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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure the resident had the right to be free from 
abuse and neglect for 2 of 6 residents (Resident #1 and Resident #2) reviewed for resident abuse. The 
facility failed to ensure a safe environment free from sexual abuse when Resident #1, who had a history of 
alleged sexual behaviors, placed his mouth on Resident #2's breast on 10/28/2025 at 04:15 p.m. The 
noncompliance was identified as past non-compliance IJ. The IJ began on 10/28/2025 and ended on 
10/29/2025. The facility had corrected the noncompliance before the investigation began, 10/29/2025 at 
12:30 p.m. This failure could place residents at risk of physical harm, pain, mental anguish, and/or emotional 
distress. The findings included: Resident #1 Record review of Resident #1's admission Record, dated 
10/29/2025, revealed a [AGE] year-old male admitted on [DATE]. Resident #1 was noted to have two 
contacts listed, including his [family member]. MD C was noted as his attending physician. Record review of 
Resident #1's Medical Diagnosis tab on the EMR, undated and accessed 10/29/2025 at 03:26 p.m., revealed 
diagnoses including traumatic subdural hemorrhage (a type of bleeding near your brain due to a traumatic 
head injury which could impact memory, motor skills, physical mobility, and ability to speak and language 
processing), functional quadriplegia (complete inability to move due to severe disability or frailty), and 
vascular dementia (a change in thinking and memory that occur when the brain experiences a disruption in 
blood flow) with mood disturbance. Record review of Resident #1's quarterly MDS, dated [DATE], revealed 
Resident #1 had a BIMS score of 06, indicating he had severe cognitive impairment. He had not exhibited 
physical, verbal, or other behavioral symptoms over the 7 days reviewed. He used a wheelchair for mobility 
and could wheel himself with supervision or touching assistance. Record review of Resident #1's Care Plan 
Report, undated and accessed 10/29/2025 at 03:28 p.m., revealed the following focuses and interventions:- 
[Resident #1] engages in sexually inappropriate remarks and uninvited physical contact with female staff 
members. He has a traumatic brain injury and displays poor impulse control and decision-making.10/28/25: 
Resident was seen by staff inappropriately touching a resident's breast.Psych services and PCP have noted 
that resident will not benefit from psychotropic medications because his behaviors are caused by his TBI., 
date initiated 04/21/2025 and revised on 10/29/2025 with interventions: - If reasonable, discuss behavior. 
Explain/reinforce why behavior is inappropriate and/or unacceptable., date initiated 04/21/2025. - Remain 
calm and professional and gently yet firmly redirect the behavior by telling him it is inappropriate and 
unacceptable, date initiated 04/21/2025. - A care plan meeting will be conducted with the resident and 
responsible party to assess inappropriate behaviors and ensure the safety of other residents., date initiated 
08/25/2025. - Psych Services as needed, date initiated 08/25/2025. - Firmly and respectfully redirect the 
resident away from the inappropriate behavior and set clear, consistent boundaries using simple language, 
date initiated 08/25/2025 and revised on 09/22/2025. - An additional staff member must accompany female 
employees to prevent inappropriate comments or actions directed at them when assisting resident., date 
initiated 09/22/2025. - 1:1 staff observation of resident while out of his room, date initiated 10/28/2025 and 
revised on 10/29/2025. - Expedited discharge to another SNF initiated, date initiated 10/29/2025. - New 
Psych referral requested:Psych services and PCP have noted that resident will not benefit from psychotropic 
medications because his behaviors are caused by his TBI., date initiated 10/29/2025 and revised on 
10/29/2025. - Sent to ER for evaluation, date initiated 10/28/2025 and revised on 10/29/2025.- [Resident #1] 
is at risk for aggressive behaviors with staff, family and other resident r/t Poor impulse control and cognitive 
status., date initiated 05/12/2025 and revised on 05/14/2025 with interventions: - Analyze key times, places, 
circumstances, triggers, and what de-escalates behavior and document., date initiated 05/12/2025. - Assess 
resident's understanding of the situation. Allow time for the resident to express self and feelings towards the 
situation., date initiated 05/12/2025. - Document observed behavior and attempted interventions., date 
initiated 05/12/2025. Record review of Resident #1's Order Summary Report, active orders as of 10/29/2025, 
revealed:- [psychiatry/psychology company name] for Eval and Treat, order status noted as Active with order 
dated, 05/13/2025.- Send to [local hospital name] ER for eval/treat per Dr. [MD C], order status noted as 
Active with order dated 10/28/2025.- Refer to [psychiatry/psychology company name] for Eval and treat, 
order status noted as Active with order dated 10/29/2025. Record review of Resident #1's 
[psychiatry/psychology company name] visit note, encounter dated 10/21/2025, Patient reports to ‘fine' Staff 
report no worsening behaviors.Inappropriate behaviors is likely due to hx of TBI and vascular dementia s 
[sic]- facility to continue to implement safety measures.Cognition: Attention span and concentration was faire. 
Patient was oriented to person, place, and year. Recent memory was mildly impaired. Remote memory was 
mildly impaired. Fund of knowledge was mildly impaired. On examination, patient exhibited Slowed of 
thought. Patient denies auditory/visual hallucinations, no delusional content noted. Patient's insight was poor. 
Judgment was poor. Patient is at little to no risk of aggression. Record review of Resident #1's Progress 
Notes, dated 10/29/2025 at 03:32 p.m. for effective date range: 10/22/2025 to 10/30/2025, revealed: - 
Nursing note, dated 10/28/2025 at 04:17 p.m. by the ADON: [LPN B] approached ADON this nurse regarding 
incident with resident A [Resident #2]. residents [sic] were separated and taken to room for further evaluation 
and treatment resident was evaluated no injuries, open skin or bruises noted. Administrator [ADMIN], DON 
and SW [SW F] all notified of incident family contacted [Resident #1 family member] and made aware of 
occurrence. New orders from [MD C] to refer to Psych services for further evaluation. Psych services unable 
[sic] to meet with patient until AM. Orders were given to transport resident to hospital for further evaluation 
and treatment. Resident placed on 1-1 for monitoring due to behaviors.- Social Services note, dated 
10/28/2025 at 05:18 p.m. by SW F: Social worker was informed of an incident that occurred between this 
resident and a female resident where a staff member witnessed this patient with his mouth on the other 
residents [sic] bare breast. Staff member immediately separated the patients [sic] and this patient stated, 
‘She said it was okay'. Both patients are cognitively impaired. Social worker, along with ADON contacted 
patients [family member] to inform them of the incident. Family stated, ‘I didn't know [Resident #1] could 
move around that much'. SW [SW F] and ADON informed family [sic] of residents [sic] behaviors and 
reminded them of the conversation regarding moving him to another facility. [Family member] stated they 
had toured 2 facilities that they liked but could not remember the name and they were told by ‘some little girl 
that works [sic] there' that the facilities did not want him. This social worker informed the family that she had 
sent referrals to 3 locations who had informed her they accepted him but had not heard from family. The 
locations were [3 nursing facilities named]. [Family member] stated ‘it must have been the other social 
worker or girl who helps with sending the referrals' [sic]. This writer is the only social worker and is the one 
who sends referrals. Social worker informed family that we would send out the referrals again and request 
the facilities to only contact [family member]. Family in agreement that they would pick a new facility for 
patient to live.- Nursing note, dated 10/28/2025 at 09:35 p.m. by LPN B: Housekeeper [HK A] presented to 
nurses' station to report [Resident #1] was found sitting next to Resident A [Resident #2] with mouth on 
breast with R [right] hand holding shirt in dining room. resident [sic] was removed from dining room and taken 
to nurses [sic] station until time for supper. resident [sic] was put on 1:1.- Nursing note, dated 10/28/2025 at 
11:10 p.m. by LPN D: [name of transport services company] arrived to transport resident to [local hospital]. 
Resident left facility via stretcher with 2EMTs @ 2235 [10:35 p.m.]. - Nursing note, dated 10/29/2025 at 
06:39 a.m. by LPN D: Follow up call from [local hospital] with nurse [local hospital nurse named], @2330 
[11:30 p.m.] stated that resident would get tested for UTI, then once cleared from psych that he would be 
sent back to facility. [Resident #1] arrived to facility at 0400 [04:00 a.m.], orders to follow up with [medical 
doctor named]. No report given before resident arrived from hospital. Final paperwork for psych clearance 
from medical records is pending. - Administrative Note, dated 10/29/2025 at 09:50 a.m. by ADMIN: We 
spoke with [Resident #1 family member]. She is actively looking for placement to better suite [Resident #1]. 
She stated that she would let the SW [SW F] know asap of the facility that they would choose for him to DC 
to. She is aware of the need for immediate DC. We let her know that we spoke with the Ombudsman and PM 
from the state.- Nursing note, dated 10/29/2025 at 10:13 a.m. by the ADON: Psych appointment follow up. 
Called [psychiatry/psychology company name] to discuss options for follow up and process for Behavioral 
health care. Per [psychiatry/psychology company staff member] [ SW G] will be present today to do an onsite 
evaluation and follow up.- Nursing note, dated 10/29/2025 at 11:06 a.m. by the DON: This nurse spoke to 
resident regarding incident. Resident stated female resident showed him her breast, he asked if he can touch 
it and she said yes. Resident stated he believed it was okay because she gave permission. Resident was 
reeducated on keeping hands to self and stated understanding.- Nursing note, dated 10/29/2025 at 12:17 p.
m. by the ADON: [SW G] with [psychiatry/psychology company name] called to confirm visit for follow up this 
afternoon and will review resident's current feelings and concerns. [Resident #1 family member] aware and 
notified of pending appointment this afternoon. [MD C] notified of confirmation of visit. Record review of 
Resident #1's Skin Evaluation - PRN/ Weekly, dated 10/28/2025 at 04:15 p.m. and signed by LPN B, 
revealed no skin issues noted. Record review of Resident #1's SNF-NF to Hospital Transfer Form by LPN B, 
dated 10/28/2025 at 06:40 p.m., revealed Reason(s) for transfer noted as Other: sexually inappropriate with 
another resident/unable to see psych service until tomorrow. Date and time of transfer noted as 10/28/2025 
at 06:00 p.m. with resident noted as alert, oriented, and able to follow instructions. Record review of Resident 
#1 [local hospital] documentation, dated admission [DATE] at 10:57 p.m., revealed the reason for visit noted 
as psych evaluation. History of present illness noted as [AGE] year-old male who stays at skilled nursing 
facility presenting Emergency Department for psychiatric evaluation.he was sent here by the nursing staff 
because he had groped another skilled nursing resident in the shared dinner space, reportedly.
PSYCHIATRIC: Cooperative. Appropriate mood and affect.Patient is alert, oriented, denies any significant 
medical complaints at this time, denies any significant psychiatric complaints at this time. Nursing staff 
reportedly sent him here because he may have sexually assaulted another resident, will request psychiatric 
assessment since that is when he was sent here for. A blood alcohol concentration lab was run with a 
concentration at 4 mg/dL, under a level indicating alcohol consumption or clinical influence. A specimen for 
urinalysis was taken but cancelled without notation of why the lab was cancelled. Notes from a psychiatric 
evaluation were not included in the documentation. Record review of Resident #1's [psychiatry/psychology 
company name] visit note, encounter dated 10/29/2025, Patient is being seen today for anxiety and dementia.
Patient reports to ‘I'm just fine.' Staff report patient was involved in a resident-resident incident yesterday 
where patient touched and put his mouth on another resident's breast in the dining room. Staff immediately 
separated residents and patient was evaluated by facility SW. Patient informed SW that the other resident 
told him it was okay, SW contacted patient's family to inform them of incident. Patient's family and facility SW 
working to find a facility that would be a better fit for patient. Patient was sent to the hospital for further 
evaluation with no new orders.Met with patient via telemedicine with the assistance of facility ADON.Patient 
is calm and does not appear to be in acute distress.Patient states ‘I'm just fine.' Patietn [sic] does recall going 
to the hospital yesterday following an incident and states the other resident told him he could touch her 
breast. Clinician reminded patient the importance of respecting others and keeping his hands to himself. 
Patient states he feels safe at teh [sic] facility and staff help him with his needs. Patient denies depression or 
anxiety symptoms. Patietn [sic] denies issues sleeping or with his appetite.10/29/25: Patient evaluated today 
due to a resident-resident incident that occurred yesterday. Patient was evaluated at the hospital following 
incident with no new orders. Patient's inappropriate behaviors are likely due to hx of TBI and vascular 
dementia and there is no specific medication for these behaviors. Patient is not in acute distress today and 
feels safe during evaluation. Facility is implementing safety measures, counseling services to evaluate 
patietn [sic] later today, and patient's family, with the help of facility SW, is looking for a better fit placement 
for patient. Psychiatric medications were reviewed to determine if benefit outweighs risk.Speech was fluent. 
Mood was neutral. Affect was mood congruent. Cognition: Attention span and concentration was fair. Patient 
was oriented to person, place and year. Recent memory was mildly impaired. Remote memory was mildly 
impaired. Fund of knowledge was mildly impaired. On examination, patient exhibited Slowed of thought. 
Patient denies auditory/visual hallucinations, no delusional content noted. Patient's insight was poor. 
Judgment was poor. Patient is at little to no risk of aggression. Record review of Resident #1's Social 
Services note by SW F, dated 10/31/2025 at 10:10 a.m., revealed: Patient will be discharged to [nursing 
facility name] at/around 10:20am via [transport company] EMS. Resident #2 Record review of Resident #2's 
admission Record, dated 10/29/2025, revealed a [AGE] year-old female initially admitted on [DATE] and 
re-admitted on [DATE]. Resident #2 was noted to be her own responsible party with a friend noted for her 
emergency contact. MD C was noted as her attending physician. Record review of Resident #2's Medical 
Diagnosis tab on the EMR, undated and accessed 10/29/2025 at 04:03 p.m., revealed diagnoses including 
hemiplegia (paralysis of one side of the body) and hemiparesis (muscle weakness of one side of the body) 
following cerebral infarction (a disruption of the brain's blood flow) affecting left non-dominant side, bipolar II 
disorder (a mental illness characterized by alternating periods of elation and depression), dementia (a 
general term for impaired ability to remember, think, or make decisions), and generalized anxiety disorder (a 
condition in which a person has excessive worry and feelings of fear, dread, and uneasiness). Record review 
of Resident #2's modification of quarterly MDS, dated [DATE], revealed Resident #2 had a BIMS score of 06, 
indicating she had severe cognitive impairment. She had not exhibited physical, verbal, or other behavioral 
symptoms over the 7 days reviewed. She used a wheelchair for mobility and was dependent on helper 
assistance to wheel any distance. Record review of Resident #2's Care Plan Report, undated and accessed 
10/29/2025 at 04:15 p.m., revealed the following focuses and interventions:- [Resident #2] is at Risk for 
Re-traumatization r/t history of trauma d/t Adverse Childhood ExperienceHistory of trauma: As a child I was 
physically and mentally abused by my mother. She reported being sexually assaulted by two different 
strangers on two different occasions when she was working and going to school at [local college]. After 
experiencing sexual abuse in the past, [Resident #2] views accidental contact in personal areas as triggering 
event. Due to her cognitive impairments, she struggles to control her impulses, which can lead to 
unpredictable behavior when triggered., date initiated 05/01/2025 and revised on 08/28/2025 with 
interventions: - Explain that trauma responses are normal and provide reassurance to reduce anxiety, date 
initiated 08/25/2025. - For assistance with trauma processing, refer the patient to a qualified mental health 
practitioner as needed., date initiated 08/28/2025.- [Resident #2] has the potential for a psychosocial 
well-being problem as a result of another resident's inappropriate touching of her breast., date initiated and 
revised 10/29/2025 with interventions: - Allow time to answer questions and to verbalize feelings perceptions, 
and fears., date initiated 10/29/2025. - Provide the resident with a calm, safe environment and allow her to 
vent/share feelings., date initiated and revised on 10/29/2025. - Psych services to follow up with resident, 
date initiated 10/29/2025. - Psychosocial monitoring is in place, date initiated 10/29/2025. - Send to ER for 
evaluation, dated initiated and revised 10/29/2025. - [Resident #2] demonstrates physical behaviors such as 
self inflicting [sic] bruises AEB pt observed pinching self.Resident has self inflicted [sic] bruising to her breast.
, date initiated 07/26/2024 and revised on 10/29/2025 with interventions: - Analyze key times, places, 
circumstances, triggers, and what de-escalates behavior and document., date initiated 07/31/2024. - Gently 
redirect the resident from self-harm when seen., date initiated 10/29/2025. - [Resident #2] has been noted 
with physical behaviors that affect other residents and staff r/t poor impulse control.Resident has a 
self-inflicted bruise on her left breast and has been seen lifting her shirt to display to staff., date initiated 
02/05/2025 and revised on 10/29/2025 with intervention: - Gently redirect and discourage the resident from 
lifting her shirt and revealing intimate areas in common areas in front of other residents., date initiated and 
revised 10/29/2025. Record review of Resident #2's Order Summary Report, active orders as of 10/29/2025, 
revealed: - Refer to [psychiatry/psychology company name] for evaluation and treat., order status noted as 
Active with order dated 04/03/2025.- Assess changes in skin status: appearance, color, decline in wound 
healing, and/or s/sx of infection. Notify MD of changes. every [sic] shift for skin maintenance for 7 Days, 
order status noted as Active with order dated 10/24/2025, order start date as 10/24/2025, and order end date 
as 10/31/2025. - Send to [local hospital name] ER for treat/eval., order status noted as Active with order 
dated 10/28/2025. - [psychiatry/psychology company name] to Eval and treat., order status noted as Active 
with order dated 10/29/2025. Record review of Resident #2's [psychiatry/psychology company name] visit 
note, encounter dated 10/27/2025, Patient reports to ‘good' Staff report no behavioral problems.Appetite, 
mood and sleep were reported as good. She denied current anxiety, depression and its reported that she is 
taking medications and has no side effects.Speech was monotone, slow and soft. Mood was neutral. Affect 
was mood congruent. Cognition: Attention span and concentration was good. Patient was oriented to person, 
month and year. Recent memory was intact. Remote memory was intact. On examination, patient exhibited 
logical thought process. Patient denies auditory/visual hallucinations, no delusional content noted. Patient's 
insight was good. Judgement was good. Patient is at little to no risk of aggression. Record review of 
Resident #2's Skin Evaluation- PRN/ Weekly, dated 10/21/2025 at 10:02 a.m., revealed Skin is clean, dry, 
intact, and warm to touch old bruise to left breast yellow in color. Record review of Resident #2's Skin 
Evaluation- PRN/ Weekly, dated 10/28/2025 at 03:25 p.m., revealed CURRENT SKIN CONDITION: 1. Skin 
is clean, dry, intact, and warm to touch with resolving bruise to the breast. Record review of Resident #2's 
Skin Evaluation- PRN/ Weekly, dated 10/28/2025 at 04:20 p.m. and signed by the ADON, revealed L breast 
old yellow bruising, no open skin noted. Denies pain or discomfort. Record review of Resident #2's Progress 
Notes, dated 10/29/2025 at 04:10 p.m. for effective date range: 10/22/2025 to 10/30/2025, revealed: - 
[Program name] SBAR Summary for Providers note, dated 10/28/2025 at 04:15 p.m. by LPN B: The Change 
In Condition/s reported on this CIC Evaluation are/were: Other change in condition. - Mental Status 
Evaluation: No changes observed.Nursing observations, evaluation, and recommendations are: resident to 
resident incident resident not in any distress noted head to toe assessment done no new skin issues noted 
only noted old bruising to (L) breast. [MD C] notified of incident andFamily [sic] friend listed as contact for 
resident was notified of incident.Recommendations: per [MD C] recommendation new order for psych eval 
until to see psych services referred to hospital for eval/treat.- Nursing note, dated 10/28/2025 at 04:18 p.m. 
by the ADON: [LPN B] approached ADON this nurse regarding incident in dining room with resident B 
[Resident #1]. [Resident #2] was immediately evaluated by [LPN B] and ADON head to toe assessment 
complete no new bruising open skin or injuries were noted. Resident was asked if she was ok and resident 
replied she was in no distress SW [SW F] approached resident during evaluation and monitoring. Psych 
services were contacted and are unable to see resident till 10.29 [10/29/2025] in AM. [MD C] notified and 
Friend [Resident #2 emergency contact], orders were given to send resident to hospital for further evaluation 
and treatment. [Local police department] was contacted [local police officer name, badge number, and case 
number noted]. Patient to be sent to [local hospital name] hospital for further evaluation.- Social Services 
note, dated 10/28/2025 at 04:57 p.m. by SW F: Social worker was informed of an incident involving this 
resident and a male resident. It was reported that a staff member witnessed the male resident with his mouth 
on this residents [sic] bare breast. Staff member immediately separated patients and stated this resident did 
not appear to be in distress at that time. Abuse coordinator made aware of incident. Social worker 
approached this resident and asked her how her day was going. Resident responded ‘good' as social worker 
was talking with resident, the resident lifted her shift multiple times to shower this writer the bruise on her 
breast. Social worker assisted in lowering her shirt stating, Oh lets put this down to not show everyone our 
breast, but what happened Patient stated, ‘I don't know it's just a bruise'. This writer then asked patient if 
anything occurred with another resident, patient stated, ‘That man touched my breast' social worker asked 
how that made patient feel, she stated ‘Not good' Social worker explained to patient that we want to make 
sure she feels safe and cared for and asked patient if she would like for us to call the police to which she 
responded yes. Social worker asked if she would like to go to the hospital she responded ‘I would'. Social 
worker informed nursing of the requests. Friend [Resident #2's emergency contact] informed of incident.- 
Nursing note, dated 10/28/2025 at 09:39 p.m. by LPN B: Housekeeper approached nurses' station to report 
resident B [Resident #1] was witnessed near [Resident #2] when housekeeper approached residents. 
Resident B [Resident #1] was witnessed with R hand on [Resident #2] lifting shirt and mouth around L breast.
- Nursing note, dated 10/28/2025 at 11:15 p.m. by LPN D: Resident arrived to facility @2248 [10:48 p.m.] 
with [transport company name] via stretcher, accompanied with 2 EMTs.- Nursing note, dated 10/29/2025 at 
03:16 a.m. by LPN D: Follow up: Resident arrived to facility @2248 [10:48 p.m.] with [transport company 
name] via stretcher, accompanied with 2 EMTs. [NP E] notified of arrival. Resident was restless during the 
shift, continued to yell at roommate. Resident stated her hip and left breast was hurting. Discoloration to left 
nipple noted. APAP given for pain. Resident appears confused when asked why did she go to the hospital. 
Resident was awake most of the night.- Nursing note, dated 10/29/2025 at 03:40 a.m. by LPN D: Apap for 
pain was effective. Resident was able to sleep, without labored breathing. [Resident #2] was yelling at 
roommate to be quiet due to her roommate talking out loud, resident noted to not be upset/crying throughout 
shift. Resident was able to sleep after roommate fell asleep and Apap was effective.- Nursing note, dated 
10/29/2025 at 10:14 a.m. by the ADON: Psych appointment follow up. Called [psychiatry/psychology 
company name] to discuss options for follow up and process for Behavioral health care. SN communicated 
patients' [sic] current feelings and concerns for follow up. Resident voiced difficulty sleeping Per 
[psychiatry/psychology company staff member name] [SW G] will be present today to do an onsite evaluation 
and follow up.- Nursing note, dated 10/29/2025 at 11:14 a.m. by the DON: This nurse visited with resident 
regarding incident. Resident with no s/s of distress. Emotional wellbeing WNL for resident. This nurse asked 
resident how she was and stated ‘good' this nurse asked resident if anything has happened and she stated 
‘yes, a man touched my breast' this nurse asked resident if that was okay with her and she did not answer. 
This nurse asked with what/how her breast was touched and stated ‘with his hand.' This nurse asked 
resident if she felt safe in facility and stated ‘yes.' Resident denied pain when asked. Resident declined 
feeling sad or angry when asked.- Nursing note, dated 10/29/2025 at 12:16 p.m. by the ADON: Received call 
from [SW G] regarding visit today and will be in this afternoon for follow up. SN explained residents' feelings 
and difficulties throughout the night. [SW G] to follow up and discuss with resident her current concerns. [MD 
C] notified of expected appointment. [Resident #2 emergency contact] notified of set follow up with 
[psychiatry/psychology company name]. Record review of Resident #2's SNF-NF to Hospital Transfer Form 
by LPN B, dated 10/28/2025 at 07:30 p.m., revealed Reason(s) for transfer noted as Other: for sexual 
assault- no penetration. Date and time of transfer noted as 10/28/2025 at 07:05 p.m. with resident noted as 
alert, oriented, and able to follow instructions. Record review of Resident #2 [local hospital] documentation, 
dated admission and discharge 10/28/2025, revealed the chief complaint as complaint of being sexually 
assaulted by another resident. Pt states the resident fondle her breasts, hips and touched her vagina. The 
history of present illness notes per the report the Patient denies any vaginal penetration, no actual sexual 
contact. Only unwanted sexual advances. Psychiatric:[Normal mood], [normal affect], [normal concentration]. 
Differential diagnosis noted as Screening examination, sexual assault, sexual harassment. Nurse screening 
noted Abuse/Neglect Screen: No evidence of abuse/neglect. Under Pain Present: No actual or suspected 
pain. Notes from a psychiatric evaluation were not included in the documentation. Record review of Resident 
#2's [psychiatry/psychology company name] visit note, encounter dated 10/29/2025, Patient is being seen 
today for depression/sadness.Patient reports to ‘I'm fine' Staff report three was a resident-resident incident 
yesterday where the other resident, a male, touched and put his mouth on patient's breast while in the dining 
room. Staff witnessed the incident and immediately separated residetns [sic] and patietn [sic] was evaluated 
with no injuries. SW evaluated patient and patient wanted to go to the hospital for further evaluation. No new 
orders were sent from hospital following evaluation. Patient has been sitting next to nurses' station today in 
no acute distress.Met with patient via telemedicine with the assistance of facility ADON.Patient is calm and 
does not appear to be in acute distress. Patient states ‘I'm fine'. Patietn [sic] does recall the incident that 
occurred yesterday and states ‘a man touched my breast' and states she feels sad because that happened. 
Patient states she did go to the hospital to get further evaluated and felt safe to return to the facility. Patient 
states she still feels safe at teh [sic] and staff are helping patient with her needs. Patient denies worsening of 
her depression or anxiety symptoms. Patient denies issues with her sleep.Patient reports she feels safe at 
facility.10/29/2025: Patient was evaluated today as patient was involved in a resident-resident incident 
yesterday. Patient states she went to the hospital after incident and felt safe to return to the facility. Patient 
reports felling safe right now and that staff are helping her with her needs. Patietn [sic] is not in acute distress 
during evaluation. Continue psych medications unchanged. Counseling services to evaluate patietn [sic] this 
afternoon and patient agrees to talk with counselor.Speech was monotone, slow and soft. Mood was neutral 
and depressed. Affect was mood congruent. Cognition: Attention span and concentration was good. Patient 
was oriented to person, place and day. Recent memory was intact. Remote memory was intact. On 
examination, patient exhibited logical thought process. Patient denies auditory/visual hallucinations, no 
delusional content noted. Patient's insight was good. Judgement was good. Patient is at little to no risk of 
aggression. During an observation and interview on 10/29/2025 at 01:18 p.m., a staff member was noted to 
be sitting in a chair outside Resident #1's door. Resident #1's room was noted to be at the end of a different 
hall than Resident #2. Upon entry to room, Resident #1 was lying down in bed watching television and did 
not appear to have injuries or be in distress prior to and during the interview. Resident #1 appeared to have 
difficulty hearing or understanding questions during interview. The resident was asked a series of questions, 
and his responses were as follows: - When Resident #1 was asked if he felt safe in the facility, he responded 
Yes, a lot of people here. They are old but you know. - When asked if he recalled an interaction he had with 
another resident the day prior, he replied, There was a lady that was lifting her blouse, and I asked if I could 
taste and she said okay. - When asked where this occurred, he replied In the lunchroom. - When asked if he 
knew the lady, he replied, She was following me wherever. I don't know her name. - When asked if she was 
a friend, he replied I guess. - When asked if facility staff were present when this occurred and what 
happened next, he replied There was a nurse in there. This happened two days ago I think. - When asked 
how the lady responded to his touching her, he responded After I left, I don't know if she got upset. She was 
happy. - When asked if he had interacted or seen the lady since the interaction, he responded Everyone was 
finishing up eating, but I didn't see her there. Staff said to stay away from her, but they will find a way. - 
When asked who
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