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Based on observation, interview and record review, the facility failed to ensure four residents (Resident #7, 
Resident #2, Resident #5 and Resident #10), in a review of eleven sampled residents, were free from sexual 
abuse. Resident #11 demonstrated a pattern of sexual behaviors with residents without the capacity to 
consent to sexual activity. Staff found Resident #11 in Resident #7's room with his/her hands down Resident 
#7's pants and in the resident's perineal area, Resident #11 touched and rubbed Resident #2's breasts, 
kissed Resident #5 on the mouth twice, and grabbed Resident #10 by his/her hands, pulled the resident to 
him/her and groped his/her breast. The facility census was 70. Review of the undated facility policy, Abuse 
Prevention Program, showed the following:-Policy Statement: Residents have the right to be free from 
abuse. This includes, but is not limited to, freedom from sexual abuse;-Policy Interpretation and 
Implementation: As part of the resident abuse prevention, the administration will:-Protect residents from 
abuse by anyone including, but not necessarily limited to other residents;-Develop and implement policies 
and procedures to aid our facility in preventing abuse;-Require staff training/orientation programs that include 
such topics as abuse prevention, identification and reporting of abuse, and handling verbally or physically 
aggressive resident behavior;-Identify and assess all possible incidents of abuse. Review of the facility 
policy, Abuse and Neglect, Clinical Protocol, revised November 2024, showed the following:-Instances of 
abuse of all residents, irrespective of any mental or physical condition, cause physical harm, pain or mental 
anguish;-Sexual Abuse was defined as non-consensual sexual contact of any type with a resident;-Willful 
was defined and as used in the definition of abuse means the individual must have acted deliberately, not 
that the individual must have intended to inflict injury or harm. Review of the undated facility policy, Capacity 
to Consent, showed the following:-Purpose: To ensure residents are evaluated for the capacity to consent; 
-The residents have the right to, and the facility must promote and facilitate resident self-determination 
through support of resident choice;-Residents have the right to engage in consensual sexual activity; 
however, anytime the facility has reason to suspect that a resident may not have the capacity to consent to 
sexual activity; the facility must ensure the resident is evaluated for capacity to consent;-Residents without 
the capacity to consent sexual activity may not engage in sexual activity;-Policy: If a resident expresses the 
desire to engage in consensual sexual activity, the facility must evaluate the resident for the capacity to 
consent; This can be done by the following:-Physician evaluation;-Completion of the Capacity to Consent 
Assessment Form;-Indications of potentially diminished capacity are:-Diagnosis of Dementia/Alzheimer's or 
other related cognitive impairment; -Documentation in the medical record from a family member or person 
well acquainted with the resident that resident has symptoms of cognitive impairment or dementia;-Other 
psychiatric diagnosis that could impair resident's decision making ability;-Noted confusion, forgetfulness or 
difficulty communicating. 1. Review of Resident #11's undated face sheet showed the following:-admission 
date of 08/18/25;-The resident's family member was his/her personal representative;-Diagnoses included 
dementia (a group of conditions that cause a decline in cognitive abilities, such as memory, thinking 
reasoning, and problem-solving) with agitation (a behavioral symptom characterized by feelings of emotional 
distress, restlessness, and difficulty staying calm, which can manifest as verbal or physical aggression) and 
mood disturbance, major depressive disorder (MDD) with psychotic symptoms (a severe form of depression 
characterized by the presence of psychotic symptoms such as delusions and hallucinations, in addition to the 
classic symptoms of depression) and manic episodes (a period of abnormally elevated mood, energy, and 
activity levels that lasts for at least one week). Review of the resident's admission Minimum Data Set (MDS), 
a federally mandated assessment instrument completed by facility staff, dated10/26/25, showed the 
following: -Significantly impaired cognition;-No documentation the resident exhibited any physical behavior 
directed toward others (e.g. sexual behaviors;-Used a wheelchair for mobility. Review of the resident's care 
plan, revised on 09/04/25, showed the following:-He/She can be overly friendly and affectionate to staff 
and/or residents of the opposite sex;-He/She was able to change position in bed by self; may require 
supervision to moderate assist to get to the edge for transfer;-He/She required supervision to moderate 
assistance by one staff for transfers as requested and as necessary; up to wheelchair; -His/Her family 
reports that he/she was a very loving person with a history of behaviors of trying to kiss other residents/staff; 
he/she loved to blow kisses, hold hands and sweet talk; the resident reported his/her favorite hobby is 
chasing the opposite sex; -He/She has a history of wandering in/out of other residents' rooms;-Staff to 
provide reminders to keep his/her hands to himself/herself if he/she attempted to kiss them;-If reasonable, 
discuss any of his/her behaviors; explain/reinforce why behavior was inappropriate and/or unacceptable; 
-Intervene as necessary to protect the rights and safety of others; Approach/Speak in a calm manner; divert 
attention; remove from situation and take to alternate location as needed;-Psych consult as needed 
(PRN);-Cue, reorient, and supervise as needed;-Monitor/record/report to the Medical Director (MD), as 
needed (prn) risk for harming others. Review of the resident's progress notes, dated 09/13/25 at 8:53 A.M., 
showed Registered Nurse (RN) B documented the following:-While in the dining room, staff saw the resident 
put his/her hand up another resident's shirt;-The resident then put his/her hand between the other resident's 
legs;-The residents were separated to eat breakfast;-Family notified. During an interview on 11/17/25 at 1:46 
P.M., RN B said the following:-He/She did not normally work the floor, so he/she was not very familiar with 
the residents;-He/She was made aware during a care plan meeting that Resident #11 was very friendly with 
residents of the opposite sex;-He/She could not recall who the resident was that he/she wrote the note about 
on 09/13/25;-He/She did not actually see the incident; it was reported to him/her by an aide, and he/she 
could not recall who the aide was that reported the incident to him/her;-He/She charted the behavioral note 
and made the Director of Nursing (DON) (who was also working in the building) aware of the incident. 
Review of the resident's electronic health record showed the following:-Physician order (verbal) for psych 
evaluation and treatment ordered on 09/15/25;-Psych consult as needed (PRN) was added as a Care Plan 
intervention on 09/16/25;-Physician order for sertraline hcl oral tablet (antidepressant medication); give 75 
milligram (mg) by mouth one time a day for major depressive disorder (MDD)/anxiety; Start date 09/18/25. 
Review of the resident's progress notes, dated 09/24/25 at 11:30 A.M., showed LPN C documented the 
following:-The resident wheeled over to another resident saying Hi, touched the other resident's hand, then 
reached over and was rubbing the resident's chest;-Staff removed the other resident and redirected this 
resident. During an interview on 11/05/25 at 12:15 P.M. and 11/20/25 at 3:09 P.M., LPN C said the 
following:-The incident on 09/24/25 involved Resident #2-Resident #11 wheeled up to Resident #2 and was 
rubbing Resident #2's breasts. 2. Review of Resident #2's undated face sheet showed the following:-The 
resident's family member was his/her personal representative;-Diagnoses included Alzheimer's disease and 
generalized anxiety disorder (GAD) (a chronic mental health condition characterized by excessive, 
persistent, and uncontrollable worry about everyday matters, which interferes with daily life.) Review of the 
resident's care plan, updated 03/27/24, showed the following:-He/She had impaired judgement/decision 
making abilities;-He/She had short term memory/recall deficits related to Alzheimer's. During an interview on 
11/19/25 at 4:26 P.M., the resident's representative said the following:-The resident would not like another 
resident trying to touch, kiss, or hug him/her; he/she would find that behavior to be very 
inappropriate;-He/She could not recall signing anything or discussing anything regarding capacity to consent 
to sexual contact, nor would the resident be able to consent;-He/She has not been contacted regarding any 
incident with any other residents. Review of the resident's electronic health record showed no documentation 
of capacity to consent to sexual contact. 3. Review of Resident #11's Care Plan, revised 09/24/25, showed 
the following:-He/She had an unwitnessed fall on 09/21/25;-Ensure he/she is wearing proper footwear;-No 
new interventions regarding behaviors. Review of Resident #11's progress notes dated 09/25/25 at 12:58 P.
M. showed the psych Nurse Practitioner (NP) was notified/contacted. Review of the resident's September 
2025 Medication Administration Record (MAR) showed a new order for risperidone oral tablet (antipsychotic 
medication) 0.5 mg; give one tablet by mouth two times a day for behaviors; start date 09/25/25. Review of 
the resident's electronic health record showed no documentation staff implemented any new interventions to 
protect residents and prevent future sexual abuse following the incident on 9/24/25. Review of the resident's 
progress notes, dated 09/26/25 at 10:32 A.M., showed LPN C documented the following:-The CMT was 
approaching Resident #11 as he/she wheeled up to another resident (Resident #5) and kissed this resident 
on the lips twice;-Staff removed Resident #11 from the common area and took the resident to his/her 
room;-Social worker made aware. During an interview on 11/05/25 at 12:15 P.M., LPN C said the incident on 
09/26/25 involved Resident #5. 4. Review of Resident #5's undated face sheet showed the following:-The 
resident's family member was his/her personal representative;-Diagnoses included Alzheimer's disease and 
major depressive disorder with psychotic symptoms. Review of Resident #5's care plan, updated 02/28/24, 
showed he/she had short term memory/recall and decision making deficits. During an interview on 11/18/25 
at 1:02 P.M. and 11/20/25 at 8:12 A.M., the resident's representative said the following:-The resident would 
not like it if another resident would try to touch, kiss, or hold his/her hand;-He/She did not recall discussing or 
signing anything for capacity to consent to sexual activity. 5. Review of the Resident #11's electronic health 
record showed no documentation of any new interventions to protect residents and prevent future abuse 
from occurring after the incident on 9/26/25. Review of the resident's progress notes, dated 09/26/25 at 9:30 
P.M., showed LPN A documented the following:-The resident was constantly coming out of his/her room 
seeking residents of the opposite sex;-Staff had to constantly remove the resident from multiple residents' 
rooms of the opposite sex. Review of the resident's October 2025 physician orders showed a new order for 
Depakote Sprinkles Oral Capsule Delayed release sprinkle; 125 mg.; Give 125 mg by mouth three times a 
day for behavior; Start date 10/04/25. Review of the resident's progress notes, dated 10/10/25 at 5:00 P.M., 
showed LPN A documented the following:-The resident had to be pulled off a resident of the opposite 
sex;-He/She was trying to kiss and hug the other resident. During an interview on 11/17/25 at 9:28 A.M., LPN 
A said that he/she could not recall who the residents were that he/she mentioned being involved with 
Resident #11 in his/her nursing progress notes 10/10/25. Review of the resident's electronic health record 
showed no documentation after the incident on 10/10/25 of any new interventions implemented to protect the 
residents and prevent future abuse from occurring. Review of the resident's progress notes, dated 10/17/25 
at 6:00 P.M., showed LPN A documented Resident #11 stopped a resident as he/she was walking down the 
hall, grabbed this resident's hand, pulled the resident down to him/her and groped the resident's right breast. 
During an interview on 11/17/25 at 9:28 A.M., LPN A said the incident on 10/17/25 involved Resident # 11 
and Resident #10. 6. Review of Resident #10's undated face sheet showed the following:-The resident's 
family member was his/her personal representative;-Diagnoses included Alzheimer's disease, dementia, 
major depressive disorder and anxiety disorder. Review of the resident's care plan, updated 05/22/24, 
showed he/she was dependent on staff for meeting intellectual needs related to cognitive deficits. During an 
interview on 11/19/25 at 9:31 A.M. and 11/20/25 at 8:31 A.M., the resident's representative said the 
following:-The resident would not want another resident touching his/her breast and would find that to be 
very aggressive;-The facility never discussed or had him/her sign for capacity to consent for any sexual 
activity. Review of the resident's electronic health record showed no documentation of capacity to consent to 
sexual contact. 7. Review of the Resident #11's electronic health record showed no documentation staff 
implemented any new interventions to protect the residents and prevent future abuse from occurring after the 
incident on 10/17/25. Review of the resident's Psychiatric Evaluation, dated 10/20/25, showed the following: 
-Chief complaint included still having inappropriate interactions with opposite sex residents, needs frequent 
redirection;-Content of thought: Hypersexual;-Memory: Alert, oriented to person, situation;-Insight and 
Judgement: Poor insight, poor judgement, poor decision-making skills, denial;-Assessment/Plan: mildly 
improved sexual behaviors/mania, increase Depakote Sprinkles to 250 mg twice a day, hold risperidone for 
now for family refusal continue psychosocial supportive care, discussed coping strategies and 
non-pharmacological interventions including deep breathing exercises and encouraged participating in 
activities. Review of the resident's physician order sheet, dated 10/21/25, showed Depakote Sprinkles oral 
capsule delayed release sprinkle 125 mg: Give two capsules by mouth two times a day for agitation. 8. 
Review of Resident #7's undated face sheet showed the following:-The resident's family member was his/her 
personal representative;-Diagnoses included dementia with Lewy bodies (a progressive brain disorder 
characterized by a decline in thinking, reasoning, and independent function, with early and recurring 
symptoms including fluctuations in alertness, visual hallucinations, and movement problems like slowness 
and tremors) and major depressive disorder. Review of the resident's care plan, updated 03/10/25, showed 
he/she was dependent on staff for meeting intellectual needs related to deficits. Review of the resident's 
progress notes, dated 11/01/25 at 11:20 A.M., showed the Assistant Director of Nursing (ADON) 
documented the following:-The resident was brought to the nurse's station by CMT/Certified Nurse Assistant 
(CNA) who said that another resident was in his/her room with his/her hands down the resident's 
pants;-Reported to the DON and Administration (ADMIN);-Both residents on one on one supervision until 
further guidance. Review of the resident's care plan, updated 11/01/25, showed the following:-He/She may 
suffer from a history of trauma; on 11/01/25, a resident of the opposite sex put his/her hands down his/her 
pants in his/her room;-His/Her dignity autonomy will be maintained;-His/Her comfort will be maintained. 
During an interview on 11/05/25 at 3:40 P.M. and 11/20/25 at 8:23 A.M., the resident's representative said 
the following:-He/She did not recall discussing or signing anything regarding capacity to consent for any 
sexual activity;-He/She was made aware of the incident by a call from the facility;-He/She usually visited the 
resident every other day;-He/She spent a couple of hours with the resident yesterday;-If the resident was in 
his/her right state of mind, that incident would have made the resident feel violated and awful. 9. Review of 
the facility investigation, dated 11/01/25 at 12:24 P.M., showed the ADMIN documented the following:-She 
had a missed call from the DON at 12:14 P.M. and returned the call;-The DON reported that the CMT had 
gone to Resident # 7's room to bring him/her lunch and found Resident #11 in his/her room with his/her 
hands down Resident #7's pants;-The ADON joined the conversation and shared that Resident #11 had 
been disengaged from Resident #7, and Resident #7 had been brought to her for an assessment. 10. 
Review of the written statement, dated 11/01/25, showed CMT D documented the following:-While entering 
Resident #7's room to take him/her to the dining room for lunch, he/she found Resident #11 in the room with 
his/her right hand down Resident #7's pants;-He/She immediately separated the residents;-He/She took 
Resident #7 to the ADON and explained the situation;-He/She then returned to Resident #11 to attend to 
him/her. During an interview on 11/05/25 at 3:03 P.M., CMT D said the following:-He/She went to get 
Resident #7 for lunch and Resident #11 was in his/her wheelchair sitting next to Resident #7's Broda chair (a 
specialized wheelchair to provide comfort, support, and safety for individuals with limited mobility) with 
his/her hand in Resident #7's brief touching the resident's genitalia;-He/She would consider Resident #11's 
behavior toward Resident #7 sexual abuse. 11. During an interview on 11/17/25 at 9:28 A.M., LPN A said the 
following:-The incidents that occurred where Resident #11 kissed, touched or made inappropriate contact 
occurred on day shift; -He/She would consider grabbing, groping, and/or kissing sexual assault; -He/She 
watched the resident like a hawk, so he/she never had to report anything. During an interview on 11/05/25 at 
2:35 P.M. and 11/21/25 at 1:13 P.M., the Social Services Director (SSD) said the following:-She was aware 
that Resident #11 had sexual behaviors upon admission; -If a resident would say No and not consent to 
those type of sexual behaviors, she would consider that sexual abuse;-For interventions, staff would make 
sure that Resident #11 made it back to his/her room and would redirect his/her behaviors;-There weren't 
many incidents that were reported to her; they were a long time ago;-She did not consider the incidents 
abuse; she would consider them more memory care behaviors. During an interview on 11/05/25 at 2:45 P.M.
, the ADON said the following:-She was aware of Resident #11's sexual behaviors prior to the incident on 
11/01/25; -She would consider putting a hand up a shirt, going in and seeking the opposite sex in their 
rooms, and/or putting a hand down a resident's pants abuse;-She was unaware of any of the previous 
incidents prior to 11/01/25;-She had not yet done any in-servicing/education on abuse following any of these 
incidents. During an interview on 11/05/25 at 3:20 P.M., the DON said the following: -She started in the role 
of the DON in September and prior to that she was a charge nurse;-She was unaware of Resident #11's 
background;-She was not aware of any of the previous incidents prior to the incident on 11/01/25; -All the 
previous incidents (prior to the incident on 11/01/25), should have been reported to her and/or the 
Administrator;-The incident on 11/01/25 was reported because the ADON was in house at the time of the 
incident;-The last in-service/education on abuse was during their Occupational Safety and Health 
Administration (OSHA) fair in September where they had several different stations set up, one of which was 
on Abuse and reporting abuse;-Every employee gets abuse in-servicing during orientation;-With the incident 
occurring on the memory unit, it's a tough call to say if the incidents would be considered sexual abuse, but if 
the residents did not have dementia, she would consider it sexual abuse;-As soon as the situation occurred 
on 11/01/25, they put Resident #11 on one on one observation until he/she was transferred out;-She would 
expect the staff to follow facility policies. During an interview on 11/05/25 at 5:00 P.M. and 6:30 P.M. and 
11/21/25 at 4:11 P.M., the Administrator said the following:-She knew that Resident #11 was handsy, but 
was not aware of all the incidents prior to the one on 11/01/25, -She was not aware of the incidents that 
occurred on 09/13/25, 09/24/25, 09/26/25 or 10/10/25;-Had she known about the incident on 09/13/25 when 
Resident #11 put his/her hand up another resident's shirt, she would have discharged Resident #11 at that 
time;-She was not aware of Resident #11's hypersexuality on admission;-She would not consider Resident 
#11's actions abuse, she considered it more of a behavior because of the resident's cognitive status. Review 
of an email communication from the administrator to the state agency on 11/20/25 at 8:44 A.M. and 8:55 A.M.
, showed she said the facility had a policy with a questionnaire that they would complete if they had two 
residents who wanted to engage or were attempting on multiple occasions to engage in sexual contact. The 
facility would first contact resident families to make them aware and discuss the next steps. Then, the facility 
would follow their capacity to consent policy, and the questionnaire would be completed by the social worker 
on both residents and would be scanned into the resident's electronic medical record. If both residents were 
deemed to have the capacity to consent, the facility would still call and speak with their power of attorney. If 
one or both residents were deemed incapable of consenting to sexual activity, then families would be 
notified, and interventions would be put into place to avoid those residents from attempting to do this. The 
questionnaire was put into place about five years ago. In the situation with Resident #11 and Resident #7, 
BIMS scores (brief interview for mental status, an assessment of cognition function rated from a 0 to 15, 
where 0 - 7 is severe impairment) were assessed (Resident #11 with a three and Resident #7 unable to 
assess) to determine if they had the capacity to consent and to determine if the assessment needed to be 
initiated. Since neither had the capacity to consent, the assessment form was not initiated, and an immediate 
discharge was determined as the remedy for Resident #11's inappropriate behaviors. The facility has not had 
the occasion to put it into practice because they had not had residents express interest in being sexually 
active. #2658020
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Based on interview and record review, the facility failed to report allegations of sexual abuse to the state 
agency for three residents (Resident #2, Resident #5, and Resident #10), in a review of 11 sampled 
residents when staff witnessed and documented sexual abuse. Resident #11 demonstrated a pattern of 
sexual abuse behaviors with residents without the capacity to consent to sexual activity. Staff witnessed 
Resident #11 rub Resident #2's breasts, kiss Resident #5 on the mouth twice, and grab Resident #10 by 
his/her hands, pull the resident to him/her and grope the resident's breast. Further review showed the facility 
did not report these incidents to the resident representatives for Resident #2, #5 or #10 as facility policy 
directed. The facility census was 70. Review of the undated facility policy, Abuse Prevention Program, 
showed the following:-Report any allegations of abuse within timeframes as required by federal 
requirements;-The Administrator has the overall responsibility for the coordination and implementation of our 
facility's abuse prevention program policies and procedures. Review of the facility policy, Abuse and Neglect, 
Clinical Protocol, revised November 2024, showed the following:-Instances of abuse of all residents, 
irrespective of any mental or physical condition, cause physical harm, pain or mental anguish;-Sexual Abuse 
was defined as non-consensual sexual contact of any type with a resident;-Willful was defined and as used 
in the definition of abuse means the individual must have acted deliberately, not that the individual must have 
intended to inflict injury or harm. Review of the undated facility policy, Freedom from Abuse, Neglect and 
Exploitation - Investigation and Reporting, showed the following:-At the facility, all reports of resident abuse 
shall be promptly reported to local, state, and federal agencies (as defined by current regulations) and 
thoroughly investigated by facility management. Findings of abuse investigations will also be reported;-All 
personnel are to report any signs and symptoms of abuse to their supervisor or to the Director of Nursing 
Services immediately;-If the alleged abuse involves another resident, the accused resident's representative 
and attending physician will be informed of the alleged abuse incident and that there may be restrictions on 
the accused resident's ability to visit other resident rooms unattended;-Should the results indicate that abuse 
occurred, appropriate authorities will be notified;Reporting:-All alleged violations involving abuse will be 
reported by the facility Administrator, or his/her designee, to the following persons or agencies:a. The State 
licensing/certification agency responsible for surveying/licensing the facility;c. The Resident's Representative 
of Record;-Suspected abuse will be reported within two hours;-Alleged abuse will be reported within two 
hours if the alleged events have resulted in serious bodily injury; a. If events that cause the allegation do not 
involve abuse or not resulted in serious bodily injury, the report must be made within twenty-four 
hours;-Verbal/written notices to agencies may be submitted via special carrier, fax, e-mail, or by 
telephone;-Notices will include, as appropriate: a. The name of the resident; b. The number of the room in 
which the resident resides;c. The type of abuse that was committed (i.e., verbal, physical, sexual, neglect, 
etc.);d. The date and time the alleged incident occurred;e. The name(s) of all persons involved in the alleged 
incident; and f. What immediate action was taken by the facility. Review of the undated facility policy, 
Capacity to Consent, showed the following:-Purpose: -To ensure residents are evaluated for the capacity to 
consent; -The residents have the right to, and the facility must promote and facilitate resident 
self-determination through support of resident choice;-Residents have the right to engage in consensual 
sexual activity; however, anytime the facility has reason to suspect that a resident may not have the capacity 
to consent to sexual activity, the facility must ensure the resident is evaluated for capacity to 
consent;-Residents without the capacity to consent to sexual activity may not engage in sexual 
activity;-Policy: -If a resident expresses the desire to engage in consensual sexual activity, the facility must 
evaluate the resident for the capacity to consent; This can be done by the following:-Physician 
evaluation;-Completion of the Capacity to Consent Assessment Form;-Indications of potentially diminished 
capacity are:-Diagnosis of Dementia/Alzheimer's or other related cognitive impairment; -Documentation in 
the medical record from a family member or person well acquainted with the resident that resident has 
symptoms of cognitive impairment or dementia;-Other psychiatric diagnosis that could impair resident's 
decision making ability;-Noted confusion, forgetfulness or difficulty communicating. 1. Review of Resident 
#11's undated face sheet showed the following:-admission date of 08/18/25;-The resident's family member 
was his/her personal representative;-Diagnoses included: dementia (a group of conditions that cause a 
decline in cognitive abilities, such as memory, thinking reasoning, and problem-solving) with agitation (a 
behavioral symptom characterized by feelings of emotional distress, restlessness, and difficulty staying calm, 
which can manifest as verbal or physical aggression) and mood disturbance (significant changes in mood, 
such as: depression, anxiety, agitation, irritability and apathy), major depressive disorder (MDD) with 
psychotic symptoms (a severe form of depression characterized by the presence of psychotic symptoms 
such as delusions and hallucinations, in addition to the classic symptoms of depression), manic episodes (a 
period of abnormally elevated mood, energy, and activity levels that lasts for at least one week). Review of 
the resident's admission Minimum Data Set (MDS), a federally mandated assessment instrument completed 
by facility staff, dated10/26/25, showed the following:-Significantly impaired cognition;-No documentation of 
the resident exhibiting any physical behavior directed toward others (e.g.: grabbing, abusing others 
sexually);-Used wheelchair for mobility. Review of the resident's care plan, revised on 09/04/25, showed the 
following:-He/She can be overly friendly and affectionate to staff and/or residents of the opposite 
sex;-He/She was able to change position in bed by self; may require supervision to moderate assist to get to 
the edge for transfer;-He/She required supervision to moderate assistance by one staff for transfers as 
requested and as necessary; up to wheelchair; -His/Her family reports that he/she was a very loving person 
with a history of behaviors of trying to kiss other residents/staff; he/she loved to blow kisses, hold hands and 
sweet talk; the resident reported his/her favorite hobby is chasing the opposite sex; -He/She has a history of 
wandering in/out of other residents' rooms;-Staff to provide reminders to keep his/her hands to 
himself/herself if he/she attempts to kiss them;-If reasonable, discuss any of his/her behaviors; 
Explain/reinforce why behavior is inappropriate and/or unacceptable; -Intervene as necessary to protect the 
rights and safety of others; Approach/Speak in a calm manner; Divert attention; Remove from situation and 
take to alternate location as needed;-Psych consult as needed (PRN);-Cue, reorient, and supervise as 
needed;-Monitor/record/report to the Medical Director (MD), as needed (prn) risk for harming others. Review 
of the resident's progress notes, dated 09/13/25 at 8:53 A.M., showed Registered Nurse (RN) B documented 
the following:-While in the dining room, he/she was seen putting his/her hand up another resident's 
shirt;-He/She then put his/her hand between the other resident's legs;-He/She was blowing kisses;-The 
residents were separated to eat breakfast;-Family was notified. During an interview on 11/17/25 at 1:46 P.M., 
RN B said the following:-He/She doesn't normally work the floor, so he/she is not very familiar with the 
residents;-He/She was made aware during a care plan meeting that Resident #11 was very friendly with the 
opposite sex residents;-He/She could not recall who the resident was that he/she wrote the note about on 
09/13/25;-He/She did not actually see the incident; it was reported to him/her by an aide, and he/she could 
not recall who the aide was that reported the incident to him/her;-He/She charted the behavioral note and 
made the Director of Nursing (DON) (who was also working in the building) aware of the incident;-He/She 
reported it to the DON and allowed them to decide if it was abuse;-He/She thought he/she notified both 
resident's family representatives. Review of the resident's progress notes, dated 09/24/25 at 11:30 A.M., 
showed Licensed Practical Nurse (LPN) C documented the following:-He/She wheeled over to a resident 
saying Hi, touched another resident's hand, then reached over and was rubbing that resident's chest;-Staff 
removed the other resident and redirected Resident #11. During an interview on 11/05/25 at 12:15 P.M. and 
11/20/25 at 3:09 P.M., LPN C said the following:-The incident on 09/24/25 involved Resident #2;-Resident 
#11 wheeled up to Resident #2 and was rubbing Resident #2's breasts;-He/She reported to social work on a 
couple of incidents (he/she couldn't recall which ones) and on one of the incidents, the social worker advised 
him/her to report it to the Administrator;-He/She reported one of the incidents (couldn't recall which one) to 
the Administrator who advised him/her to contact psych. Review of Resident #11's electronic health record 
showed no documentation the incident on 09/24/25 was reported to a supervisor, Director of Nursing or the 
state agency as the facility policy directed. 2. Review of Resident #2's undated face sheet showed the 
following:-The resident's family member was his/her personal representative;-Diagnoses included 
Alzheimer's disease and generalized anxiety disorder (GAD) (a chronic mental health condition characterized 
by excessive, persistent, and uncontrollable worry about everyday matters, which interferes with daily life.) 
Review of the resident's care plan, updated 03/27/24, showed the following:-He/She had impaired 
judgement/decision making abilities;-He/She had short term memory/recall deficits related to Alzheimer's. 
Review of the resident's electronic health record showed no documentation of the incident on 09/24/25 being 
reported to the resident's representative. During an interview on 11/19/25 at 4:26 P.M., the resident's 
representative said the following:-The resident would not be okay with another resident trying to touch, kiss, 
or hug him/her and would not like it; he/she would find that behavior to be very inappropriate;-He/She could 
not recall signing anything or discussing anything regarding capacity to consent to sexual contact, nor would 
the resident be able to consent;-He/She has not been contacted regarding any incident with any other 
residents. Review of the resident's electronic health record showed no documentation of capacity to consent 
to sexual contact. 3. Review of Resident #11's progress notes, dated 09/26/25 at 10:32 A.M., showed LPN C 
documented the following:-The CMT was approaching Resident #11 as he/she wheeled up to another 
resident (Resident #5) and kissed this resident on the lips twice;-Resident #11 was immediately removed 
from the common area and taken to his/her room;-Social worker made aware. During an interview on 
11/05/25 at 12:15 P.M., LPN C said the incident on 09/26/25 involved Resident #5 and CMT D. Review of 
the Resident #11's electronic health record showed no documentation the incident on 09/26/25 was reported 
to a supervisor, Director of Nursing or the state agency as the facility policy directed. 4. Review of Resident 
#5's undated face sheet showed the following:-The resident's family member was his/her personal 
representative;-Diagnoses included Alzheimer's disease and major depressive disorder with psychotic 
symptoms. Review of the resident's care plan, updated 02/28/24, showed he/she had short term 
memory/recall and decision making deficits. Review of the resident's electronic health record showed no 
documentation of the incident on 09/26/25 being reported to the resident's representative. During an 
interview on 11/18/25 at 1:02 P.M. and 11/20/25 at 8:12 A.M., the resident's representative said the 
following:-The resident would not like it if another resident would try to touch, kiss, or hold his/her 
hand;-He/She did not recall discussing or signing anything for capacity to consent to sexual activity;-He/She 
had not been made aware of any incident involving another resident. 5. Review of Resident #11's progress 
notes, dated 10/17/25 at 6:00 P.M., showed LPN A documented Resident #11 stopped a resident as he/she 
was walking down the hall, grabbed his/her hand, and pulled the resident down to him/her and groped the 
resident's right breast. During an interview on 11/17/25 at 9:28 A.M., LPN A said the incident on 10/17/25 
involved Resident # 11 and Resident #10.Review of the Resident #11's electronic health record showed no 
documentation the incident on 10/17/25 was reported to a supervisor, Director of Nursing or the state agency 
as the facility policy directed. 6. Review of Resident #10's undated face sheet showed the following:-The 
resident's family member was his/her personal representative;-Diagnoses included Alzheimer's disease, 
dementia, major depressive disorder and anxiety disorder (a group of mental health conditions characterized 
by persistent and excessive fear or worry that interferes with daily life.) Review of the resident's care plan, 
updated 05/22/24, showed he/she was dependent on staff for meeting intellectual needs related to cognitive 
deficits. Review of the resident's electronic health record showed no documentation of the incident on 
10/17/25 being reported to the resident's representative. During an interview on 11/19/25 at 9:31 A.M. and 
11/20/25 at 8:31 A.M., the resident's representative said the following:-The resident would not want another 
resident touching his/her breast and would find that to be very aggressive;-The facility never discussed or 
had him/her sign for capacity to consent for any sexual activity;-He/She had not been made aware of any 
incident involving another resident. Review of the resident's electronic health record showed no 
documentation of capacity to sexual contact. 7. During an interview on 11/05/25 at 12:45 P.M., Certified 
Nurse Aide (CNA) E said the following:-He/She would not sit Resident #11 with residents of the opposite sex; 
-Everyone was aware of Resident #11's behaviors; he/she had not reported them to anyone because he/she 
thought they knew. During an interview on 11/17/25 at 9:28 A.M., LPN A said the following:-The incidents 
that occurred where Resident #11 kissed, touched or made inappropriate contact occurred on day shift; day 
shift staff would've reported those incidents to the ADON or DON;-He/She would consider grabbing, groping, 
and/or kissing, sexual assault; -He/She watched the resident like a hawk, so he/she never had to report 
anything. During an interview on 11/05/25 at 2:35 P.M. and 11/21/25 at 1:13 P.M, the Social Services 
Director (SSD) said the following:-She was aware that Resident #11 had sexual behaviors upon admission; 
-There weren't many incidents reported to her, and for those that LPN C did report to her, those were a long 
time ago;-She did not think that the incidents were abuse; -She would consider it abuse if there was intent to 
harm;-She would consider the incidents more of a memory care behavior;-The incidents that LPN C reported 
to her she would have asked him/her if he/she had already reported to DON and/or Administrator and if 
he/she had not, she would have reported it to the DON and/or Administrator at that time;-She did not know 
why the incidents were not reported to the state agency. During an interview on 11/05/25 at 2:45 P.M., the 
ADON said the following:-She was aware of Resident #11's sexual behaviors prior to the incident on 
11/01/25; -She would consider putting a hand up a shirt, going in and seeking the opposite sex in their rooms 
abuse;-She was unaware of any of the previous incidents prior to 11/01/25;-All these incidents should have 
been reported; She doesn't know why staff did not report the incidents;-She was working the floor at the time 
of the most recent incident on 11/01/25 and that is how/why it was reported. During an interview on 11/05/25 
at 3:20 P.M., the DON said the following: -She started in the role of the DON in September and prior to that 
she was a charge nurse;-She was unaware of Resident #11's background;-She was not aware of any of the 
previous incidents prior to the incident on 11/01/25; -All the previous incidents (prior to the incident on 
11/01/25), should have been reported to her and/or the Administrator;-She would expect the staff to follow 
facility policies. During an interview on 11/05/25 at 5:00 P.M. and 6:30 P.M. and 11/21/25 at 4:11 P.M., the 
Administrator said the following:-She knew that Resident #11 was handsy, but was not aware of all the 
incidents prior to the one on 11/01/25;-She was not aware of the incidents that occurred on 09/13/25, 
09/24/25, 09/26/25 or 10/10/25;-She could not recall LPN C telling her about an incident on 9/25/25 or 
suggesting that he/she call psych;-Had she known about the incident on 09/13/25 when Resident #11 put 
his/her hand up another resident's blouse, she would have discharged Resident #11 at that time;-She would 
expect staff to notify the charge nurse, DON, and/or Administrator immediately because had she known 
about the previous incidents, Resident #11 would not be in the facility;-She would not consider Resident 
#11's actions abuse, she considers it more of a behavior because of his cognitive status. #2658020
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