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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to keep one resident (Resident #1) free from sexual abuse 
when another resident (Resident #2) intentionally grabbed and squeezed Resident #1's breast twice. The 
incident upset Resident #1 and the interventions put into place to prevent the incident from happening again 
caused Resident #1 to feel punished. The facility census was 58. Review of the facility's policy titled, Abuse 
and Neglect, dated 06/10/24, showed:Abuse is the willful infliction of injury, reasonable confinement, 
intimidation, or punishment with resulting physical harm, pain or mental anguish, which can include staff to 
resident abuse and certain resident to resident altercations;Sexual abuse is non-consensual contact of any 
type with a resident. Sexual abuse includes, but is not limited to, the following: unwanted intimate touching of 
any kind especially of breasts or perineal area;Prevention will also include assessment care planning and 
monitoring of residents with needs or behaviors which may lead to conflict or neglect;As part of the resident 
social history assessment, staff will identify residents with increased vulnerability for abuse or who have 
needs and behaviors that might lead to conflict. Through the care planning process, staff will identify any 
problems, goals, and approaches which would reduce the chances of mistreatment for these residents. Staff 
will continue to monitor the goals and approaches on a regular basis. Review of the facility's investigation 
report, finalized on 07/22/25, showed: The incident occurred on 07/21/25, between Resident #1 and 
Resident #2;Resident #1 and Resident #2 sat in their wheelchairs in line to go smoke. Resident #1 sat in 
front of Resident #2. Resident #1 could not move forward due to other residents being in front of him/her. 
Resident #2 told Resident #1 he/she was slow and to move. Resident #2 then reached over to Resident #1 
and grabbed his/her left breast twice. Resident #1 then reacted by slapping Resident #2 in the stomach. 
Resident #2 left the area with no further interaction between the two residents;The outcome of the 
investigation concludes that it was substantiated due to witness statements and Resident #1's statement. 
Resident #2 denied the allegations;Interventions included staff responded immediately and Resident #2 
moved away from Resident #1. Staff did a skin assessment on both residents with no injuries noted. Staff 
monitored Resident #2 the rest of the night with no additional behaviors. Staff contacted the Director of 
Nursing (DON), Administrator, physician, psychiatry, and the guardian;Care Plan updates included Resident 
#2 would smoke separately from Resident #1. Resident #2 received education on personal boundaries. 
Psychiatry to review Resident #2's medication regime. Would encourage Resident #2 to seek counseling for 
inappropriate behavior and personal space. Staff would continually observe Resident #2 around other 
residents. Review of Resident #1's medical record showed:Date of admission on [DATE];Diagnosis of 
lymphoma (a type of cancer that originates in the lymphatic system - a part of the immune system 
responsible for fighting off infections), pressure ulcer (damage to the skin and/or underlying tissue as a result 
of pressure), insomnia (difficulty sleeping), and neoplasm (an abnormal mass of tissue resulting from 
excessive cell division) of bone;Nurse's Note, dated 07/21/25 at 9:35 P.M., showed at approximately 9:30 P.
M., Resident #1 was in line to go out for a smoke break. There was a line in front of the resident and in back 
of the resident. Resident #1's mobility was via a wheelchair. Resident #2 sat behind Resident #1 and yelled 
at him/her to move and said he/she was slow and to hurry up and move out of the way. Resident #2 then 
reached over Resident #1 and grabbed Resident#1's left breast. Resident #1 swung his/her arm backwards 
with his/her hand and slapped Resident #2 in the stomach and told Resident #2 to stop that; Skin 
assessment dated , 07/22/25, showed no indication of skin issues from the incident on 07/21/25. Review of 
the resident's Care Plan, last revised 07/14/25, showed:Did not address any behavior issues. Review of the 
resident's quarterly Minimum Data Set (MDS - a federally mandated assessment instrument completed by 
the facility staff), dated 05/13/25, showed:Cognition intact;No behaviors. During an interview on 07/23/25 at 
9:13 A.M., Resident #1 said the resident who smoked were in line to go outside to smoke. Resident #2 told 
him/her to move and that he/she was going too slow. Resident #2 then intentionally grabbed Resident #1's 
breast and squeezed it twice. Resident #1 slapped Resident #2 in the stomach, but not hard, and told 
Resident #1 to stop and not do that. The facility had 15 minute smoke breaks and Resident #1 agreed to go 
after Resident #2 so the two were separated during smoke breaks. Resident #2 had been quick to smoke but 
now took his/her time and Resident #1 had to hurry because staff had things to do and had to stay out later 
for him/her. Resident #1 said he/she didn't get to socialize with the other residents during the smoke break 
because he/she had to go out alone. Resident #1 said he/she felt safe and he/she could handle 
himself/herself. If it had happened in other areas of the facility, then he/she would feel less safe. Resident #2 
was talked to by staff. Staff woke up Resident #1 on 07/22/25 at 12:00 A.M., wanting him/her to move to a 
different hallway since both Resident #1 and Resident #2 resided on the same hall. Resident #1 refused to 
move and felt punished because nothing happened to Resident #2. Resident #2 went up to younger 
residents, got in their space, tickled them, told them dirty jokes, and was verbally vulgar. Review of Resident 
#2's medical record showed:Date of admission on [DATE];Had a guardianDiagnosis of end stage renal 
(kidney) disease, dialysis (process of purifying the blood of a person whose kidneys aren't working normally), 
heart failure, chronic metabolic acidosis (a condition where the body has too much acid due to either 
excessive acid production or insufficient acid removal), major depressive disorder (MDD - long-term loss of 
pleasure or interest in life), shortness of breath, hypertension (high blood pressure), and traumatic brain 
injury (damage to the brain caused by an external force);An order for Paxil (an antidepressant) 30 milligram 
(mg) by mouth daily for MDD, dated 02/11/25;An order for Seroquel (an antipsychotic) 100 mg by mouth at 
bedtime for MDD, dated 2/11/25;A Post Incident Impact Questionnaire, dated 07/22/25, showed the resident 
denied doing anything wrong, felt safe, and was upset that others were accusing him/her of things he/she 
didn't do;A Skin Assessment, dated 07/21/25, showed no skin issues or injuries from the incident;A Nurse's 
Note, dated 07/22/25 at 11:10 A.M., showed Resident #2 was in line to go out to smoke with Resident #1 in 
front of him/her. The Resident #1 was in a wheelchair and not able to move forward due to another resident 
in front of him/her. Resident #2 told Resident #1 that he/she was slow and to move. Resident #2 then 
reached over his/her wheelchair and grabbed Resident #1's left breast. Resident #1 reacted by reaching 
back and slapped him/her in the stomach. After that, Resident #2 left the area. The Physician, Guardian, 
DON, and the Administrator were notified;Nurse's Note, dated 05/17/25 at 4:35 P.M., showed the resident 
had talked inappropriately to staff and attempted to touch female staff. Review of the resident's quarterly 
MDS, dated [DATE], showed:Cognition intact;Had verbal behaviors. BIMS of 15, to be cognitive, and to have 
verbal behavior. Review of the resident's Care Plan, last updated on 07/22/25, showed:Resident was 
deemed safe for admission to a skilled facility with intervention of daily living skills training, develop personal 
support network, drug therapy and monitoring, physician services, provisions of structured environment, and 
the resident will be in the lowest restrictive environment with protective oversight;On 07/22/25, the resident 
inappropriately touched Resident #1's left breast while waiting for smoke break. Interventions include to 
smoke separately from Resident #1, educate the resident on personal boundaries, psychiatry to review 
medications, encourage the resident to seek counseling for inappropriate behavior, and staff to continually 
observe the resident around other residents;On 07/22/25, the resident had manifestations of behaviors that 
may create disturbances that affect others. These behaviors include Resident #2 touched Resident #1's 
chest. Interventions include administer and monitor medications, encourage resident to go to a more private 
area if he/she disturbs others, notify the guardian/physician as needed, and psychiatry consult for medication 
adjustments as needed;Resident has depression related to MDD with interventions of administer 
medications, arrange for psychiatry consult, monitor/document/report any risk for harm to self or others. 
Review of the resident's Preadmission Screening and Resident Review (PASRR - a federally mandated 
screening process for individuals with serious mental illness and/or intellectual disability/developmental 
disability related diagnosis who apply or reside in Medicaid Certified beds in a nursing facility regardless of 
the source of payment) showed: The Level I PASRR, dated 04/05/23, showed a diagnosis of post traumatic 
stress disorder (PTSD - a mental health condition triggered by a terrifying event) , schizoaffective disorder (a 
condition characterized by abnormal thought processes and deregulated emotions) , anxiety (persistent 
worry and fear about everyday situations), and MDD;A mild intellectual disability and TBI. Required a Level II 
screening;The Level II, date 04/20/23, showed diagnoses of anxiety, MDD, mild intellectual disability. Had 
four mental health hospitalization mostly during childhood. Behavior assessment of cursing, swearing, and 
uncooperative with treatment. A long history of serious mental illness diagnoses and treatment to childhood 
onset with no recent episode of psychiatric disruption. During an interview on 07/23/25 at 9:35 A.M., 
Resident #2 said he/she was outside and Resident #1 slapped him/her. Resident #2 was told by staff the 
he/she grabbed Resident #1's breast but he/she didn't. He/She was respectful and never grabbed other 
residents in the facility. He/She didn't like to be falsely accused. There were a lot of residents outside and 
he/she was irritating Resident #1. He/She didn't know who touched Resident #1. During an interview on 
07/23/25 at 9:20 A.M., Resident #3 said he/she saw Resident #2 grab Resident #1's breast. He/She was in 
the doorway during the smoke break while Resident #1 and Resident #2 were in line. Resident #2 told 
Resident #1 to hurry and they were both in wheelchairs. Resident #2 reached around and grabbed Resident 
#1's breast from behind. Resident #3 told the DON that he/she saw Resident #2 touch Resident #1. During 
an interview on 07/23/25 at 9:23 A.M., Resident #4 said he/she saw Resident #2 on smoke break grab 
Resident #1's breast. Resident #4 said he/she stood behind Resident #2 in line and Resident #1 smacked 
Resident #2 afterwards. Resident #2 said he/she loved to aggravate the hell out of Resident #1. During an 
interview on 07/23/25 at 9:48 Nursing Assistant (NA) A said the incident happened at the 9:00 P.M., smoke 
break on 07/21/25. Resident #2 liked to tease a lot and he/she heard Resident #2 start aggravating Resident 
#1. Resident #1 didn't seem bothered and ignored him/her. However, when NA a turned around, Resident 
#2's hand was on Resident #1's chest and Resident #1 smacked him/her in the stomach. Resident #1 was a 
little upset and told NA A that Resident #2 touched his/her breast, Resident #1 slapped Resident #2 in the 
stomach, and they separated themselves. NA A told the charge nurse as soon as he/she came in about what 
happened. He/She just had training on abuse and neglect a month ago. NA A did activities as well and had 
resident groups every Tuesday and Thursday. In group, he/she talked to the residents at least once a month 
about abuse and neglect and keeping hands to themselves. During an interview on 07/23/25 at 10:15 A.M., 
the DON said she was not aware of Resident #2 had any previous history of inappropriately touching other 
residents. She was not aware of the Resident #2's Nurse's Note from May 2025, that showed Resident #2 
was inappropriate or attempted to inappropriately touch staff. Resident #2 denied all accusations and it was 
hard when he/she denied everything. She did not think this incident where Resident #2 touched Resident 
#1's breast was abuse. The two residents were to smoke separately. During an interview on 07/23/25 at 
10:19 A.M., Housekeeping B said he/she was told this morning by Resident #1 at smoke break that he/she 
was to smoke separately from Resident #2.During an interview on 07/23/25 at 10:20 A.M., Housekeeping C 
said he/she didn't know that Resident #1 and #2 needed to smoke separately and did help supervise the 
smoke breaks some.During an interview on 07/25 at 10:21 A.M., NA D said he/she didn't know that Resident 
#1 and Resident #2 needed to smoke separately and did help supervise smoke breaks at times. During an 
interview on 07/23/25 at 10:25 A.M., and 2:10 P.M., the Administrator said he had only been at the facility a 
very short time. The facility reported the incident the Department of Health and Senior Services (DHSS) but 
he didn't feel that it was sexual abuse because of the lack of intent for harm. The facility put interventions in 
place and started an in-service on reporting abuse as the incident didn't go up the chain fast enough. The 
facility held a care plan meeting with Resident #2's guardian and new interventions had been put into place. 
New information regarding the Resident #2's past had been discovered which would allow a better 
individualized course of action. A resident's PASRR should be used to better individualize the care plan and 
provide the services a resident needed. Complaint #2568006
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