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F 0600

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46613

THE FOLLOWING DEFICIENCY REPRESENTS AN INCIDENT OF PAST NON-COMPLIANCE THAT WAS 
SUBSEQUENTLY CORRECTED PRIOR TO THIS SURVEY.

Based on medical record reviews, review of Self-Reported Incident (SRI), staff and guardian interviews and 
review of facility policy, the facility failed to ensure resident was free from abuse. This affected one (#102) 
out of the three residents reviewed for abuse. The facility census was 110.

Findings include:

Review of the medical record for Resident #102 revealed an admitted [DATE] with medical diagnoses of 
chronic respiratory failure, [NAME]-[NAME] Syndrome (multisystem disorder characterized by developmental 
delay and impaired cognition), hypothyroidism, obesity, and mild intellectual disabilities. 

Review of the medical record for Resident #102 revealed an admission Minimum Data Set (MDS) 
assessment, dated 08/14/24, which indicated Resident #102 had severe cognitive impairment and was 
dependent upon staff for toileting, bathing, bed mobility, and transfers. The MDS indicated Resident #102 did 
not ambulate.

Review of the medical record for Resident #102 revealed a Social Service note, dated 09/12/24 at 2:57 P.M., 
which stated the Social Work staff called Resident #102's guardian and informed him about inappropriate 
behavior happening to Resident #102. The note stated the facility was handling the behavior by increasing 
staff monitoring and the guardian was happy with the outcome and appreciated the notice. Further review of 
the medical record for Resident #102 revealed a nurse's note, dated 09/14/24 at 2:56 P.M., which stated per 
the Administrator's request a complete head to toe assessment was completed for Resident #102 which 
showed no evidence of bruising or trauma noted externally. 

Review of the medical record for Resident #115 revealed an admitted [DATE] with medical diagnoses of 
diabetes mellitus, atrial fibrillation, peripheral vascular disease, and depression. Review of the medical 
record for Resident #115 revealed a discharge date of [DATE]. 
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Review of the medical record for Resident #115 revealed a Social Service note, dated 09/11/24 at 2:04 P.M. 
which stated Social Work staff received report from staff that Resident #115 was being verbally 
inappropriate. The note stated Social Work staff spoke with Resident #115 and Resident #115 agreed to he 
would try to refrain from unacceptable behaviors directed towards staff and residents. The note stated 
Resident #115 had been counseled many times by different facility staff regarding his behaviors. Review of 
the medical record for Resident #115 revealed a Social Service note, dated 09/14/24 at 5:13 P.M., which 
stated Resident #115 had been sent out for a psychiatric evaluation for risk of harm to self and others per the 
Administrator's request.

Review of the facility SRI, dated 09/14/23, revealed an investigation was completed for allegation of sexual 
abuse against Resident #102 by Resident #115. Resident #102 alleged that Resident #115 touched her 
inappropriately. The investigation included staff and resident interviews, staff education on abuse, resident 
physical assessments, and notification to Resident #102's guardian, the police, and physician. 

Interview on 10/10/24 at 9:54 A.M. with Resident #102's guardian stated he was notified on 09/14/24 by the 
Administrator that Resident #102 had been inappropriately touched by Resident #115. Resident #102's 
guardian stated he was informed that Resident #115 had been touching Resident #102 with his fingers, 
maybe even penetrating Resident #102 and was kissing her. Resident #102's guardian stated Resident #102 
informed him that Resident #115 touched her, and she did not like it. Resident #102's guardian stated the 
police were notified and the incident was being investigated but he was informed by the police that charges 
would probably not be filed due to lack of evidence. Resident #102's guardian stated he did not believe 
Resident #102 would be able to understand the meaning of consent or even sexual intercourse. Resident 
#102's guardian stated Resident #102 was not sent out to the hospital for a physical examine per his request 
because he did not want to put Resident #102 through the experience since there was not any evidence of 
sexual intercourse. 

Interview on 10/10/24 at 10:16 A.M. with Administrator stated she was informed by the facility staff on the 
morning of 09/14/24 that Resident #102 had reported to staff that Resident #115 kissed her and that they 
were in a relationship which included sexually inappropriate touching and kissing. Administrator stated she 
immediately started an investigation and notified the police department. Administrator stated she interviewed 
Resident #115 who admitted to kissing Resident #102, putting his penis on her mouth and touching her 
inappropriately. Administrator stated she interviewed Resident #102 who stated Resident #115 put his penis 
in her mouth and touched her private area. Administrator stated Resident #102 denied having sexual 
intercourse with Resident #115. Administrator stated Resident #102 and Resident #115's stories had 
inconsistencies regarding the number of times they were together or what actually occurred between them. 
Administrator stated no staff reported ever seeing Resident #102 or Resident #115 together in a private area 
but only in therapy gym. Administrator stated a few days prior to the incident on 09/14/24, the staff were 
made aware that Resident #102 had a crush on Resident #115 who she met in therapy. Administrator stated 
Social Work staff notified Resident #102's guardian of Resident #102's infatuation with Resident #115 and he 
asked that the two residents' only see each other in public common areas. Administrator stated Resident 
#115 had no history of sexual abuse but would make lewd comments to staff. Administrator stated staff 
never observed Resident #115 in Resident #102's room. Administrator stated Resident #115 was put on 
one-on-one supervision on 09/14/24 until he discharged on [DATE] and had no further contact with Resident 
#102.
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Interview on 10/10/24 at 11:16 A.M. with Social Service designee (SS) #208 and Social Service Director 
(SSD) #209 revealed SS #208 stated Resident #102's guardian was notified that Resident #102 and 
Resident #115 were in a relationship on 09/12/24 and that Resident #102's guardian did not approve of the 
relationship but stated they could be together in public viewing areas. SSD #209 stated the facility was not 
aware of any inappropriate contact between the two residents at that time but wanted to make Resident 
#102's guardian aware of the relationship. SS #208 stated the facility intervention to ensuring Resident #102 
and Resident #115 were not together in a private area was to increase staff rounds on Resident #102's hall 
since she required staff assistance for transfers and wheelchair mobility. SS #208 stated Resident #102 has 
not had any behaviors, crying, or withdrawal because of the interaction between her and Resident #115. 

Review of the facility policy titled, Abuse, reviewed 11/20/23, stated all residents have the right to be free 
from abuse, neglect, exploitation, and misappropriation of resident property. The policy stated abuse 
included verbal, sexual, physical, and mental abuse. 

The deficient practice was corrected on 09/15/24, when the facility implemented the following corrective 
actions:

 On 09/14/24, Resident #115 was put on one-on-one supervisor.

 On 09/14/24, Administrator initiated SRI and investigation which included interviews with residents and staff.

 On 09/14/24, Administrator notified the local police department, Resident #102' guardian, and Medical 
Director.

 On 09/14/24, Regional Clinical Service Manager provided education to Administrator and Director of Nursing 
(DON) regarding abuse.

 On 09/14/24, facility nurse completed head to toe assessment for Resident #102 and had no negative 
findings. 

 On 09/14/24, DON/Social Service completed interviews with all residents and no concerns were voiced 
about abuse except for Resident #102.

 On 09/14/24, Administrator, DON, and unit managers educated all staff on abuse. Education was completed 
by 09/15/24.

 On 09/14/24, Resident #115 was sent to the hospital for a psychiatric evaluation and returned to the facility 
09/15/24. 

 On 09/14/24, Quality Improvement Performance Assurance (QAPI) meeting conducted with Medical 
Director, DON, and Administrator. 

 On 09/14/24, Unit Managers to audit three residents weekly for four weeks. No additional abuse concerns 
were identified.
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 On 09/14/24, DON to interview three staff members weekly for four weeks on the facility abuse policy. No 
additional abuse concerns were identified.

 On 09/15/24, DON and floor staff completed head to toe assessments on all residents. No additional abuse 
concerns were identified.

This deficiency represents non-compliance investigated under Complaint Number OH00158222.
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