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F 0600

Level of Harm - Actual harm

Residents Affected - Few

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 staff 
interview, observation of video camera footage, record review, and facility policy review, the facility failed to 
ensure a resident's right to be free from sexual abuse by another resident for one (1) of four (4) residents 
sampled. (Resident #1) Specifically, the facility failed to prevent Resident #2, a cognitively intact resident 
with mental health diagnoses, from engaging in non-consensual sexual contact with Resident #1, a severely 
cognitively impaired resident, in a supervised common area of the facility. This failure resulted in actual harm 
to Resident #1, as she experienced inappropriate sexual contact without the ability to consent, resist, or 
report the incident.

Findings include:

Record review of facility policy titled, Abuse, Neglect, and Exploitation, dated 11/2017, revealed, It is the 
policy of this facility to provide protections for the health, welfare and rights of each resident by developing 
and implementing written policies and procedures that prohibit and prevent abuse, neglect, exploitation and 
misappropriation of resident property. Abuse means the willful infliction of injury, unreasonable confinement, 
intimidation, or punishment with resulting physical harm, pain, or mental anguish. Sexual abuse is 
non-consensual sexual contact of any type with a resident.

During an interview on 6/16/25 at 10:40 AM, the Administrator stated an incident occurred on 6/6/25 around 
6:15 PM where Resident #2 was discovered by a visitor with his hand underneath Resident #1's blanket in 
the common area of the facility. The visitor immediately reported it to Certified Nursing Assistant (CNA) #1 
and as she approached the residents, Resident #2 stopped what he was doing and wheeled himself back to 
his room. CNA #1 immediately reported this to Licensed Practical Nurse (LPN) #1, and when they went to 
check on Resident #2 he had returned and was attempting to raise her blanket again and LPN #2 stopped 
him and he returned to his room again. Resident #2 was immediately placed on 1:1 observation and an 
investigation began. She revealed that when this incident first occurred, the staff were unaware of the full 
extent of what was being done due to the positioning of the residents, the staff, the wheelchairs, and the wall, 
but the camera's position allowed the full extent of the incident to be seen with an unobstructed view. When 
the video footage was viewed, the Administrator acknowledged that the extent of the touching was realized, 
and she noted how disturbing it was. She stated during the video review you could see that Resident #1 was 
sitting in the rotunda area and Resident #2 approached in his wheelchair and sat next to her. During the first 
part of their interaction, it appeared that they were talking to each other, then Resident #2 raised the blanket 
and rubbed the back of the resident's right thigh and then moved his hand up to her private area. She was 
notified at that time and Resident #2 was placed on one-on-one observation and a consult for behavioral 
health was obtained and he was transferred out later that evening. 

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

Observation of incident on the facility's video on 6/16/25 at 11:00 AM, the video revealed Resident #1 in her 
geriatric-type chair in the rotunda which was a common area in the facility. She appeared to be alert and 
moving her arms to her face and back to her lap and moving her legs slightly. Resident #2 was in his 
wheelchair and rolled up to her left side at 6:15 PM. Resident #2 appeared to be speaking to Resident #1. 
Being in the geriatric chair, Resident #1 had her left leg extended and her right leg positioned where her 
knee was raised with her foot resting flat on the reclining part of the chair. At 6:17 PM, Resident #2 lifted 
Resident #1's blanket, at 6:18 PM, Resident #2 uses his left hand and rubs the back of her lower thigh and 
moved his hand up towards her genital area on the back side of her thigh. He switched to his right hand and 
began a repetitive movement with his hand at Resident 1's vaginal area. Video footage revealed that this 
interaction continued for almost three (3) minutes until CNA #1 intervened at 6:21 PM. From the view of the 
approaching CNA, it would have been difficult to see what was occurring since she was approaching from 
behind Resident #2 and next to a wall. The camera view was straight towards the residents so the view and 
ability to see what occurred was not obstructed and when CNA #1 approached, Resident #2 left the area. 

During an interview on 6/16/25 at 4:20 PM, the Administrator acknowledged each resident had the right to be 
free from abuse and she confirmed the facility failed to ensure a resident was free from sexual abuse by 
another resident.

Record review revealed that Resident #2 was placed on 1:1 observation and was sent out to a geri-psych 
facility later that night and remains there at the present time.

Record review of Resident #1's admission Record revealed she was admitted to the facility on [DATE] with 
diagnoses that included Alzheimer's Disease, Dementia, and Anxiety Disorder.

Record review of Resident #1's quarterly Minimum Data Set (MDS) Section C dated 5/6/25 revealed 
Resident #1 was rarely/never understood and a Brief Interview for Mental Status (BIMS) was not able to be 
obtained, which indicated the resident had severe cognitive impairment. 

Record review of Resident #2's admission Record revealed resident was admitted to the facility on [DATE] 
with diagnosis that included Bipolar Disorder and Schizophrenia.

Record review of MDS Section C dated 4/22/25 revealed a BIMS score of 13 which indicated the resident 
was intact cognitively.
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