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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to adhere to resident's rights by not providing a safe way for 
sexual interactions for three sampled residents (Resident #4, #5 and #7) out of nine sampled residents 
whom were sexually active. The facility census was 151 residents.Review of the facility's policy for Resident 
Rights revised on 7/5/23 showed:-The purpose of the policy was to ensure that resident's rights were 
protected.-The facility was to notify each resident of their rights both orally and in writing, in a language the 
resident could understand, prior or upon admission to the facility.-The resident had a right to reside and 
receive services with reasonable accommodation of the individual need and preferences, except with the 
health or safety of the individual or other residents would be endangered.-The resident had the right to 
participate in social activities that did not interfere with the rights of other residents in the facility.-The resident 
had the right to be treated with consideration, respect and in full recognition of his/her dignity and 
individuality, including privacy in treatment and care for his/her personal needs.-The resident was to have 
been permitted to associate and meet privately with the person/s of his/her choice whether on the resident's 
initiative or the other person's initiative, unless to do so would infringe upon the rights of other residents. 1 
Review of Resident #4's Preadmission Screening and Resident Review (PASRR, DA-124C, a required form 
to be submitted for any client who requests admission to a Medicaid certified bed regardless of the client's 
payment source; this includes dually certified beds both Medicare and Medicaid), dated 6/11/20, showed 
he/she had the following diagnoses:--Schizophrenia (a severe psychiatric disorder with symptoms of 
emotional instability, detachment from reality, and withdrawal into the self).--Psychotic Disorder (a mental 
disorder in which there is a severe loss of contact with reality).--Anti-social Personality Disorder (ASPD-is a 
mental health condition characterized by a persistent pattern of disregard for and violation of the rights of 
others). --Delusional Disorder (a mental health condition characterized by the presence of one or more fixed, 
false beliefs (delusions) that persist for at least one month without other obvious symptoms of psychosis). 
Review of Resident #4's quarterly MDS dated [DATE] showed he/she-Was cognitively intact and had minimal 
issues with his/her mood.-Had physical behaviors of kicking, hitting, pushing, grabbing, and/or abusing 
others sexually one to three days during the look-back period.-Had verbal behaviors of threatening others 
screaming at others, and/or cursing at others one to three days during the look-back period.-Had other 
behaviors such as hitting or scratching himself/herself, pacing, and/or screaming or other disruptive sounds 
one to three days during the look-back period. Review of Resident #4's Capacity to Consent to Sexual 
Activity Form dated 8/2/25 showed:-He/she had a guardian.-He/she had the ability to communicate a yes or 
no decision.-He/she had the ability to understand relevant information such as who was initiating sexual 
contact, whether the resident was a spouse and, thus, acquiesces out of a delusional belief, or was 
cognizant of the other's identity and intent, and could state what level of sexual intimacy he/she was 
comfortable with.-He/she had the ability to appreciate the situation and its likely consequences including 
behavior consistent with formerly held beliefs/values, and a capacity to say no to uninvited sexual contact.
-He/she had the ability to manipulate information rationally including awareness of potential risks such as a 
time limited relationship, and the ability to describe how he/she would react when the relationship ended.
-The ability for the resident to consent to sexual activity required a yes answer to all questions. -Prior Sexual 
Consent Forms had been completed in the past and also showed the ability to consent. During an interview 
on 8/21/25 at 11:35 A.M. Resident #4 said:-He/she was not interested in sexual activity with anyone in the 
facility.-He/she was straight and was not interested in any of the residents.-He/she had not seen any 
condoms available in the event he/she changed his/her mind.-He/she was not sure if there was a private 
area for residents to spend time alone. 2 Review of Resident #5's PASRR dated 8/8/16 showed he/she had 
diagnoses of:-Bi-polar Disorder- (a chronic mental health condition characterized by extreme shifts in mood, 
energy, and behavior). -Attention Deficit Hyperactivity Disorder- (ADHD-includes a mix of ongoing problems. 
These can include having a hard time paying attention, being hyperactive and being impulsive).-Oppositional 
Defiance Disorder- (a mental health condition characterized by a persistent pattern of defiant, irritable, and 
aggressive behavior towards authority figures, such as parents, teachers, or caregivers).-Impulse Control 
Disorder- (a group of mental health conditions characterized by an inability to resist impulsive behaviors that 
can have negative consequences for the individual or others).-Mild Intellectual Disability- (a developmental 
disorder characterized by significant limitations in both intellectual functioning and adaptive behavior that 
begin during the developmental period).-No history of any sexual disorders, inappropriateness or issues was 
noted. Review of Resident #5's Capacity to Consent to Sexual Activity form dated 12/7/24 showed:-The 
resident's ability to consent was in doubt, so it was determined that further evaluation was required. Review 
of Resident #5's quarterly MDS dated [DATE] showed he/she:-Was cognitively intact.-Had severe issues with 
his/her mood during the look-back period.-Had no negative behaviors during the look-back period. During an 
interview on 8/22/25 at 3:55 P.M. Resident #5 said:-He/she was gay but also like sex with the opposite sex 
sometimes, too.-He/she could go get condoms down at the gas station if he/she could leave the facility and 
had money.-He/she had never seen any condoms available for the residents to use. 3 Review of Resident 
#7's PASRR dated 1/23/17 showed he/she was admitted with the following diagnoses:-Schizoaffective 
Disorder Bi-polar Type- (a serious mental health condition that combines symptoms of schizophrenia and 
bipolar disorder, including psychotic symptoms like hallucination and delusions, and mood symptoms of 
mania (extreme highs) and depression (extreme lows).-Alcohol, Cannabis and other Stimulant Dependence 
all in remission.-Antisocial Personality Disorder- (a mental health condition characterized by a pervasive 
pattern of disregard for and violation of the rights of others, as well as a lack of remorse and empathy). 
Review of Resident #7's Capacity to Consent to Sexual Activity form dated 12/7/24 showed:-He/she did have 
the capacity to consent to sexual activity. Review of Resident #7's quarterly MDS dated [DATE] showed 
he/she:-Was cognitively intact.-Had no issues with mood during the look-back period.-Had no negative 
behaviors during the look-back period. During an interview on 8/22/25 at 3:40 P.M., Resident #7 
said:-He/she had not had sex in the past three months.-He/she and his/her friend cuddled sometimes, but 
that was it.-He/she wished there were condoms available so they could have sex safely if they wanted to.
-He/she thinks they did have condoms available a few years ago, but not for a long time.-He/she thinks there 
used to be some condoms in the old Social Worker's office, but no now.-He/she thinks they should be able to 
have privacy and be safe so condoms and a private room were necessary.-They had some sex education a 
while back but he/she was not sure when. 4 During an interview on 8/22/25 at 12:30 P.M. the Corporate 
Nurse Consultant, Administrator and Director of Nursing (DON) said:-Back when the facility did the Capacity 
to Consent to Sexual Activity forms, none of the residents spoke with showed any interest in having any 
sexual activity.-They had spoken about having condoms available for the residents but with no one showing 
interest, they did not go ahead and make it happen.-They had also discussed a private space for residents to 
go, but again, with no residents voicing any interest, they did not go ahead with the plan.-He/she felt the 
residents who were able to consent had the right to have sexual activities with other residents in a safe 
manner and a private place.-The facility did not pursue further sexual education or providing condoms or a 
private space for the residents because they were never able to get any residents to say they were 
interested in those things. Complaint # 259703
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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to promote and facilitate self-determination 
through support of the resident's choice for one sampled resident (Resident #8) out of three sampled 
residents by not providing the resident with clean clothes which caused the resident to wear the same soiled 
clothing for two consecutive days. The facility census was 152 residents.Review of the facility policy titled 
Dignity and Respect, revised 6/29/23, showed:-The purpose of policy was to ensure that every resident was 
treated with dignity and respect.-Every resident had the right to be treated with dignity and respect.-All staff 
would speak to and treat all residents with dignity and respect.-All of the resident's possession, regardless of 
their apparent value to others, must be treated with respect.-Residents had the right to retain and use 
personal possessions to assist each resident in maintaining their independence, subject to reasonable 
limitations to protect the health and safety of residents and space limitations. Review of the facility policy 
titled Resident's Rights-Missouri, revised 7/5/23, showed:-The purpose of the policy was to ensure that 
residents rights were protected.-The resident had a right to a dignified existence, self-determination, 
communication with and access to persons and services inside and outside the facility.-The facility protected 
and promoted the rights of each resident.-The resident had the right to retain and use personal possessions, 
including some furnishings, and appropriate clothing, as space permits, unless to do so would infringe upon 
the rights or health and safety of other residents.-The resident could retain and use his personal clothing and 
possessions as space permitted. 1. Review of Resident #8's admission record showed:-The resident was 
admitted to the facility on [DATE] with the diagnoses of: Epilepsy (also known as a seizure disorder - is a 
brain condition that causes recurring seizures), paranoid schizophrenia (a form of schizophrenia [a chronic 
mental illness that interferes with a person's ability to think clearly, to distinguish reality from fantasy, to 
manage emotions, make decisions, and relate to others] characterized by persistent preoccupation with 
illogical, absurd, and changeable delusions, usually of a persecutory, grandiose, or jealous nature, 
accompanied by related hallucinations), Hallucinations (a sensory perception that does not result from an 
external stimulus and that occurs in the waking state), personality disorder (a group of mental health 
conditions characterized by enduring patterns of thinking, feeling, and behaving that deviate significantly 
from cultural expectations and cause distress or impairment in various areas of life), anxiety disorder, 
delusional disorder (a type of mental health condition in which a person can't tell what's real from what's 
imagined), and very low level of personal hygiene. Review of the resident's Care Plan revised on 4/2/24, 
showed:-The resident required personal hygiene supervision and set up.-The resident was independent with 
activities of daily living but required supervision, cue, and assist as needed for completion. Review of the 
resident's Annual Minimum Data Set (MDS-A federally mandated assessment tool required to be completed 
by facility staff for care planning) dated 6/11/25 showed he/she had mild cognitive impairment. Observation 
on 8/20/25 at 5 P.M., showed: -The resident was wearing a purple pullover polo type shirt that had smudging 
and food on the front of it.-The resident was wearing jeans that were too big and kept falling down.-The 
resident had to keep pulling his/her jeans up. Observation and interview on 8/21/25 at 1:32 P.M. with the 
resident showed:-The resident had a purple pullover polo type shirt on. It had smudging and food on the 
front. This was the same purple pullover shirt that the resident was observed in on the previous day. -The 
resident had jeans on that kept falling down and the resident had to keep pulling them up. This was the same 
jeans that the resident was observed wearing on the previous day. -He/She had some clothes missing. 
Jeans, shorts and a pair of corduroy shorts.-His/Her clothes have been missing for a long time.-His/Her 
family member bought the clothes that were missing.-His/Her friend did his/her laundry.-He/She reported the 
missing clothes to the facility. Observation of the resident room including his/her closet and clothing storage 
on 8/21/25 at 1:40 P.M. showed:-No clothes in the resident's closet.-No clothes in the resident's drawers.-No 
clothes in the resident's clothing hamper. During an interview on 8/21/25 at 1:45 P.M. the Administrator 
said:-The resident had no clothes in the resident's room because the resident gave his/her clothes away to 
other residents.-The resident's friend did the resident's laundry and may have took all of the resident's 
clothes the last time the friend visited but he/she was unsure.-The resident's friend last visited the resident 
on 8/18/25.-He/She was unsure how long the resident had been without access to clean clothes. During an 
interview on 8/22/25 at 10:45 A.M. the Administrator said:-The staff went to the store and got the resident 
new clothes.-The staff was putting the resident's name on the new clothes and then were putting the new 
clothes in the resident's closet.-He/She could not find previous grievances for missing clothes, but he/she 
filled out a grievance for the resident's missing clothes at this time. Review of the resident's grievance form 
on 8/22/25 at 11:00 A.M., showed:-The grievance was filled out on 8/21/25.-The grievance was initiated by 
the resident's friend and emergency contact.-The family did not have the resident's clothes in their 
possession. During an interview on 8/22/25 at 11:15 A.M. the resident's friend and emergency contact 
said:-He/She last visited the resident on 8/22/25.-He/She did not have possession of the resident's clothes.
-He/She visited the resident 8/21/25 and gave the resident a shower.-The resident had no clothes to change 
into after his/her shower aside from women's clothes that were not the resident's and placed in the resident's 
closet by staff.-There were numerous times when family witnessed the resident having no articles of clothing 
in his/her closet or his/her drawers.-There have been numerous times when family witnessed the resident 
wearing dirty clothes that were soiled.-He/She felt like the only time the residents clothes got changed was 
when the family went in and changed them. During an interview on 8/22/25 at 2:30 P.M. the resident 
said:-His/Her friend visited the facility the previous day and helped him/her take a shower.His/her friend 
helped him/her get dressed. -He/She felt better after getting a shower and putting on clean clothes.-He/She 
liked having on clean clothes. During an interview on 8/22/25 at 3:15 P.M. the resident's guardian 
said:-He/She would expect the resident to have access to clean clothes.-He/She would expect the resident 
to be wearing clean clothes. During an interview on 8/22/25 at 4:10 P.M. Certified Medication Technician 
(CMT) A said:-He/She was familiar with the resident.-When a resident did not have clothes in their closet, 
staff was supposed to go the basement and get clothes for the resident. During an interview on 8/22/25 at 
4:18 P.M. with Certified Nurse Assistant (CNA) A said:-He/She worked on medical unit.-He/She was familiar 
with the resident.-The resident self-dressed in the morning.-The resident's rooms should be stocked with 
clothing.-If he/she noticed a resident's closet was empty he/she would go to the basement to get clothes for 
the resident. During an interview on 8/22/25 at 4:25 P.M., Licensed Practical Nurse (LPN) A said:-He/She 
worked on the medical unit.-He/She was familiar with resident.-He/She was unaware that the resident had a 
lack of clothes.-The resident would trade out clothing at times with other residents.-He/She would expect 
CNA's to go down to the basement and get a resident some clothes, if a resident did not have clothes in their 
room.-He/She noticed that clothes are not always being transferred to the resident's room as they should be.
-He/She would expect the residents to have clothes available to them to put on clean clothes. During an 
interview on 8/22/25 at 5:30 P.M. the Administrator and Director of Nursing (DON) said:-He/She would 
expect a resident to have access to clean clothes.-He/She would expect a resident to be wearing clean 
clothes.-He/She would expect a resident's clothing to be replaced if missing. Complaint number: 2592490
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to allow one sampled resident (Resident #8) the right to receive 
visitors. The facility further failed to have written policies in place for resident rights and visitation for the 
facility out of three sampled residents. The facility census was 152 residents.Review of the facility policy 
titled Resident's Rights-Missouri, revised 7/5/23, showed:-The purpose of the policy was to ensure that 
residents rights were protected.-The resident had a right to a dignified existence, self-determination, 
communication with and access to persons and services inside and outside the facility.-The facility protected 
and promoted the rights of each resident.-The resident had the right, and the facility provided immediate 
access to any resident by subject to resident's rights to deny or withdraw consent at any time, immediate 
family or other relatives of the resident.-The resident had the right, and the facility must provide immediate 
access to any resident by the subject of reasonable restrictions and residents rights to deny a withdraw 
consent at any time others who are visiting with the consent of the resident.-A resident should be permitted 
to communicate, associate, and meet privately with persons of his or her choice rather on residents initiative 
or the other person's initiative. A policy for resident visitation was requested and not provided. 1 Review of 
Resident #8's admission record showed:-The resident was admitted to the facility on [DATE].-The resident 
had a guardian.-The resident's emergency contact#1 was the resident's brother.-The resident's sister was 
listed as a contact for the resident. Review of the resident's Physicians Order Sheet (POS) dated 3/2/21, 
showed the resident could participate in activities per care plan and as tolerated. Review of the resident's 
Care Plan, revised on 4/2/24, showed:-The resident was independent for meeting emotional, intellectual, 
physical, and social needs.-The resident would maintain involvement in cognitive stimulation and social 
activities as desired through review date. Review of the resident's Annual Minimum Data Set (MDS-A 
federally mandated assessment tool required to be completed by facility staff for care planning) dated 
6/11/25 showed the resident had mild cognitive impairment. Review of the facility's Visitor Sign In Sheet 
dated 8/21/25, showed:-The resident's friend signed in to visit that resident at 4:50 P.M.-The resident's friend 
and the resident's sister signed in to visit the resident at 8:20 P.M. During an interview on 8/22/25 at 11:15 A.
M. the resident's friend said:-He/She went to the facility on 8/21/25 after the Administrator called him/her 
about the resident's missing clothing being replaced and when he/she arrived at the facility, there were 
women's clothes in the resident's closet.-When he/she was visiting with the resident, he/she helped the staff 
give the resident a shower.-When he/she was giving the resident a shower, he/she noticed that the resident 
was bleeding from his/her mouth.-He/she was upset about the resident having women's clothing in the 
resident's closet and questioned the staff about it. -He/She went back to the facility with the resident's Family 
Member A on 8/22/25 at about 8:00 P.M. to check on the resident's mouth and clothing situation and was 
told by the Director of Nursing (DON) that they could not visit the resident. During an interview on 8/22/25 at 
12:00 P.M. the DON said:-He/She got into a verbal altercation with the resident's friend on 8/21/25 at about 
5:00 P.M.-The resident's friend and Family Member A returned to the facility about 8:00 P.M. to see the 
resident and he/she refused to allow them to see the resident.-He/She refused to allow the resident's visitors 
on the unit because he/she didn't want the unit to get worked up.-He/She did not allow the resident to come 
out in the lobby and visit the resident because the resident was in bed. During an interview on 8/22/25 at 
2:30 P.M. the resident said: -He/She did not know that his/her family attempted to visit him/her the previous 
night on 8/21/25 around 8:00 P.M. -He/She went to bed about 10:30 P.M. on the previous night, 8/21/25.
-He/She would have liked to have had a visit from Family Member A and his/her friend the night before on 
8/21/25. During an interview on 8/22/25 at 3:15 P.M. resident's guardian said:-He/She has never had a 
negative interaction with the resident's friend.-He/She would expect that the resident's rights to visitors be 
granted.-He/She would expect that if staff did not allow a resident's visitors on the unit, then the staff would 
bring the resident out to the lobby to visit their friends and family. During an interview on 8/22/25 at 4:10 P.M. 
Certified Medication Technician (CMT) A said:-He/She was familiar with the resident and the resident's friend.
-He/She has not had any negative encounters with the resident's friend.-The resident's friend visited the 
resident several times per week and was very involved in the resident's care. During an interview on 8/22/25 
at 4:18 P.M. Certified Nurse Assistant (CNA) A, said:-He/She has worked on the medical unit for 3-4 months.
-He/She was familiar with the resident and the resident's friend.-He/She never had a negative interaction 
with the resident's friend and the resident's friend was nice. During an interview on 8/22/25 at 4:25 P.M. 
Licensed Practical Nurse (LPN) A said:-He/She worked on the medical unit as a charge nurse.-He/She was 
familiar with the resident and the resident's friend.-He/She never had a negative interaction with the 
resident's friend.-He/She observed the resident's friend visit him/her as late at 10:00 P.M.-11:00 P.M. on 
occasions.-He/She would expect residents to have a choice to have visitors after 8:00 P.M. During an 
interview on 8/22/25 at 5:30 P.M., the Administrator said:-The facility did not have a visitor policy.-He/She 
would expect a resident to be able to have visitors. 2592490
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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to keep one sampled resident (Resident #3) free 
from physical abuse when on 8/1/25 Resident #4 then hit Resident #3 in the mouth and knocked out 
Resident #3's top two front teeth. Nine total residents were sampled. The facility census was 151 residents. 
The Administrator was notified on 8/22/25 of Past Non-Compliance which occurred on 8/1/25. An all-staff 
in-service on Abuse and Neglect was completed by 8/4/25. Resident # 3 and Resident #4 were separated. 
Resident #4 was placed on intensive monitoring with medication changes followed with psychiatric 
hospitalization. The deficiency was corrected by 8/4/25. Review of the facility Abuse and Neglect Policy, 
revised 6/12/24, showed:-Abuse was the willful infliction of injury, intimidation or punishment with resulting 
physical harm, pain or mental anguish.-Physical abuse is purposefully beating, striking, wounding, or injuring 
any resident or any manner whatsoever mistreating or maltreating a resident in a brutal or inhumane manner.
-Physical abuse also includes, but is not limited to, hitting, slapping, punching, biting, and kicking. 1. Review 
of Resident #3's Level One Nursing Facility admission Screening for Mental Illness, Intellectual Disability or 
Related Condition, dated 6/24/24, showed he/she was admitted with diagnoses of:-Sickle-Cell Disease 
Without Crisis (a chronic genetic condition where red blood cells are abnormally sickle-shaped, leading to 
anemia and potential organ damage, but without the acute pain episodes or severe symptoms of a sickle cell 
crisis). -Schizophrenia (a severe psychiatric disorder with symptoms of emotional instability, detachment 
from reality, and withdrawal into the self).-Sexual Dysfunction (a persistent or recurrent inability to experience 
or maintain satisfying sexual activity). **NOTE**The medical record had no additional Preadmission Screen 
Tool and Resident Review (PASRR) documentation. The resident had shown some dementia that was more 
prominent than the psychiatric diagnosis. Review of Resident #3's quarterly Minimum Data Set (MDS- a 
federally mandated assessment tool completed by staff and used for care planning), dated 7/8/25, showed 
he/she:-Was minimally cognitively intact-Had moderate issues with his/her mood.-Had no negative behaviors 
during the look-back period. Review of Resident #3's Individualized Care Service Plan (ICSP), dated 
8/29/25, showed:-His/her triggers were arguing and disrespect.-His/her interventions were listening to music.
-The staff were to avoid arguing or getting defensive with him/her.-The staff were to be respectful, honest 
and non-judgmental with him/her.-The staff were to be respectful of his/her space at all times. Review of 
Resident #4's Preadmission Screening and Resident Review (PASRR, DA-124C, a required form to be 
submitted for any client who requests admission to a Medicaid certified bed regardless of the client's 
payment source; this includes dually certified beds both Medicare and Medicaid), dated 6/11/20, showed 
he/she had the following diagnoses:--Schizophrenia (a severe psychiatric disorder with symptoms of 
emotional instability, detachment from reality, and withdrawal into the self).--Psychotic Disorder (a mental 
disorder in which there is a severe loss of contact with reality).--Anti-social Personality Disorder (ASPD-is a 
mental health condition characterized by a persistent pattern of disregard for and violation of the rights of 
others). --Delusional Disorder (a mental health condition characterized by the presence of one or more fixed, 
false beliefs (delusions) that persist for at least one month without other obvious symptoms of psychosis).
--History of Severe Cannabis, Cocaine, methamphetamine, and PCP Use Disorder (these disorders are 
diagnosed when an individual meets six or more of the eleven diagnostic criteria within a 12-month period. 
The criteria are the same for all substance use disorders, with the specific symptoms tailored to each 
substance).-The resident grew up in locally and had been in treatment for many years.-The resident had a 
history of multiple inpatient as well as outpatient psychiatric treatment facilities and had been having 
behavioral health treatments since 2009.-He/she had a history of aggressive behaviors but was not having 
aggression during the date of the assessment.-He/she was usually able to be verbally redirected by staff but 
received medication if that was necessary.-He/she frequently paced, watched TV and spent time in his/her 
room.-The resident required ongoing behavioral monitoring and support to ensure safety due to wandering, 
disorientation, combative behaviors, hallucinations and delusions. Review of Resident #4's quarterly MDS, 
dated [DATE], showed he/she:-Was cognitively intact.-Had minimal issues with his/her mood.-Had physical 
behaviors of kicking, hitting, pushing, grabbing, and/or abusing others sexually one to three days during the 
look-back period.-Had verbal behaviors of threatening others screaming at others, and/or cursing at others 
one to three days during the look-back period.-Had other behaviors such as hitting or scratching 
himself/herself, pacing, and/or screaming or other disruptive sounds one to three days during the look-back 
period. Review of the Facility Registered Nurse Investigation (RNI), dated 8/1/25 at 1:22 P.M., showed:-Per 
both resident's statements Resident #4 asked Resident #3 for a sexual act.-When Resident #3 said no, 
Resident #4 began to walk away, but returned, hit Resident #3 in the mouth dislodging his/her two top front 
teeth.-Resident #3 showed no distress, had no complaints of pain and was able to eat without concerns.-The 
conclusion of the investigation was the incident was the result of abuse. Review of Resident #4's Nursing 
Progress Note, dated 8/1/25 at 1:23 P.M., showed:-It had been reported to Licensed Practical Nurse (LPN) A 
Resident #4 had been inappropriate with Resident #3 at sometime during the night shift.-The incident had 
allegedly happened over night but not reported at the time.-It had been reported that Resident #4 hit 
Resident #3 in the mouth, knocking out both of Resident #3's top front teeth. Observation and interview on 
8/12/25 at 11:55 A.M. with Resident #4 showed:-He/she answered most questions with one-word answers. 
-His/her eye contact throughout the interview was poor and the resident's presentation appeared apathetic.
-He/she replied yes when asked if he/she asked Resident #3 for sex. -He/she did not answer when asked 
what was Resident #3's reply. -H/she replied I don't know when asked if he/she hit Resident #3. Observation 
and interview on 8/12/25 at 12:45 P.M., with Resident #3 showed:-His/her top two front teeth were missing.
-He/she showed poor eye contact throughout the interview and answered in short one-to-two-word answers 
only.-He/she replied must have when asked if he/she got hit.-He/she replied I guess when asked if he/she 
got hit in the mouth and got his/her teeth knocked out. -He/she replied no when asked if he/she had told any 
staff. During an interview on 8/12/25 at 2:30 P.M., the Psychiatric Nurse Practitioner (NP) said:-He/she saw 
both residents frequently and the facility communicated with him/her if there were any issues.-Resident #3 
had always been pretty quiet and he/she knew of no issues with him/her.-Resident #4 had his/her two best 
friends leave the facility for jail, so when his/her court date came up, he/she thought he/she might go to jail 
with his/her friends.-The judge delayed the court date, therefore delaying the resident's potential to have 
gone to jail with his/her friends which escalated the resident.-He/she had not known Resident #4 to ever 
have been sexually aggressive in the past. -He/she and the psychiatrist were planning on re-evaluating 
Resident #4's medications and make adjustments as necessary.-He/she would have expected the staff to 
have kept the residents safe at all times.-He/she expected the staff to keep the resident in their line of site at 
all times to mitigate the chances for the resident to be abusive.-Resident #4 needed a long inpatient 
psychiatric stay to stabilize his/her medications, hopefully decreasing the chances of further resident to 
resident abuse. During an interview on 8/15/25 at 10:33 A.M. Licensed Practical Nurse (LPN) B said:-He/she 
had been the charge nurse on 8/1/25 night shift when the alleged incident happened.-He/she had no idea 
anything happened.-Neither resident said anything to him/her and he/she did not see Resident #3's mouth as 
each time the resident was checked, the resident was asleep.-Resident #4 mostly kept to himself/herself.
-Resident #4 also lashed out at peers with no warning and for no known reason.-He/she showed no sign of 
escalation earlier in the evening before going to bed.-The resident was sometimes up at night, but he/she did 
not see Resident #4 up at all on the night of 8/1/25. -He/she did not recall seeing Resident #3 or Resident #4 
after they both went to their rooms to go to bed around midnight.-He/she understood the incident occurred on 
the night shift 7/31/25 into 8/1/25 about 2:00 A.M. During an interview on 8/15/25 at 11:00 A.M., the 
Corporate Nurse Consultant said:-He/she was the first one to interview both involved residents.-Resident #4 
admitted he/she had propositioned a sexual interaction to Resident #3 during the night of 8/1/25. -When 
he/she interviewed Resident #3, he/she said that he/she clearly said no when Resident #4 propositioned 
him/her for sex. -Resident #3 stated that after he/she said no, Resident #4 took one to two steps towards the 
door, turned back around to the resident, and hit Resident #3 in his/her mouth, knocking out Resident #3's 
two top teeth out.-Resident #3 admitted he/she told no one and no staff knew what happened until the 
morning of 8/1/25 when staff saw his/her teeth missing.-He/she knew the incident was abuse as it caused 
injury and was not at all provoked. During an interview on 8/15/25 at 11:10 A.M., Resident #3 said:-Resident 
#4 had propositioned him/her for sex.-He/she said no.-After he/she said no, Resident #4 took a step or two 
towards the door, then turned back around and hit him/her in the mouth.-When asked if Resident #4 hurt 
him/her, he/she said no. During an interview on 8/15/25 at 4:15 P.M., the DON and Administrator said:-They 
were not made aware of the incident until the morning hours when LPN C notified them that Resident #3 was 
missing his/her two top front teeth and stated Resident #4 hit him/her in the mouth causing his/her teeth to 
come out.-They both would have expected Resident #4 to have not reacted violently to having been told no 
when he/she asked Resident #3 for sex.-Their goal was to always strive to keep the residents safe.-Both the 
DON and Administrator recognized this incident was abuse as there was an injury and there was no 
provocation. 2578809
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Hire a qualified full-time social worker in a facility with more than 120 beds.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to maintain a full time qualified Licensed Social 
Worker (LSW) beginning 5/23/2525 affecting all residents who required services out of nine sampled 
residents. The facility census was 151 residents. Review of the facility Job Description for Licensed Social 
Worker (LSW) dated 2023 showed:-All facilities with more than 120 beds must employ a qualified social 
worker on a full-time basis.-The Social Services Department must be directed by a qualified professional 
LSW who had a minimum of a bachelor's degree in social work or another human services field to include 
but not limited to; sociology, gerontology, special education, rehabilitation, counseling or psychology. -The 
position also required one year of supervised social work experience in a health care setting working directly 
with individuals.-The LSW was to ensure that social services were provided in accordance with State and 
Federal regulations to assist the residents in maintaining their highest practicable well-being.-The LSW was 
to have completed the social work portion of the residents' comprehensive care plan ensuring goals and 
interventions were individualized to match the skills, abilities and interests/preferences of each resident in 
compliant with Federal and State regulations to include identifying and promoting individualized, 
non-pharmacological approaches to care that meet the mental and psychosocial needs of each resident.-The 
LSW was to contribute to the overseeing of preadmission services for inbound residents, participate in the 
interdisciplinary evaluation of residents' needs for care and completion of the PASARR Level I.-The LSW 
was to assist with transitioning residents back into the community or to another facility.-The LSW was to 
assist with coordination and implementation and oversight of procedures to ensure social services actions 
and interactions are adequately documented in each resident's medical record and that legal, ethical, and 
professional standards of social work practice are upheld in written recordings.-The LSW was to have 
assisted with Quality Assurance programs, Advanced Directives, including ensuring all staff members are 
aware of each resident's Code status.-The LSW was to have assisted residents with voicing and obtaining 
resolutions to grievances, making sure that residents were communicated with in a timely manner.-The LSW 
was to assist in policy development, in order to positively impact the quality of care delivered to residents.
-The LSW was responsible for making sure staff members are knowledgeable about Resident's Rights and 
encourages staff to maintain and enhance each resident's dignity in recognition of each resident's 
individuality.-The LSW was to ensure that residents who display mental illness or psychosocial difficulties 
such as coping with grief and loss, will have access to appropriate treatment and resources. 1 Review of 
Resident #3's Level One Nursing Facility admission Screening for Mental Illness, Intellectual Disability or 
Related Condition dated 6/24/24 showed he/she was admitted with diagnoses of:-Sickle-Cell Disease 
Without Crisis- (a chronic genetic condition where red blood cells are abnormally sickle-shaped, leading to 
anemia and potential organ damage, but without the acute pain episodes or severe symptoms of a sickle cell 
crisis). -Schizophrenia- (a severe psychiatric disorder with symptoms of emotional instability, detachment 
from reality, and withdrawal into the self).-Sexual Dysfunction- (a persistent or recurrent inability to 
experience or maintain satisfying sexual activity). Review of Resident #3's medical record showed:-No 
progress notes related to the social worker written from 1/1/25 to present.-There was no evidence of any 
social services interventions or interviews since April 2025.-There was no evidence social services were 
involved in the Sexual Consent Forms completed in August 2025. 2 Review of Resident #4's Preadmission 
Screening and Resident Review (PASRR, DA-124C, a required form to be submitted for any client who 
requests admission to a Medicaid certified bed regardless of the client's payment source; this includes dually 
certified beds both Medicare and Medicaid), dated 6/11/20, showed he/she had the following 
diagnoses:-Schizophrenia.-Psychotic Disorder (a mental disorder in which there is a severe loss of contact 
with reality).-Anti-social Personality Disorder (ASPD-is a mental health condition characterized by a 
persistent pattern of disregard for and violation of the rights of others). -Delusional Disorder (a mental health 
condition characterized by the presence of one or more fixed, false beliefs (delusions) that persist for at least 
one month without other obvious symptoms of psychosis). Review of Resident #4's facility Progress Notes 
dating back to 5/1/25 showed:-The last progress note from the social worker was written 4/25/25. -There was 
no evidence of any social services assessments completed since April 2025.-There was no social service 
input noted in the resident's Sexual Consent Form completed in August 2025. 3 Review of Resident #5's 
PASRR dated 8/8/16 showed he/she had diagnoses of:-Bi-polar Disorder- (a chronic mental health condition 
characterized by extreme shifts in mood, energy, and behavior). -Attention Deficit Hyperactivity Disorder- 
(ADHD-includes a mix of ongoing problems. These can include having a hard time paying attention, being 
hyperactive and being impulsive). -Oppositional Defiance Disorder- (a mental health condition characterized 
by a persistent pattern of defiant, irritable, and aggressive behavior towards authority figures, such as 
parents, teachers, or caregivers).-Impulse Control Disorder- (a group of mental health conditions 
characterized by an inability to resist impulsive behaviors that can have negative consequences for the 
individual or others). Review of Resident #5's facility Progress Notes dating back to 5/15/25 showed:-The 
last progress note from the social worker was written 5/25/25. -There were no social services assessments 
noted since May 2025.-The resident had a Care Plan meeting in August 2025 and there was no evidence of 
any social services representatives having been present for that meeting.-The resident had a previous 
Sexual Consent Form completed which did not show any social services input. 4 Review of Resident #8's 
Facility Face Sheet showed he/she was admitted on [DATE] with the following diagnoses:-Schizophrenia.
-Hallucinations- (sensory experiences that occur without any external stimulus. They can involve any of the 
five senses (sight, hearing, smell, taste, touch) and can be perceived as real and present, even though they 
are not).-Personality Disorder- (a class of mental health conditions characterized by enduring maladaptive 
patterns of behavior, cognition, and inner experience, exhibited across many contexts and deviating from 
those accepted by the culture).-Delusional Disorder. Review of Resident #8's facility Progress Notes dated 
back to 5/1/25 showed:-The last progress note from the social worker was dated 4/25/25. -The resident's 
family had concerns regarding the resident going without clean clothing for long periods of time, the opposite 
sex clothes in his/her closet and the resident were noted in the same clothing for three days in a row. 5 
During an interview on 8/22/25 at 4:05 P.M. the facility Administrator said:-The facility no longer had a 
Licensed Social Worker (LSW).-The LSW from the Consultant Group was filling in as the acting LSW until a 
new LSW started in two weeks. During an interview on 8/27/25 at 11:02 A.M., the Consultant Group's LSW 
said:-He/she was not functioning as the acting LSW for the facility.-He/she was available for questions if the 
facility needed assistance but was not at the facility daily meeting with residents, documenting on residents 
and was only periodically attending Interdisciplinary Team Meetings.-The facility had someone filling in for a 
while, but he/she left several weeks prior.-He/she assisted with some paperwork from time to time but did not 
do all the necessary paperwork usually done by the LSW.-He/she would have expected the facility had an 
LSW functioning in a full-time position once the previous LSW resigned. During an interview on 9/3/25 at 
3:40 P.M. the Corporate Regional Director of Operations said:-The last date the facility had a full time LSW 
was 5/23/25.-A Social Work Services staff member was working until 7/17/25 but that individual was not 
licensed.-He/she felt that the services were being provided through a variety of staff members to ensure the 
residents were cared for. During an interview on 9/4/25 at 12:00 P.M. the Ombudsman said:-He/she 
collaborated with the prior social worker whom would send a list of resident discharges monthly to coordinate 
services. -He/she had not received the discharges from the administration for the months of July and August. 
-He/she had reached out and requested logs for May and June to the Administrator after they had not been 
received for two months, reminding him/her of the regulation and acknowledging that their Social Worker 
previously sent these and was no longer there. The Administrator had sent May and June logs after 
requested. -The Ombudsman program is not required to continually remind facilities of delinquent logs and 
was not responsible to provide education and reminders for facilities when there are staffing changes or a 
sudden drop off in receiving logs. -It was important to receive the discharge logs timely to help the 
Ombudsman program support residents in discharge and transfer processes. The Ombudsman program 
reviews the logs for hospital transfers and confirms readmissions to ensure residents are afforded that 
opportunity or that the discharge process is followed per regulations. Skilled nursing facilities were required 
to provide copies of any discharge letters issued, the logs were another way for the program to cross check 
and potentially support a resident that may have been improperly discharged as well as affords the 
opportunity to provide education to facilities that may be trying to do things correctly but might not have a 
clear understanding of the discharge procedures.
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