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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record review during the Abbreviated Survey (NY00376400) the facility did not 
ensure that 1 of 3 residents (Resident #1) investigated for abuse remained free from abuse. Specifically, on 
3/27/2025, Resident #1, who was severely cognitively impaired with a history of wandering and entering 
other residents' rooms, was found in Resident #2's bed. Resident #2, who was cognitively intact, stated that 
they did touch Resident #1 on their breasts per their request. Resident #1 lacked the capacity to make sound 
decisions at the time of the incident. The facility investigative conclusion found that no abuse had occurred.
The findings include:The Facility Policy titled Abuse revised 6/1/2024 documented that the facility has 
designed and implemented processes which strive to ensure the prevention, and reporting of suspected or 
alleged resident/patient abuse, neglect, mistreatment and /or misappropriation of property. The Facility 
incident report dated 3/27/2025 documented that Resident #1 was found in Resident #2's bed. Resident #2 
admitted to touching Resident #1's breasts when Resident #1 asked. Resident # 1 had diagnoses that 
included unspecified dementia, cerebral infarction, and unspecified psychosis. The Quarterly Minimum Data 
Set, dated [DATE], documented that the resident had severely impaired cognition, no behaviors, self-propels 
wheelchair independently, and a wander guard in use daily. The Annual Minimum Data Set, dated [DATE], 
documented that the resident had severely impaired cognition, no behaviors, self-propels wheelchair after 
set up assistance, and a wander guard in use daily. Resident #1's care plan initiated 4/4/2022, Resident at 
risk for misappropriation, neglect, abuse, and/or exploitation related to impaired cognition, documented a 
goal that resident will not experience any form of abuse, neglect, misappropriation, or exploitation. 
Interventions initiated 4/4/2022 included assessment of resident for any signs of abuse and investigate all 
allegations of abuse promptly Resident #1's care plan initiated 3/3/2022, Resident exhibits risk for 
elopement, cognitive impairment/decline, and wandering, documented a goal that resident safety will be 
maintained. Interventions initiated 3/3/2022 documented distract resident from wandering, identify patterns 
and triggers for wandering, and use of wander guard management device. Resident #1's care plan initiated 
2/6/2023, Resident exhibits behavior symptoms including trying to feed and care for other residents and 
wanders into other residents' rooms, documented a goal that resident will exhibit less behaviors, safety will 
be maintained, and resident will not harm self. Interventions initiated 2/6/2023 included distracting resident 
with activities of interest, resident to sit at nurses' station as tolerated, and distract resident with activities. 
During an observation and interview on 7/9/25 at 2:06PM, Resident #1 was observed sitting in a wheelchair 
in the Unit A hallway. They were pleasant, denied any complaints, did not appear fearful or distressed, and 
were dressed appropriately. Resident #1 was interactive and engaging but had limited comprehension and 
unable to carry on effective conversation. Resident #2 had diagnoses that included, but not limited to, 
cerebral infarction, hemiplegia affecting the left side, and depression.The Quarterly Minimum Data Set, dated 
[DATE] documented intact cognition, no behaviors, antidepressant use, no antipsychotic medication use.The 
admission Minimum Data Set, dated [DATE] documented moderately impaired cognition, no behaviors, no 
antidepressant or antipsychotic medication use. There was no documented evidence, including a care plan, 
of Resident #2 exhibiting any type of behavior, including sexually inappropriate behavior prior to 3/27/2025. 
During an observation and interview on 7/9/2025 at 10:55AM, Resident #2 was observed in their bed, 
dressed, awake, and engaging. They denied any complaints. Resident did not exhibit any inappropriate 
comments or actions.During an interview on 7/10/25 at 3:10PM, Resident #2 stated that they remember the 
incident involving Resident #1 on 3/27/2025. They stated that they were both at an activity, after which 
Resident #1 asked them to keep them company. Resident #1 asked to use their bathroom which they 
allowed. Then Resident #1 asked them to touch and have oral contact with their breasts, which they stated 
they did. Resident #2 stated that Resident #1 then asked to lay down and invited them in the bed with them, 
but they stated there was not enough room, so they stayed in their wheelchair while Resident #1 rested. An 
aide arrived shortly after that, and many more people came including the police. They stated they thought 
Resident #1 was just hard of hearing, not cognitively impaired. During an interview on 7/9/2025 at 3:05PM, 
Certified Nurse Aide #1 stated that Resident #1 does wander. On 3/27/2025 they were looking for Resident 
#1 at dinner time and located them in Resident #2's room in their bed. They stated they monitor Resident #1 
very closely now, hourly rounding was implemented after the incident. During an interview on 7/9/2025 at 
3:36PM, Registered Nurse Supervisor #2 stated that they were the Supervisor on duty at the time of the 
incident. They stated that Resident #1 was observed in Resident #2's bed, and Resident #2 was in their 
wheelchair. Resident#1 was fully dressed, but they could see their brief and pants were down a little bit. 
They stated that Resident #2 stated that they did touch Resident #1's breasts but denied further sexual 
activity. Resident #1 was removed from the room, could not recall the incident, and did not appear 
distressed. They performed a physical assessment which revealed no findings. Resident #1 has a history of 
wandering and does go in other residents' rooms at times.During an interview on 7/10/25 at 10:40AM, 
Licensed Practical Nurse Unit Manager #4 stated Resident #1 has always had a history of wandering, but 
they haven't seen them wandering onto Unit B in some time, the staff usually redirect them back to Unit A. 
During an interview on 7/10/25 at 11:00AM, the Director of Social Work stated they monitor Resident #1 
closely because they have a history of wandering. During an interview on 7/10/25 at 11:20AM, Registered 
Nurse Unit Manager #5 stated they were not at the facility the day of the incident. Resident #1 has severely 
impaired cognition. They do not have any behaviors except the wandering, and a wander guard is in place. 
Sometimes Resident #1 would wander through the facility in the hallways and they have tried to help other 
residents but is not exit seeking. They have always tried to monitor the resident closely, but the documented 
enhanced supervision was implemented after the incident. During an interview on 7/10/25 at 11:46AM, 
Certified Nurse Aide #6 stated that they were working the day of the incident and did observe Resident #1 in 
Resident #2's bed. They stated Resident #2 may have said something about feeling Resident #1 up. During 
an interview on 7/10/25 at 12:02PM, Certified Nurse Aide #7 stated Resident #1 is confused, and wanders in 
the hallways. They have wandered into other residents' rooms and transferred into their beds. Since the 
incident they are monitoring them closely every hour. During an interview on 7/10/25 at 12:20PM, Licensed 
Practical Nurse #8 stated Resident #1 is pleasantly confused, oriented to self, no behaviors except 
wandering, does try to help other residents and they have wandered into other residents' rooms. During an 
interview on 7/10/25 at 12:36PM the Activities Director stated Resident #1 can self-propel to activities, but 
since the incident activities staff transports them to and from the activities and notifies nursing. Frequent 
monitoring is in place since the incident. They don't seat any cognitively impaired residents with Resident #2 
now. During an interview on 7/10/25 at 1:00PM, the Administrator stated they were informed immediately of 
the incident on 3/27/2025. The residents were already separated when they arrived on the unit. Resident #2 
stated they did touch Resident #1's breasts because Resident #1 asked them to but denied anything more. 
Resident #2 stated they did not know that Resident #1 had limited capacity. The Administrator stated that the 
police were contacted and arrived and spoke with Resident #2. Resident #1 was not able to recall the event. 
They stated no other incidents with Resident #1 or Resident #2 have occurred since the incident on 
3/27/2025. During an interview on 7/10/25 at 1:20PM, the Director of Nursing stated the enhanced 
monitoring was implemented for Resident #1 after the incident because of their wandering history and both 
residents were placed on behavioral monitoring. During a follow up interview on 7/10/25 at 4:00PM, the 
Administrator stated that they did not conclude that abuse occurred because there was no ill intent, and it 
was not malicious. 10NYCRR 415.4(b)(1)(i)
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