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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interview, the facility failed to monitor and prevent sexual abuse for 1 (#1) 1 
sampled resident reviewed for abuse.The director of nursing identified 62 residents resided in the facility. 
Findings:Findings: An undated, Elder Abuse Policy and Procedure, read in part, It is the policy of .to 
thoroughly investigate all allegations concerning resident abuse .to prevent further abuse .pending an 
investigation. This facility reserves the right to take whatever actions it, in its sole discretion, deems 
appropriate to investigate and to prevent possible abuse .Abuse: Any intentional act of one or more of the 
following .sexual physical, mental/emotional .involuntary seclusion which may be imposed on a resident of 
this facility by any .or other residents .Abuse is a non-accidental .or sexual abuse, whenever there is 
impermissible or unjustifiable harmful or offensive contact with the resident .Contact with a resident may 
constitute abuse even if there is no evidence of physical injury, as long as there has been significant 
psychological harm. Significant psychological harm has occurred if .the contact intimidates the resident .or 
the contact subjects the resident to .loss of privacy or personal dignity, and the contact causes noticeable 
level of .emotional distress .examples .twisting, squeezing, or pinching part of resident's body .sexual 
molestation .Neglect is when a caregiver fails to provide treatment or services which are necessary to 
maintain or improve resident's health or safety and this failure results in lack of expected improvements or 
noticeable deterioration of physical, mental, or emotional condition and jeopardy to health, safety, or welfare .
Examples .failure to adequately supervise resident's whereabouts .Battery is touching someone without 
permission .roughly, or forcing someone to do something they don't want to do.An undated, Abuse 
Prohibition Training Program, read in part, The abuse prohibition program promotes resident safety and 
prevents abuse in the long-term care environment. It is designed to give .confidence in the facility's ability to 
minimize the risk of abuse within the facility. Abuse can be resident to resident .remember .most residents 
are placed in long term care facilities to provide them with a safe environment. Abuse is serious business.
Res #1's EHR, under face sheet, showed them as their own responsible party.Res #1's EHR, under medical 
diagnosis tab, showed a medical diagnosis, dated 04/15/25, of unspecified dementia, unspecified severity 
with other behavioral disturbance. Res #2's, EHR, under medical diagnosis tab, showed a medical diagnosis, 
dated 05/19/25, of hypertension and kidney failure.Res #1's care plan, dated 09/02/25, showed the resident 
had impaired cognitive function/dementia or impaired thought processes r/t dementia, short term memory 
loss with behavioral disturbances.Res #1's quarterly MDS, dated [DATE], showed the resident admitted to 
the facility 03/08/23 and had a BIMS of 03 which indicated a cognitive status of severe impairment.A nursing 
note, dated 10/05/25, read in part, [Resident #1] was found in another Resident's room [Resident #3], with a 
[gender withheld] [Resident #2]. Both were on the bed [they] were sitting on the bed, and the [gender 
withheld] [Resident #2] was lying back on the bed with the zipper of [their] pants open. Separated residents 
and sent them to their respective rooms. Notified DON.An OSDH form 283, dated 11/10/25, read in part, 
Allegation of abuse/mistreatment .housekeeper came to this nurse and reported another resident had 
touched this resident on the breast. Nurse asked both residents, in which the other resident stated [they] did 
not and that this resident did it to [themselves.] Nurse asked a resident sitting directly next to the incident, in 
which the resident states, 'I did not see anything, leave me out of it.' This nurse immediately went to DON 
and cameras were watched to verify incident.A Behavior Note, dated 10/03/25 by LPN #5, read in part, 
Activities staff came to nurses' desk and stated that [Resident #2] and [Resident #5] were making out in the 
activities room. [Resident #2] and other [Resident #5] were sitting beside each other and [Resident #2] stated 
[they] wanted the other [Resident #5] separated. Spoke with staff and [Resident #5] stated [Resident #2] was 
a 'willing participant.' Residents were separated and will continue to monitor.A Behavior Note, dated 10/04/25 
at 11:46 a.m., by LPN #2, read in part, One of our cognitively impaired residents kicked [Resident #2] and 
[they] turned around and [their] fist up like [they were] going to hit [them.] Staff redirected both residents 
away from each other. [Resident #2] was reminded that the resident who kicked [them] does not know what 
[they were] doing due to [their] cognitive status and that if [they] kicked [them] again, [they needed] to step 
away from [them] and get a staff member.A Behavior Note, dated 10/04/25 at 9:01 p.m., by LPN #4, read in 
part, CMA notified nurse that [they] could not find [Resident #2] to give evening medications. Looked for 
[Resident #2] and found [them] in [Resident #3] room lying in bed B with [their] pants unzipped with [Resident 
#1] sitting on the bed beside [them]. Nurse sent residents back to their respective rooms. Called DON to 
notify regarding behaviors.A Behavior Note, dated 10/05/25 at 1:04 p.m., by RN #1, read in part, [Resident 
#2] found sitting up front of building on couch with a cognitively impaired [gender withheld] with [their] arm 
the top of [their] shoulders. This nurse requested [Resident #2] walk with me, which [they] did. Spoke with 
[Resident #2] and told [them] could not be cuddling up with this [gender withheld.] He said, 'I know. I know. 
I'm sorry.' Resident ambulated to dining room. Will continue to monitor.A Behavior Note, dated 10/05/25 at 
1:15 p.m., by RN #1, read in part, [Resident #2] ambulated through dining room and around back to day 
room where [they] called previous [gender withheld)] resident back over to sit with [them] again. [Resident 
#2] noted to be holding [their] hand when this nurse approached. Requested [Resident #2] to please move 
away from said [gender withheld.] [Resident #2] stated, 'I'll just fuckin go to my room!' and was heard 
mumbling curse words down [their] hall.A Behavior Note, dated 10/05/25 at 3:00 p.m., by LPN #6, read in 
part, Aid came to nurse station, stating what if [family member #4] walked in and seen [them] holding hands 
with [Resident #4], at this nurse then walked over and asked [Resident #2] to quit holding hands with 
[Resident #4], that [they] was married and this was not appropriate, [Resident #2] grinned and said, 'ok', this 
nurse also reminded [Resident #2] that [RN #1] had already advised [them] that [they] was not to have 
physical contact with any of the [gender withheld] residents. [Resident #2] stated, 'no [they] did not', I said 
yes [they] did and these actions would not be tolerated, at this point [RN #1] came and reaffirmed [RN #1] did 
in fact advise [Resident #2] this was inappropriate. [RN #1] and myself stood by and asked [Resident #2] to 
either move seats or go to [their] room, [they] continued to sit next to [Resident #4], I stated, [Resident #2] 
please either go to your room or move to another seat away from [Resident #4]. [Resident #2] looked at me 
and said, 'only because you said please,' [they] then got up and went to [their] room.A Behavior Note, dated 
10/05/25 at 3:18 p.m., read in part, DON notified of [Resident #2] recent reoccurring behaviors. Stated [they 
the DON] would contact family. Resident placed on 1:1 with staff at this time.A Communication with family, 
NOK, POA, dated 10/05/25 at 3:52 p.m. by RN #1, read in part, DON spoke with residents POA concerning 
[Resident #2] behaviors towards other residents, POA agrees to sending referrals out to .and .Referrals 
faxed out .[Resident #2] to remain 1 on 1 with staff until further notice for resident safety.A Behavior Note, 
dated 10/06/25 at 8:21 a.m., by LPN #2, read in part, Staff told [Resident #2] that [they] had to sit in one of 
the chairs in the day room and could not sit on the couch with anyone else. Res (#2) replied to the staff 
member, 'Shut the fuck up.' and proceeded to go to [their] room.A Behavior Note, dated 10/06/25 at 11:16 a.
m., by the DON, read in part, Spoke with [name deleted] social worker that was the social worker who we 
worked with to get [them] into the facility. [They] had started with unwanted attention (in a romantic nature 
and/or sexual nature) to our vulnerable elderly [gender withheld] in the facility with dementia. [They had] 
been told numerous times that [they] cannot do that and explained why but has cursed staff and disregarded 
the instruction. Me and the Administrator spoke with [Resident #2] this am and explained to [them] that [they] 
cannot go into a [gender withheld] room nor can [they] make advances to the [[gender withheld] in this facility 
especially those who have dementia. I explained that we have spoke with the social worker and sent 
referrals out to other facilities who might take [them] into their facility and [they] said that was fine 'send me 
out of here'. This behavior was noticed on Saturday and [they] had been one on one since then until we can 
find a place for [them] to go. We will continue to monitor this situation very closely and [they] will continue 
with the one on one.A Behavior Note, dated 10/06/25 at 11:51 a.m., by LPN #2, read in part, [Resident #2] 
went into the activities room and went up to talk to one of the [gender withheld] residents. Staff told [Resident 
#2] that [they] needed to move to another seat. [Resident #2] went to another table across the room facing 
the same resident and proceeded to start making faces and hand gestures, sticking out [their] tongue in a 
sexually suggestive manner. [Resident #2] then started making the same gestures to another cognitively 
impaired resident and [they] were moved away from [them]. [Resident #2] remains 1 on 1 direct supervision 
with staff member. After 10/09/25 at 11:47 p.m. until 10/22/25 p.m. there was no one on one documentation 
for Resident #2 for 13 days or 16 days after the DON documented, [Resident #2] has been one on one since 
then until we can find a place for [them] to go.A Behavior Note, dated 10/12/25 at 1:31 a.m., read in part, 
twice this shift [Resident #2] has gotten up and roaming around, stops at the nurse's station saying, 'this 
place is a piece of shit' then walks off [they] has gone down wrong hallway and when asked [they] says [they] 
is looking for [their] room, once directed to hall 4 [they] goes straight to [their] room and lays down.A 
Behavior Note, dated 10/12/25 at 7:23 p.m., read in part, [Resident #2] found to be sitting next to [gender 
withheld] resident with dementia holding hands. [Resident #2] was asked to scoot away. [Resident #2] got up 
rounded the desk cursing, said 'what the fuck is this shit?'A Behavior Note, dated 10/15/25, read in part, 
[Resident #2] noted to be sitting next to a [gender withheld] resident with dementia on couch in dayroom. 
This nurse approached residents to ensure [Resident #2] was not being inappropriate. Encouraged [Resident 
#2] to sit in one of the many empty chairs, [Resident #2] became angry stating, 'I don't know about this shit.'A 
Psychiatric Progress Note, dated 10/15/25, read in part, Staff have no new reports or requests regarding pt 
at this time.Resident #2's, care plan, dated 10/26/25, read in part, behavior problem, [they] attempted to be 
sexually/romantically inappropriate with other residents .[they] will have no evidence of behavior problems 
through the review date .caregivers to provided opportunity for positive interaction, attention .
explain/reinforce why behavior is inappropriate and/or unacceptable to the resident .intervene as necessary 
to protect the rights and safety of others .remove from situation and take to alternate location as needed .
monitor behavior episodes and attempt to determine underlying cause. Consider location, time of day, 
persons involved, and situations. Document behavior and potential causes .Praise any indication of 
resident's progress/improvement in behavior.A Communication with resident dated 10/22/25 at 4:21 p.m., 
read in part, It was brought to the attention of the administrator and the director of nursing about [Resident 
#2] going into [gender withheld] resident's rooms after being told [they] cannot go into a [gender withheld] 
resident's room especially if they have dementia. [Resident #2] became very defensive and aggressive 
slamming the glass door to the DON's office. Called [family member #2 POA guardian] to tell [them] that 
[Resident #2] will have to be discharged d/t disregard for [gender withheld] residents and going into their 
room after being told many times not to do that. [Resident #2] has been a one on one before for this type of 
behavior with [gender withheld] residents but continues to disregard instruction and gets very defensive and 
aggressive. I (DON) called [their] [family member #2] and told [them] [Resident #2] cannot stay here anymore 
giving [them] a verbal 30-day notice and will give them (Resident #2 and POA/guardian) a written 30-day 
notice. I [DON] have sent out referrals before when [Resident #2] was inappropriate, but no one would take 
[Resident #2], but we cannot subject our vulnerable [gender withheld] residents to this type of inappropriate 
behavior. [Resident #2] is one on one until this inappropriate behavior can be resolved.A Behavior Note, date 
10/23/25 at 6:30 p.m., read in part, [Resident #2] attempted to follow a [gender withheld] resident to [their] 
room. When attempting to redirect [Resident #2] [they] proceeded to say, 'call the cops. I have dealt with 
them before. The number is 1-800-eat-shit. I don't know how you all deal with this bullshit place.' Informed 
[Resident #2] that [they] had [their] own room, and [they] could not go into the [gender withheld] resident's 
room. [Resident #2] eventually went to [their] own room.After 10/24/25 at 6:09 a.m. there were no one on 
one documentation for Resident #2. A nursing note, dated 11/10/25 at 2:54 p.m., showed the housekeeper 
reported an allegation of abuse; 17 days from the last one on one documentation; 19 days after the DON 
documented, [Resident #2] is one on one until this inappropriate behavior can be resolved.Res #2's, 
discharge return not anticipated MDS, dated [DATE], showed the resident admitted to the facility 05/19/25 
and had a BIMS of 09 which CMS showed a total score of 09 reflected a cognitive status of moderate 
impairment.On 11/24/25 at 3:44 p.m., CNA #2 stated activity people were used for one on one's for resident 
monitoring.On 11/24/25 at 12:46 p.m., LPN #5 identified [gender withheld] Resident #5. They stated 
[Resident #2] did not resist.On 11/25/25 at 8:41 a.m., housekeeper #1 stated they were cleaning the shower 
room on hall 4, [Resident #2] was sitting next to [Resident #1.] [Resident #2] would flirt with them to get them 
to hold their hand or rub their leg. Housekeeper #1 stated they witnessed [Resident #2] was touching their 
upper body [breast.] When they told them they had to report it, they laughed and stated, I don't care. [Nurse 
#1] was on duty at the nurse's station.On 11/25/25 at 8:52 a.m., LPN #1 described Resident #2 as very 
flirtatious. They stated, [They'll] try to get away with what [they] can. They went straight to the DON. They 
stated [Resident #2] would be flirtatious with certain individuals because they would give them attention. 
Every time Resident #2 would have an incident they would be put on a one on one. Activity would rotate. 
Then after they left, we, the nurses, would keep an eye on him. LPN #1 stated the DON determined when to 
start the one on one and when to stop the one on one. LPN #1 stated Resident #2 interacted mostly with 
dementia residents.On 11/25/25 at 9:36 a.m., the DON stated they determined a resident was a one on one 
any time there was inappropriate behavior.On 11/25/25 at 11:07 a.m., LPN #4 stated a CNA had started 
rounds and had seen [Resident #2] in [Resident #3's room] with [Resident #1]. LPN #4 observed [Resident 
#1] was sitting at the foot board. [Resident #2] was leaning back sitting on bed, feet on floor, [their] bottom to 
head laid back on bed; noticed pants unzipped. No appendages out. [their] pants were unzipped. [Resident 
#1] was sitting on the end of the bed. Nobody was touching themselves or each other.On 11/25/25 at 11:24 a.
m., the DON stated nobody accepted [Resident #2] with the first round of referrals. [Resident #2] got much 
better.On11/25/25 at 11:57 a.m., LPN #2 stated they could not remember who the two [gender withheld] 
residents were. LPN #2 stated Resident #2 did make sexually suggestive faces and hand gestures.On 
11/25/25 at 12:24 p.m., activity assistant #1 stated Resident #2 used sexual gestures with tongue and hands, 
but really remembered them for being angry, loud, and agitated.On 11/25/25 at 3:09 p.m., the DON stated 
they determined consent by the resident's mental status, their (DON) experience, and if they (Resident's) 
were of sound mind.
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