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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, and record review the facility failed to protect 1 of 2 residents (R1), who did not have the capacity 
to consent from inappropriate touching from an assisted living resident (AL-R) who was visiting. This resulted 
in an immediate jeopardy (IJ) when R1 was inappropriately touched repeatedly over the course of 
approximately 38 minutes without intervention by staff. The IJ began on 11/21/25, when staff members 
suspected AL-R of inappropriate touching and did not remove and/or intervene to stop the touching which 
resulted in AL-R repeatedly inappropriately touching of R1's thighs and in-between her legs by AL-R. The 
Administrator, director of nursing (DON), resident service coordinator, and regional director of operations (via 
phone) were notified of the past non-compliance (PNC) IJ on 12/5/25 at 1:50 p.m. The facility immediately 
implemented and began corrective action on 11/22/25, with ongoing education and the deficient practice was 
corrected, 11/22/25 prior to the start of the survey and was therefore issued as a PNC IJ. Findings include 
R1's face sheet dated 12/4/25, identified diagnoses of Parkinson's with dyskinesia (involuntary erratic 
movements), and dementia (affects cognitive ability including language and problem solving). R1's significant 
change Minimum Data Set (MDS) dated [DATE], indicated R1 had severe cognitive impairment and 
never/rarely made decisions, sometimes had the ability to understand others and make needs known, used a 
wheelchair and was dependent on staff to move locations, dependent on staff for dressing, incontinent of 
bowel, bladder, required hygiene assistance with toileting, and assistance with eating. R1's care plan dated 
7/10/25, identified R1 was a vulnerable adult and at risk for decreased cognitive and physical abilities with a 
goal to remain free from abuse or neglect. Corresponding interventions included (but not limited to) directed 
staff to follow vulnerable adult and abuse reporting policy. The care plan also included a risk for alteration in 
cognition related to adjustment of placement with interventions that included allow R1 time to communicate 
his/her needs/wants, document changes in orientation, provide and maintain consistent environment, provide 
cues, reorientation, supervision as needed. The communication care pan informed staff R1 was very soft 
spoken with interventions that directed staff to face R1 when speaking and allow time to answer. The care 
plan also informed staff R1 required total assist with locomotion in Broda (specialized wheelchair for 
improved comfort and mobility) wheelchair, did not walk, assist of two staff with mechanical stand and step 
by step cues. Police incident report indicated the administrator reported an allegation of criminal sexual 
conduct on 11/22/25 at 8:28 a.m. for an incident that had occurred on 11/21/25 between alleged perpetrator 
(assisted living resident (AL-R)) and R1. The report identified the officer arrived at the facility on 11/22/25 at 
8:58 a.m. and met with administrator and regional director of operations in which the following information 
was discussed/disclosed; R1 was not alert, orientated, and incapable of decision making. AL-R was believed 
to have slight mental/cognitive decline but still capable of decision-making. The administrator stated on 
11/21/25 at 5:50 p.m., AP entered the facility and placed himself to the right of R1 who was positioned in 
front of the television. Between 5:57 p.m. and 6:38 p.m., facility surveillance system showed AP lifted up 
R1's skirt and made skin to skin contact to the area of R1's leg with his hand. At different points during this 
time period, AP removed his hand when he became aware of the presence of facility staff and would scan 
the area to see if staff were present, then return to placing his hand to the area of R1's leg. Exactly what 
other parts of R1's anatomy were touched by AP could not be determined. At 6:37 p.m., a facility staff 
member went to speak to R1 for unknown reasons. Following the staff members departure, AP resumed 
groping of R1. At 6:44 p.m., AP left the common area. Administrator noted AP had a reputation for making 
lewd comments to facility staff but no other issues since his arrival at facility in 2015. The administrator had 
informed law enforcement to ensure the safety of all residents, facility protocol was put in place wherein a 
qualified staff member would monitor AP at all times until 11/24/25, at which time the staff would reassess 
the situation and determine further steps, AP was banned from facility, and family notified of situation. The 
report also identified on 11/26/25, police officer returned to facility and met with Administrator. Video footage 
reviewed with Administrator and identified AP sitting next to R1. During the video: -AP would occasionally 
scan the surrounding. -AP would position his left hand on R1's arm rest and R1's right leg over her skirt. -AP 
would then lift up R1's skirt and start touching her right leg. -AP would then stop touching R1's leg and bring 
her skirt back down to cover her legs. -AP would then lift R1's skirt back up and touch her leg again. -AP 
would then reach higher on R1's leg touching her in the vaginal area. -AP would immediately move his hand 
away from R1's vaginal area when another resident was passing them. -As soon as the resident passed, AP 
began touching R1's vaginal area. -While AP was touching R1's vaginal area, AP would constantly look 
around. Clips of video surveillance recordings of the incident were provided on 12/4/25 and reviewed. The 
recorded footage was consistent with law enforcements report. Administrator explained the entire recordings 
was not available because the video system deleted after seven days. R1's progress note dated 11/22/25 at 
10:54 a.m., identified call placed to hospice and medical doctor to update on status of R1. At 11:27 a.m., 
social service director (SS)-D met with R1 and watched the birds. R1 appeared calm and at baseline with no 
anxiety or distress noted. R1's weekly skin inspection dated 11/22/25, identified R1 had no skin issues. R1's 
physician rounding note dated 11/25/25, identified R1 was seen following an incident on where another 
resident (AL-R) from the Assisted Living facility was at the facility and observed on camera footage reaching 
into R1's pubic area and touching her. The incident was unwitnessed by staff but captured on camera 
footage. The alleged perpetrator admitted to the act when questioned by police. R1 did not appear distressed 
during the incident. R1 is unable to participate in a trauma assessment due to her current inability to answer 
questions. Staff are monitoring for behavioral changes or signs of distress. The facility investigation dated 
11/25/25, identified staff observed AL-R acting unusually, watching staff closely and remaining near a 
resident he is not typically around. Staff also noted R1's skirt appeared bunched up on more than one 
occasion, which was concerning as she is unable to adjust her knee-length skirt independently due to her 
weakness. Staff did not witness any specific incident, as reflected in their statements, but discussed the 
situation felt abnormal. RN informed of these concerns. Administrator initiated an investigation and was able 
to substantiate that unwanted physical contact had occurred. AL-R admitted during an interview to engaging 
in unwanted physical contact with R1. During an observation on 12/3/25 at 3:52 p.m., R1 was in a Broda 
wheelchair, with family member (FM)-A sitting beside her, looking at the bird aviary. During an observation 
on 12/4/25 at 10:31 a.m., R1 was at an activity, she was wearing a skirt. At 2:46 p.m., FM-A sat next to R1 in 
front of the bird aviary, family member (FM)-A had a cellphone and was sharing the screen between them 
with a video and music playing. During an interview on 12/4/25 at 2:50 p.m., FM-A stated R1 wears a skirt 
because of their religious beliefs and specifically from a passage from Deuteronomy 22:5 where it stated that 
a woman should not wear men's clothing. R1 was a very chaste and pure woman. Even in her younger years 
if someone asked her to have intercourse, she would have said no. R1 would have kicked the guy in the 
mouth or hollered or done something. FM-A did not think R1 even realized what was happening when it was 
going on. FM-A wondered if the incident was recorded on tape for 40 minutes, why was no one at the facility 
more eyes open on it? During a phone interview on 12/4/25 at 10:47 a.m., trained medication assistant 
(TMA)-A stated she was not sure how often AL-R came to facility, but he would act normal when he came 
over to sit and watch television with all the residents. AL-R did not normally sit by R1. TMA-A stated on 
11/21/25, the whole living room was full watching television, and staff needed to have an eye kept on them. 
During a follow-up phone interview on 12/4/25 at 2:11 p.m., TMA-A reiterated that someone needed to be 
watching the residents, and they should not be left alone. TMA-A told nursing assistant (NA)-A to keep an 
eye on R1 and AL-R because they were sitting there, and she had never seen AL-R talk to R1. TMA-A was 
unsure if R1 could make her own decisions and if it was her involved in the situation, where AL-R put his 
hand on her thigh, she would not like it all. TMA-A ended the call with what does it matter what I think?, I saw 
nothing, I know nothing. During a phone interview on 12/4/25 at 11:36 a.m., NA-A stated AL-R came to the 
facility daily. On 11/21/25, TMA-A asked NA-A to sit and watch AL-R because she thought she noticed AP 
touching R1. NA-A then went to the common area where R1 an AL-R were sitting and found R1's skirt pulled 
up above her knees, so she pulled it down. NA-A then went back to nurses' station, every few seconds she 
would look up from her work to see R1's skirt up above her knees again and AL-R's hand would move away 
from R1, however, she never saw AL-R move R1's skirt up or touch her. NA-A explained when she wasn't 
looking, she felt like AL-R was watching her. At no point did NA-A move AL-R away from R1 or tell him to 
leave R1 alone because she did not know how to handle a situation like that. NA-A told TMA-A that what 
[TMA-A] thought happened, did happen, and they told RN-A. After the incident, NA-A asked family member 
(FM)-A if R1 ever wore pants. FM-A told NA-A no, it was a religious belief; women always wore skirts and 
men always wore pants or suits. During a follow-up interview on 12/4/25 at 1:43 p.m., nursing assistant 
(NA)-A further explained when she thought AL-R was watching her, she thought but was unsure if AL-R was 
watching her to see if she was watching him, however him watching was what caught her attention and 
made her feel uneasy. NA-A had to walk over to R1 three times because she had noticed R1's skirt up. The 
most she saw was AL-R's hand on the handle of R1's wheelchair. AL-R left about five minutes after NA-A 
pulled her skirt down for the third time. NA-A was irritated that the situation went on for 45 minutes. NA-A 
was not sure if AL-R was pulling up R1's skirt but indicated she suspected he was moving R1's skirt up 
because of how he was looking around. NA-A reiterated she did not know what to do or how to handle the 
situation and was fearful of AL-R's reaction if she moved R1 away from him. R1 would not be able to say no 
or get away in a situation like what happened; she is unable to get her hands to the wheels of her wheelchair 
and staff must move her.�� During an interview on 12/3/25 at 3:41 p.m., registered nurse (RN)-A stated 
AL-R comes to facility, walks the corridors, and will sit in the common television area and have conversations 
with staff and residents and leave. RN-A did not witness the incident on 11/21/25 but overheard NA-A and 
TMA-A talking about it around 11:00 p.m. on 11/21/25, when they were finished with their shift. RN-A was 
unsure why he did not notify Administrator or director of nursing (DON) immediately. On 11/22/25 at 6:00 a.m.
, RN-A returned for a shift at facility and remembered the incident from the evening prior, so she notified the 
Administrator and DON. R1 was a very quiet resident; RN-A never thought R1 would be able to have a 
conversation with AL-R because she did not have capacity to engage or start a conversation with anyone. 
R1 would sometimes have appropriate answers to questions but sometimes would give off the wall 
responses. RN-A was provided education which included the two-hour timeframe for reporting suspected 
abuse. During a phone interview on 12/4/25 at 9:27 a.m., AL-R stated he was at facility to visit a female 
resident that used to live by him. R1 was sitting out in the area and stated her leg hurt. AL-R called to staff, 
and they did not listen, so AL-R went to R1 and rubbed her leg. AL-R stated he was just trying to be kind. 
During an interview on 12/4/25 at 11:02 a.m., regional nurse consultant (RNC)-A stated R1 did not have a 
mood/behavior, or psychological assessment after the incident because R1 was severely cognitively 
impaired and would not be able to have the back-and-forth discussion or answer questions appropriately. 
During an interview on 12/5/25 at 11:33 a.m., social worker (SW)-A stated she came to the facility on [DATE] 
and sat with R1 by the bird aviary. R1 did not appear or act any different than she would on any other day, 
conversation veered away from topic. SW-A was at facility until 5:00 p.m. and would occasionally check on 
R1 during that time. SW-A interviewed residents and included education on who they should report to if they 
have any concerns. SW-A did not discuss what staff should have done in the situation. During an interview 
on 12/5/25 at 9:26 a.m., DON, clinical manager (CM)-A, and licensed practical nurse (LPN)-B were present. 
When they became aware of the incident on 11/22/25, a skin check was completed on R1, staff checked all 
residents to ensure they felt safe at the facility, AL-R had not had unwanted contact with them and 
immediately began staff education on abuse and neglect. It was the expectation staff would ensure the 
safety of the resident immediately by removing them from the situation and immediately report. During an 
interview on 12/5/25 at 9:04 a.m., Administrator stated she found out about the incident on 11/22/25 at 7:34 a.
m. Administrator immediately banned AL-R from the facility and put AL-R on 1:1 supervision at his adjoining 
facility. Administrator initiated education on abuse and abuse prevention with staff that included a verbal 
quiz. Administrator conducts quarterly drills with staff, in which a resident participated to time how long an 
accusation of abuse would take to reach her. During an interview on 12/5/25 at 11:27 a.m., Administrator, 
resident service coordinator (RSC)-A, and director of nursing (DON) were interviewed together. DON, and 
RSC-A did not watch the video of the incident, and Administrator stated she watched the video twice, 
including once with the police officer. Administrator and DON stated NA-A was a reliable witness and cares 
for all the residents. Administrator indicated AL-R historically made lewd comments to staff a lot but 
comments were nothing crazy, comments that you hear typically in a nursing home, like dirty jokes. None of 
them had heard him make comments in front of residents. The facility Abuse Prohibition/Vulnerable Adult 
policy dated 11/2025, identified the purpose was to protect residents against abuse by anyone, including, but 
not limited to, facility staff, other residents, consultants or volunteers, staff of other agencies serving the 
individual, family members or legal guardians, friends or other individuals, or self-abuse. To promptly report, 
document and investigate all incidents of alleged or suspected abuse/neglect, to identify and remedy any 
potentially abusive situations.instances of abuse, irrespective of any mental or physical condition. It includes 
verbal, sexual, physical and mental abuse. The PNC IJ that began on 11/21/25, was removed on 11/22/25, 
when it was verified, the facility implemented the following: Education began on 11/22/25 and was completed 
on 12/3/25, for all staff and covered the topics of: -definitions and types of abuse -staff responsibilities for 
prevention and reporting -mandatory reporting timelines and procedures -internal facility reporting process 
-resident rights and protections -zero-tolerance policy and disciplinary actions -AP banned from facility 
11/22/25 -assessment of R1 for injury and mental anguish as able
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