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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Minimal harm
or potential for actual harm 42271

Residents Affected - Few Based on observation, interview and record review it was determined the facility failed to protect the
resident's right to be free from sexual abuse by another resident for 1 of 1 sampled residents (#11) reviewed
for sexual abuse. This placed residents at risk for psychological harm. Findings include:

The facility's Abuse policy, revised 1/2023, stated the facility and staff would protect residents from all types
of abuse.

The facility's Resident Sexual Consent policy dated 9/2022, stated a resident's consent to engage in sexual
activity is not valid if a resident lacks the capacity to consent. Any forced sexual activity with a resident is
considered sexual abuse.

Resident 10 admitted to the facility 7/2024, with diagnoses including Alzheimer's disease.

Resident 10's 8/2024 MDS indicated she/he was cognitively intact. Resident 10 was discharged home on
8/28/24.

Resident 11 admitted to the facility 5/2024, with diagnoses including Factor X chromosome (a genetic
disorder causing developmental and intellectual disability).

Resident 11's Quarterly Minimum Data Set (MDS) indicated the resident had severe cognitive impairment.

Review of Resident 10 and Resident 11's clinical record found no evidence a Sexual Consent Form was
completed.

A Facility Reported Incident (FRI) dated 8/20/24 at 6:30 PM, revealed Resident 10 was observed to be
rubbing Resident 11's genitalia in an annexed TV area. Both residents were immediately separated and were
assessed for injuries by Staff 5 (LPN) and Staff 6 (RN). No injuries were noted.

Observations made on 8/29/24 at 11:05 AM, revealed Resident 10 was discharged . Resident 11 attended
meals in the dining room and self-propelled via wheelchair through-out the community.

(continued on next page)
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F 0600 On 8/29/24 at 11:05 AM, Resident 11 was observed in the hallway and self-propelled her/himself via
wheelchair to the dining room for bingo. Resident 11 stated she/he was not afraid of any other resident at the
Level of Harm - Minimal harm or facility.

potential for actual harm
On 8/29/24 at 11:20 AM, Resident 12, Resident 13 and Resident 14 all stated they had not been
Residents Affected - Few inappropriately touched while residing in the facility.

On 8/30/24 at 1:03 PM, Staff 6 stated she was notified by Staff 8 (CNA) a resident was being touched
inappropriately by another resident in the TV room. Staff 6 stated the residents were immediately separated,
management and providers were notified and both residents were brought back to their individual rooms and
placed on alert monitoring. Resident 10 was placed on a 1:1 supervision and Resident 11 had a STOP sign
placed on their room door.

On 8/30/24 at 1:28 PM, Staff 8 stated on 8/20/24 around 6:10 PM, she witnessed Resident 10's hand on
Resident 11's genitals and Resident 10 was rubbing aggressively. Staff 8 stated Resident 10 saw her and
stopped. Staff 8 separated the two residents and notified Staff 6 immediately.

On 8/30/24 at 4:45 PM, Staff 1 (Administrator) acknowledged Resident 11 had been sexually abused and will
continue to monitor the resident for any psychological impact.
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