirt and touch her left breast in the Country
View (CV) TV lounge. Staff immediately removed R2's hand, separated the residents, and returned R2
to his room. R2 was noted to have dementia and was unable to recall the incident, stating, Some
people don't mind and I didn't hurt anyone. The administrator, director of nursing (DON), and nurse
manager were notified, and R2 was placed on increased monitoring with separation from female
residents and redirection to his room following meals. Provider was contacted to evaluate medication
management due to history of similar behaviors.During an interview on 4/15/26 at 9:35 a.m.,
registered nurse (RN)-B stated she witnessed the incident and reported it to the charge nurse;
however, she was not contacted by administration for follow-up interview as part of the
investigation.During an interview on 4/16/26 at 9:55 a.m., registered nurse (RN)-D stated she
completed assessments of R1 and R2 following the incident and notified administration; however, she
was not directed to interview additional residents or staff beyond those immediately involved.During
an interview on 4/16/26 at 9:55 a.m., RN-D stated she was not directed to conduct interviews with
other residents in the area or staff who may have had additional information regarding R2's
behaviors.During an interview on 4/15/26 at 9:58 a.m., registered nurse (RN)-C stated she was the
assigned nurse for both residents on the date of the incident; however, she was not interviewed by
administration regarding the incident.During an interview on 4/15/26 at 10:11 a.m., nursing assistant
(NA)-F stated she assisted both residents on the morning of 4/4/26 and placed them in the Country
View (CV) TV lounge prior to the incident; however, NA-F stated she was not interviewed by
administration as part of the investigation.During an interview on 4/15/26 at 12:43 p.m., the Director
of Nursing (DON) and Administrator stated they were responsible for managing the investigation;
however, no documentation was provided to demonstrate that a comprehensive investigation,
(continued on next page)
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including interviews with all relevant staff and residents, was completed.Facility policy, Vulnerable
Adult-Abuse Protection Plan, reviewed 10/2024, identified the facility will immediately initiate an
internal investigation of all alleged violations involving abuse. The policy identified the investigation
will include, but is not limited to, interviews with staff, residents, and witnesses; collection of written
statements; care observations; environmental review; and medical record review. The policy further
identified the facility is responsible to ensure a thorough investigation is completed and results are
reported.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to maintain a complete and accurate medical record for
1 of 1 resident (R2) when staff did not consistently document episodes of sexually inappropriate
comments toward staff, resulting in gaps in behavioral tracking and an inability to accurately evaluate
the frequency and severity of R2's behaviors, reviewed for abuse.Findings include:R2's face sheet,
printed 4/16/26, identified that R2 had diagnoses of dementia and unspecified mood disorder.R2's
quarterly MDS, dated [DATE], identified that R2 had severe cognitive impairment and was
independent with wheelchair mobility.R2's behavior care plan focus, revised 4/7/26, identified R2 had
behavioral instances of inappropriately sexual touching toward another resident on 9/17/23 and
4/4/26 in the Country View (CV) common area. R2 was identified as being at risk for alteration in
behavior due to a diagnosis of dementia and was unable to recall the incidents. The care plan further
identified R2 occasionally made inappropriate comments to female staff that were usually easily
redirected. R2 had previously been on Paxil with a successful gradual dose reduction (GDR) and
discontinuation. Interventions included not placing R2 in close proximity to female residents.R2's plan
of care (POC) behavior monitoring and interventions were reviewed from 3/18/26 to 4/16/26 and
identified that on 4/15/26 R2 was grabbing others; however, no corroborating documentation was
identified in the medical record to support or further describe this behavior.During an interview on
4/14/26 at 1:14 p.m., nursing assistant (NA)-A stated it was her first day working on RV unit with R2.
NA-A stated while she was getting R2 ready in the morning, R2 asked if he could lick my belly while
he was on the toilet, and she redirected him, stating it was not appropriate.During an observation on
4/14/26 at 2:04 p.m., R2 was seated in the Country View (CV) TV lounge when he responded to staff
offering to assist him to bed by stating, With you?During an interview on 4/15/26 at 7:08 a.m.,
licensed practical nurse (LPN)-B stated she received report from the night shift that R2 had been up
approximately every hour since 12:30 a.m. using the bathroom and had been real grabby with staff
while being toileted.Review of R2's medical record did not identify documentation of the above
sexually inappropriate behaviors.During an interview on 4/16/26 at 11:07 a.m., the Director of Nursing
(DON) stated when R2 exhibited inappropriate behaviors, staff were expected to document these in
behavior notes to allow tracking and evaluation of the effectiveness of interventions.Facility policy,
Mood and Behavioral Health, reviewed 1/22/2025, identified the facility must provide behavioral
health care and services to meet residents' psychosocial and behavioral needs based on
comprehensive assessment and interdisciplinary team (IDT) care planning. The policy identified
behavioral symptoms may be potentially harmful to the resident or others and must be assessed, care
planned, implemented, and evaluated through the Resident Assessment Instrument (RAI) process. The
policy further identified the IDT is responsible to assess mood and behavioral symptoms, develop
individualized interventions, and review behaviors and effectiveness of interventions on admission,
quarterly, annually, and with significant change, to ensure residents' needs are met and risks are
addressed.Facility policy, Retention and Destruction Policy, dated 10/2024, identified medical records
must be retained in accordance with state and federal requirements and must be maintained in a
manner that ensures they are available for audits, legal review, and quality assessment during the
retention period. The policy further identified active medical records are maintained in the electronic
health record (EHR) and must be accessible to authorized staff for ongoing care and documentation of
resident services. The policy also identified resident medical records must be complete and
maintained in a manner that supports continuity of care and accurate review of resident condition and
services provided.
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