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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, medical record review, facility camera footage recording review, police report review, 
and interview, the facility failed to ensure the residents' right to be free from sexual abuse for 2 of 3 (Resident 
#1 and Resident #2) sampled residents reviewed for abuse. The findings include: 1. Review of the facility 
policy titled, Abuse & [and] Neglect of Resident and Misappropriation of Residents' Property, dated 
2/20/2013, revealed .In keeping with our facility philosophy to promote the total well-being of our residents 
through the provision of the highest quality of care with the goal of maintaining or enhancing each resident's 
functional level and quality of life, [Named facility] takes a firm stand on the issues of mistreatment, neglect, 
or abuse of residents and the misappropriation of resident's property. Each resident is to be treated at all 
times with courtesy and respect, and full recognition of the individual's dignity and individuality.Each resident 
has the right to be free from.sexual.abuse.Residents must not be subjected to abuse by anyone.'Sexual 
Abuse' includes but is not limited to sexual harassment, sexual coercion or sexual assault.Training will 
include .Prohibition and preventing all forms of abuse .Identifying what constitutes abuse .Recognizing signs 
of abuse . Residents that may be at increased risk: Confused residents .Behaviorally disturbed 
residents-aggressive, agitated .The facility will strive to identify, correct and intervene in situations in which 
abuse .is more likely to occur .In cases of resident-to-resident abuse, steps will be taken to prevent further 
interaction between the parties involved . 2. Review of the medical record revealed Resident #1 was 
admitted to the facility on [DATE], with diagnoses including Traumatic Brain Injury (TBI), Depression, 
Hypertension, Phonological Disorder (a type of speech sound disorder where a person has difficulty 
organizing sound patterns in their brain), and Paranoid Schizophrenia. Review of the admission Minimum 
Data Set (MDS) assessment dated [DATE], revealed a Brief Interview for Mental Status (BIMS) score of 99, 
which indicated Resident #1 was unable to complete the interview to assess his cognitive status and was 
severely cognitive impaired. Review of the Nurse's Note dated 11/23/2023, revealed .This nurse [Licensed 
Practical Nurse (LPN) C] was called to [named room number] where RDT [resident (Resident #1)] was found 
in .[Resident #2's] room having an inappropriate interaction with female resident in her room. This nurse had 
RDT [Resident #1] leave room & return to his assigned room. 3. Review of medical records revealed 
Resident #2 was admitted to the facility on [DATE], with diagnoses including Traumatic Brain Injury, Major 
Depressive Disorder and Dementia. Review of significant change MDS assessment dated [DATE], revealed 
a BIMS score of 12, which indicated Resident #2 was moderately cognitively impaired. Review of the Social 
Service Director (SSD) Progress Notes date 9/15/2023, revealed a BIMS score of 12, which indicated 
Resident #2 was moderately cognitively impaired. Review of the Care Plan dated 9/28/2023, revealed an 
ADL [activities of daily living] Self Care Performance Deficit r/t [related to] impaired cognition r/t Traumatic 
Brain Injury [TBI] in 2017.at risk for potential unwanted side effects from daily use os [of] psychotropic 
medication for diagnosis of anxiety disorder.have mild cognitive deficits as related to my diagnosis of 
dementia. I have short term memory loss and may need help at times with decision making. Review of the 
Nurses' Notes dated 11/23/2023, revealed .This nurse was called to [Numbered room for Resident #1] where 
RDT [Resident #2] was found in a female resident's [Resident #1] room having an inappropriate interaction 
with female resident in her room. This nurse had RDT leave room & return to his assigned room where he 
stayed the remainder of this shift. House Supervisor on duty in facility notified. RDT placed on immediate 1:1 
observation. Review of the Nurses' Notes dated 11/24/2023, revealed .IDT [interdisciplinary team] 
recommends 1:1 [one on one] close observation [of Resident #2], room change, and psych referral. Review 
of the Nurses' Notes dated 11/24/2023, revealed .Report received of inappropriate contact with another 
resident [#1]. Resident [#2] had been placed on close contact 1:1 [one on one] observation, immediately. 
Both residents have been monitored in separate locations. SSD, DON [Director of Nursing] and Administrator 
have been informed. Review of the Nurses' Notes dated 11/24/2023, revealed .Social Services.Resident [#2] 
was sitting in his room alongside a CNA [certified nursing assistant], prior to SSD speaking to the resident 
about recent behaviors. Attempt was made to gather information about what transpired, but resident [#2] 
appeared to not comprehend what was being said/asked. SSD utilized whiteboard near resident [#2]'s bed to 
communicate message, but this too appeared ineffective as resident [#2] did not respond appropriately to 
questions asked. SSD spoke to the other resident [Resident #1] , and she stated feel safe, adding, He came 
in my room, but the CNA came in fast. He doesn't know what he's doing. Asked if she was harmed, she 
responded oh no, not at all. SSD once again inquired if she felt unsafe and/or scared and she replied No, no. 
I'm not afraid at all, and I certainly feel very safe. Review of the Nurses' Notes dated 11/24/2023, revealed .
Resident [#1] cooperative with care this shift. Spent the entire shift in his room so far. Took meds at HS [hour 
of sleep] without difficulty and went to bed. Soon after resident was snoring. 1:1 care in place. Review of the 
Nurses' Notes dated 11/25/2023, revealed .resident [Resident #1] to be transferred to Unity behavioral 
hospital .will monitor. Review of the nurses' notes dated 11/25/2023, revealed .transport arrived to transfer 
resident [#1] to [Named Psychiatric hospital .[Resident #1] alert .Report given to [Named Staff] at [Named 
Psychiatric] hospital. 4. Review of the facility camera footage recording dated 11/23/2023 (there was no time 
stamp present in the footage), revealed the following: a. At 3 minutes and 30 seconds into the recording 
Resident #2 entered Resident #1's room. b. At 8 minutes and 13 seconds into the recording CNA B entered 
Resident #2's room. c. At 8 minutes and 22 seconds into the recording, CNA B exited Resident #2's room. d. 
At 8 minutes and 33 seconds into the recording, CNA B and LPN C entered Resident #2's room. e. At 9 
minutes 17 seconds into the recording, CNA B exited the room. f. At 11 minutes and 14 seconds into the 
recording, Resident #2 exited Resident #1's room and the supervisor arrived. The residents were not 
separated and were left unattended for 11 seconds after CNA B witnessed the sexual engagement between 
Resident #1 and Resident #2. 5. Review of the police report dated 11/23/2023 at 9:09 AM, revealed Officer 
M responded to a Forcible Sodomy allegation (allegation where the mouth of one person touches the 
genitals of another) at 9:11 PM. Officer M reported, he made contact with Resident #2 who stated .she was 
watching tv when she heard the door open. [NAME] stated she instantly knew it was [Named Resident #1] 
because she could hear his walker hit her door and he walked in. Once [Named Resident #1] entered the 
room he climbed into her bed and removed her underwear [incontinence brief]. [Named Resident #2] then let 
[Named Resident #1] know she was going to page the nurses because she was scared. Detective N was 
notified of the incident and responded to [address of the facility] to take over the investigation. An APS [Adult 
Protective Service] referral was submitted for immediate response. On 11/29/2023 at 10:48 AM, Detective N 
documented, he assigned this case for further investigation. On 11/30/2023, Detective N documented, .the 
victim has not disclosed any sexual assault. The victim does not wish to continue with the investigation for 
prosecution. Detective N placed the case in-active. During an interview on 10/22/2025 at 11:43 AM, CNA B 
stated she has been working at the facility for about 8 years and served as an activity staff. CNA B stated on 
11/23/2023 she was preparing to leave after her shift and went to answer a call-light in Resident #2's room. 
When she entered, she found Resident #1 naked lying on his stomach between the opened legs of Resident 
#2. Resident #2 was also unclothed from the waist down. When asked whether there were any covers 
present on the bed, CNA B stated, they were off. Resident #2 stated she wanted the CNA to bring her 
something for pain because she had a headache. When asked Resident #1's reaction to CNA B entering the 
room, she stated she did not think that Resident #1 knew that she was there. CNA B stated she then left the 
room, went down the hall to find the nurse and the nurse was the one that got Resident #1 off of Resident 
#2. Once Resident #1 left the room, he returned to his private room. CNA B then stated she went to find the 
supervisor. CNA B went home after having given her employee statement. CNA B stated when Resident #1 
returned to facility after psychiatric hospitalization, CNA B stated Resident #1 was transferred to another 
room in the 600 House (each section/hall was called a house - which consists of resident rooms, a kitchen 
area and a living room or common social area). CNA B was asked whether Resident #1 had ever displayed 
sexual aggression previously and she stated this was the first time she had seen him in anyone else's room. 
During an interview on 10/22/2025 at 5:24 PM, the Social Services Director (SSD) was asked about Resident 
#2's cognitive ability at the time of the incident. The SSD stated .even though [Resident #2] scored initially 
high I feel that [Resident #2] was confused. During a phone interview on 10/23/2025 at 8:13 AM, LPN C was 
asked to explain the incident that happened on 11/23/2023 between Resident #1 and Resident #2. LPN C 
stated, It was towards the beginning of the shift I was on the other side of the common area passing meds. 
The CNA [CNA B] went into the room [Resident #2's room] and came out yelling that she needed the nurse 
and I [LPN C] went into the room [Resident #2's room] and named Resident [Resident #2] was laying in her 
bed with no brief on, it was in the floor, and she had her gown pulled up below her breast. Named Resident 
[Resident #1] was in bed with her between her legs.LPN C told Resident #1 he needed to get up and he said 
No, we are fine. LPN C said You have to leave and Resident #1 got up and got dressed and was walked out 
by a staff member. LPN C asked Resident #2 if she was ok and if she wanted him in there and she just said I 
didn't know what he wanted. There was a CNA that stayed in the common area to ensure the residents 
stayed in their own rooms. LPN C stated the next time she came to work, there was a Velcro stop sign 
placed across the threshold of Resident #2's room . During an interview on 10/23/2025 at 2:42 PM, the 
former DON (current Regional Consultant) stated she was notified of this incident and then notified the 
Administrator (The Abuse Coordinator). The former DON stated Resident #2 exhibited accusatory behaviors, 
and staff would ensure they had a witness to ensure they were not accused falsely. Resident #2 had 
behaviors mostly related to self-removal of her colostomy bag. The former DON was asked whether 
Resident #1 had ever had any episodes of sexual aggression, and she stated there had been no sexual 
behavior noted with Resident #1 prior to this incident and there had been no incident of sexual aggression 
afterwards.
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