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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 provide dignity and respect for two sampled 
residents (Resident #1 and Resident #5) out of five sampled residents when on 8/26/25, [NAME] A failed to 
maintain professional boundaries by hugging and kissing Resident #1 on his/her cheek and taking 
possession of Resident #1's spending card and taking the spending card off the premises of the facility. In 
addition, [NAME] A failed to maintain professional boundaries by hugging Resident #5, which made Resident 
#5 feel uncomfortable. The facility census was 154 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. 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 facility established and maintained a system that assured a full, complete and separate 
accounting, according to generally accepted accounting principles, of each resident's personal funds 
entrusted to the facility on the resident's behalf.-The facility precluded any commingling of resident funds with 
facility funds or with the funds of any person other than another resident.-The facility only accepted funds or 
personal possession from resident upon written authorization from the resident or the resident's designee or 
guardian. Review of the facility policy titled Customer Service, revised 7/31/23, showed:-The purpose of the 
policy was to set expectations for customer service and professional behavior.-Employees were required to 
treat all customers with dignity and respect.-Customers included residents.-Appropriate conduct was 
required in person, by telephone, fax or other written correspondence.-Courtesy and respect were required 
at all times. -Failure to comply with the policy resulted in disciplinary action up to and including termination 
for the first offense, depending upon the severity of the event 1.Review of Resident #1's admission record 
showed:-The resident was admitted to this facility on 4/25/2025.-The resident had a guardian.-The resident 
had the diagnoses of:--Schizoaffective Disorder (a mental health condition that is marked by a mix of 
schizophrenia symptoms, such as hallucinations and delusions, and mood disorder symptoms, such as 
depression, mania and a milder form of mania called hypomania).--Major Depressive Disorder (a mental 
health disorder characterized by persistently depressed mood or loss of interest in activities, causing 
significant impairment in daily life).--Post-Traumatic Stress Disorder (PTSD-a mental health condition that 
develops after experiencing or witnessing a traumatic event, such as a natural disaster, war, violent crime, or 
personal assault).--Borderline Personality Disorder (a mental health condition characterized by intense and 
unstable emotions, impulsive behaviors, and difficulty maintaining healthy relationships).--Obsessive 
Compulsive Personality Disorder (characterized by unreasonable thoughts and fears (obsessions) that lead 
to compulsive behaviors).--Agoraphobia with Panic Disorder (the fear of places and situations that might 
cause panic, helplessness, or embarrassment). Review of the resident's Care Plan dated 4/28/25, 
showed:-The resident had a history of PTSD.-The resident's PTSD affected the resident and flared up 
without any known triggers.-Intrusion or persistently re-experienced stressors in at least one of the following 
ways could cause a PTSD flare up.-- Recurrent memories.--Traumatic nightmares.--Flashbacks.--Prolonged 
distress following traumatic reminders.--Significant physical symptoms after exposure to stressors.--Negative 
alterations in mood and cognitions that began or got worse after the initial event. Review of the resident's 
Preadmission Screening and Resident Review (PASRR-a federally mandated program that requires 
individuals applying for admission to or currently residing in a Medicaid-certified nursing facility to be 
screened to determine if they have a serious mental illness) dated 5/30/25 showed:-The resident had a 
mental health disability.-The resident's limitations included: poor impulse control, poor judgment, and poor 
decision making.-The resident was alert and oriented.-The resident required encouragement and queuing for 
activities of daily living.-The resident required supervision for safety.-The resident required a structured 
environment with low stimulation and minimum visual auditory distractions.-The resident required individual 
personal space.-The resident required financial assistance and financial management services.-The resident 
required individual counseling and psychotherapy.-The resident required 24 hour protective oversight due to 
severity of the residents behaviors and mental illness symptoms. Review of the resident's Quarterly Minimum 
Data Set (MDS-A federally mandated assessment tool required to be completed by facility staff for care 
planning) dated 7/21/25 showed he resident was cognitively intact. During an interview on 8/28/25 at 10:00 A.
M. Resident #1 said:-He/She gave the [NAME] A his/her payment card and asked [NAME] A to go to the 
store on Tuesday, 8/26/25.-The Administrator currently has his/her payment card.-Cook A was suspended 
from his/her job.-Cook A did not spend any money on his/her payment card.-He/She had $200 on the card 
when he/she gave [NAME] A the card and the card still had $200 when staff called to check the balance 
upon return of the card from [NAME] A.-Cook A hugged him/her a lot. During an interview on 8/28/25 at 
12:15 P.M. the resident said:-Cook A kissed him/her on the face in the dining room on Tuesday, 8/26/25.
-He/She didn't think much about the kiss because [NAME] A was always friendly with the female residents.
-Cook A hugged him/her and other female resident's a lot.-8/26/25 was the first time that [NAME] A kissed 
him/her.-He/She has a boyfriend and did not desire a relationship with [NAME] A.-He/She felt that [NAME] A 
kissing him/her was weird.-He/She felt safe at the facility. -He/She has not had any form of sex activity with 
[NAME] A. Review on 8/28/25 at 4:00 P.M. of the resident's Alert Note showed:-The resident communicated 
with [NAME] A on [NAME] A's personal cell phone outside of [NAME] A's working hours.-The resident 
referred to [NAME] A as his/her friend. 2. Review of Resident #5's admission record showed:-The resident 
was admitted to the facility on [DATE].-The resident was his/her own responsible party.-The resident had the 
diagnoses of:--Schizoaffective disorder, bipolar type (a mental health condition that combines symptoms of 
schizophrenia and bipolar disorder).--PTSD.--Anxiety disorder (a mental health condition characterized by 
excessive and persistent worry, fear, and nervousness that can interfere with daily life). Review of the 
resident's Care Plan dated 7/30/25, showed:-The resident had a history of PTSD with symptoms that could 
flare up without any known trigger.-The resident was at risk for high emotions and low emotions.-The 
resident was at risk for increased signs and symptoms of depression.-The resident had impaired coping.-The 
resident required protective oversight.-The resident needed assistance from staff for meeting emotional, 
intellectual, physical, and social needs. Review of the resident's admission MDS dated [DATE] showed the 
resident was cognitively intact. During an interview on 8/28/25 at 1:31 P.M. Resident #5 said:-He/She 
witnessed [NAME] A kissing Resident #1 on Tuesday in the dining room.-Cook A hugged him/her that same 
day in the dining room and it made him/her feel uncomfortable.-He/She overheard [NAME] A ask Resident 
#1 to go around the corner with [NAME] A in the dining room and Resident #1 told [NAME] A, no.-When 
Resident #1 told [NAME] A no [NAME] A asked the resident why and asked Resident #1 if he/she was 
scared, in which Resident #1 replied that they were not scared but knew it was not right and did not want to 
get into trouble.-Cook A approached the dining room table where him/her and Resident #1 were sitting more 
than once on Tuesday, 8/26/25.-He/She remembered [NAME] A hugging and kissing Resident #1 twice.-The 
second time that [NAME] A approached the table, [NAME] A looked at him/her and asked why every time 
he/she came over to talk to Resident #1, he/she looked at them and got in their business. 3. Review of 
Resident #4's admission record showed:-The resident was admitted to the facility on [DATE].-The resident 
had diagnoses of:--Major Depressive Disorder.--Personality Disorder.--PTSD.--Generalized Anxiety 
Disorder--Paranoid Schizophrenia (a subtype of schizophrenia, a chronic mental health condition 
characterized by persistent delusions and hallucinations). Review of the resident's Annual MDS dated 
[DATE] showed the resident was cognitively intact. During an interview on 8/28/25 at 10:55 A.M. Resident #4 
said:-The only male staff member that he/she didn't feel safe around in the facility was a staff member 
named [NAME] A.-A few months ago, when he/she was standing in his/her room when [NAME] A came up to 
the door and asked the resident for a kiss.-That was the second time that [NAME] A asked him/her for a kiss, 
but he/she could not recall when the first time happened.-He/She reported it to the staff, and an investigation 
was done and then dropped.-The same staff member, [NAME] A, was now kissing on Resident #1.-He/She 
did not witness [NAME] A kissing Resident #1, but other residents have and were talking about it.-He/She felt 
that [NAME] A was rebounding to another female because he/she told on him/her 4.During an interview on 
8/28/25 at 9:45 A.M. the Administrator said:-There was no sexual allegation incident reported to him/her 
involving [NAME] A and Resident #1.-Cook A was a cook for the facility.-He/She terminated [NAME] A on 
8/27/25 for taking Resident #1's payment card out of the facility.-Cook A did not spend any of Resident #1's 
money.-Resident #1 gave their payment card to [NAME] A on Tuesday, 8/26/25 and asked [NAME] A to go 
the store.-When it was reported to him/her, [NAME] A was placed on suspension, and an investigation was 
started.-Cook A was terminated as a result of the investigation. During an interview on 8/28/25 at 10:36 A.M. 
Certified Nurse Assistant (CNA) A said:-He/She worked on the women's unit in the facility.-Cook A worked in 
the kitchen and use to bring meal tickets to the women's unit but the facility stopped [NAME] A from this duty 
because one of the residents said he/she was kissing on him/her.-Resident #4 was the resident that claimed 
[NAME] A was kissing on her.-This allegation occurred four months ago, and the Administrator was made 
aware of the situation.-The current Administrator was the Administrator when this accusation occurred.
-He/She never witnessed [NAME] A go in and out of resident's rooms.-Talk started going around that 
[NAME] A was trying to kiss on a different resident, Resident #1, recently.-He/She never saw a male on the 
unit without being escorted by a female staff member. During an interview on 8/28/25 at 11:05 A.M. Dietary 
Manager said:-He/She worked at the facility for over 18 years.-He/She did not allow male staff members to 
go on the women's unit without an escort from a female staff member.-A recent situation confirmed 
something that he/she thought had been going on for a while.-His/Her previous [NAME] A kissed Resident 
#1 on his/her face in the dining room and he/she witnessed it.-When he/she came out of the kitchen and saw 
[NAME] A bent down kissing Resident #1, he/she yelled for [NAME] A to stop.-Staff members in the dining 
room during the incident were the Staffing Coordinator and Human Resources Manager. -He/She reported 
the incident to the Administrator and told the Administrator that he/she witnessed [NAME] A kiss Resident #1 
on the side of the face.-There were other residents sitting at the table at the time of the incident.-He/She was 
suspicious of the way [NAME] A approached the female resident's for some time now but never was able to 
prove it until the incident occurred.-The incident happened at the table in front of the steam table and was 
caught on camera. During an interview on 8/28/25 at 11:15 A.M. Dietary Aide said:-He/She has worked at 
the facility for over a year.-He/She has not witnessed anything inappropriate between staff and residents but 
has heard things.-He/She noticed that a previous coworker, [NAME] A seemed to be really touchy with the 
female residents and he/she did not like that.-Cooks and dietary staff were trained to stay in the kitchen 
when residents were in the dining room unless they had a legitimate reason to be out of the kitchen and 
[NAME] A always seemed to want to hang around the female residents. During an interview on 8/28/25 at 
11:31 A.M. Human Resources Manager said:-He/She witnessed [NAME] A in the dining room on 8/26/25 
leaning over Resident #1's chair and [NAME] A's face being pressed against the resident's face.-He/She was 
unable to see exactly what transpired from his/her vantage point but did see [NAME] A leaned down, put 
his/her arms around Resident #1, and their faces being very close together.-He/She reported what he/she 
saw to the Administrator immediately. During an interview on 8/28/25 at 11:45 A.M. Staffing Coordinator 
said:-He/She witnessed a staff member, [NAME] A leaning down over the Resident #1 and being face to face 
with the resident in the dining room on 8/26/25. -He/She was unable to decipher whether [NAME] A was 
kissing Resident #1 or not from where he/she was sitting in the dining room but knew that it looked 
inappropriate, so he/she approached [NAME] A and told him/her to get away from the resident and go back 
to the kitchen.-He/She could not tell if [NAME] A was kissing Resident #1 or whispering in Resident #1's ear, 
but [NAME] A was face to face with Resident #1.-He/She did not report it to the Administrator because 
he/she knew that the Dietary Manager and the Human resource Manager reported it.-The incident was 
captured on camera. During an interview on 8/28/25 at 12:45 P.M. the Administrator said:-Resident #1 just 
informed him/her about [NAME] A kissing him/her on Tuesday in the dining room.-He/She had not started an 
investigation on the incident but was going to start one immediately.-Cook A would not be returning to the 
facility and was terminated.-He/She would expect all staff to remain professional and not hug or kiss 
residents in the facility. Observation on 8/28/25 at 1:20 P.M. of the facility's video surveillance showed:-Cook 
A approached Resident #1 and Resident #5's table on at least two different occasions.-On the first approach, 
[NAME] A hugged Resident #1 and Resident #5 and then walked away.-Cook A was observed looking at 
Resident #1 several times as he/she was walking around the dining room and going in and out of the kitchen 
doors.-One the second approach to Resident #1 and Resident #5's table, [NAME] A went behind Resident 
#1, leaned down and was face to face with Resident #1.-The back of [NAME] A's head as [NAME] A's face 
was pressed against Resident #1's face. During an interview on 8/28/25 at 1:45 P.M. Psychiatric Nurse 
Practitioner said:-He/She did not know about [NAME] A taking Resident #1's payment card.-He/She did not 
know about [NAME] A kissing or hugging Resident #1 or Resident #5. -A staff member should never cross 
the boundaries of hugging or kissing a resident.-With Resident #1 and Resident #5's psychiatric diagnoses, a 
staff member hugging and kissing them could have cause both resident's emotional harm.-He/She felt that 
the incident of the staff member hugging and kissing Resident #1 and Resident #5 could have prompted the 
residents to enjoy the attention from the staff member and caused both resident's to have other seeking 
behaviors.-A staff member hugging and kissing a resident could also trigger some negative emotional 
outcome as many of the residents in the facility had past sexual trauma.-He/She expected the staff member 
to not accept the resident's money card or to turn into the administration immediately and not left the building 
with it.-He/She expected a staff member to remain professional and never hug or kiss a resident. During an 
interview on 8/28/25 at 2:10 P.M. Resident #1's guardian said:-He/She was not aware that the resident gave 
a staff member their payment card and the card left the premises with a staff member.-He/She was not 
notified by the staff about the resident being kissed or hugged by a staff member on Tuesday, 8/26/25.
-He/She expected staff members to have professional boundaries and not hug or kiss resident's, especially 
with the mental health diageneses that the residents in the facility had.-The resident being hugged and 
kissed by a male staff member could potentially cause the resident a negative outcome as the resident had a 
history of hypersexual behaviors. During an interview on 8/28/25 at 3:00 P.M. [NAME] A said:-Resident #1 
was begging him/her to take his/her payment card to the store and buy him/her some sugar.-He/She took the 
Resident #1's payment card from the resident on Tuesday, 8/26/25 and placed it in his/her pocket with the 
intention to do the resident a favor and take it to the store to buy Resident #1 some sugar.-He/She was 
leaning down and whispering in Resident #1's ear in the dining room on Tuesday, 8/26/25 to talk to the 
resident about what all the resident wanted from the store.-He/She was approached by staff when in the 
dining room while he/she was leaning down to talk to Resident #1 and was told to stop and asked what 
he/she was doing.-He/She was escorted off of the premises while the staff conducted an investigation on 
what occurred in the dining room.-He/She remembered that he/she still had the resident's payment care after 
leaving the facility and returned to the facility to give the resident's card to the Administrator.-He/She hugged 
Resident #1 and Resident #5 while in the dining room.-He/She may have inadvertently kissed Resident #1 
on the side of her face when he/she was bent down talking to her, stating I can't remember for sure, but I 
probably did.-He/She came from a family that is very touchy and many times when they hug each other, they 
kissed each other.-He/She had no sexual desire for either Resident #1 or Resident #5.-He/She never kissed 
any other residents at the facility.-He/She knew it was wrong to take the residents payment card but wanted 
to do the resident a favor. During an interview on 8/29/25 at 10:33 A.M. Assistant Administrator said:-Staff 
reported to the Administrator and him/herself that [NAME] A kissed Resident #1 after the incident occurred 
on Tuesday, 8/26/25. -He/She escorted [NAME] A off of the premises after the incident was reported to 
Him/Her.-After he/she escorted [NAME] A off of the premises Resident #1 informed the Administrator that 
[NAME] A had Resident #1's spending card.-The Administrator called [NAME] A and told [NAME] A that 
[NAME] A needed to return the resident's spending card to the facility.-He/She would expect staff the remain 
professional and not hug or kiss residents.-He/She would expect staff to remain professional and not take a 
resident' spending card from a resident. Complaint 2602086

22265822

02/05/2026


