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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review it was determined, for 1 of 20 sampled residents, that the facility did not ensure 
that the resident was free from abuse. Specifically, a resident who lacked the capacity to consent to sexual 
activity was found engaged in a sexual act with another resident. Resident identifier: 30 and 41. Findings 
included: 1. Resident 30 was admitted to the facility on [DATE] with diagnoses which consisted of 
Schizoaffective disorder bipolar type, cocaine dependence, and drug induced subacute dyskinesia. On 
10/6/25 at 9:47 AM, an interview was conducted with resident 30 while the resident was ambulating down the 
hallway. Resident 30 stated that she did not want to die, and someone was going to kill her. Resident 30 
then stated that someone programmed her to act the way she does. Resident 30 stated that she did not want 
to leave the facility because she had friends at the facility and that she did not have any problems with any of 
the other residents. Resident 30's thoughts and speech were tangential during the interview. On 10/6/25 at 
10:17 AM, an observation was made of resident 30 in the dining room. Resident 30 was observed pointing at 
different men in the dining room and stated that they wanted to be with her. Resident 30 was observed to yell 
at no one to leave her alone. The facility abuse investigation documentation was reviewed. The Form 358 
documented that the nurse on shift, Registered Nurse (RN) 1, Around 0200 [2:00 AM] hours on 08/23/2024. 
[RN 1] the Nurse on Duty noticed that [Resident 41's] walker was outside of the main bathroom, so [RN 1] 
went to see what was going on. When [RN 1] got there, he found [Resident 41] kissing one female resident 
[Resident 30] with his right hand on her left breast, on top of her clothing. [RN 1] said that [Resident 30] was 
not in any distress and smiling about it when the two residents were found kissing and touching. [RN1] also 
said that the police interviewed [Resident 30], and she said she's fine with it, she smiled and stated, 'he's just 
a horny guy'. Then [Resident 30] started talking about her delusional thoughts which is within normal with 
her. (sic) The form documented the immediate actions taken were that RN 1 separated both of the involved 
residents and the nurse notified the police department. The facility abuse investigation concluded that the 
allegation was Not Verified due to The facility deemed the incident to be a consensual sexual behavior after 
the internal investigation due to [Resident 30] response such as smiling and expressing that she's totally fine 
with the incident without any complaint nor in any distress. On 10/6/25 through 10/8/25, resident 30's medical 
records were reviewed. On 7/12/24, resident 30's quarterly Minimum Data Set (MDS) assessment 
documented a Brief Interview for Mental Status (BIMS) score of 00, which indicated a severe cognitive 
impairment. The assessment documented that resident 30's depression screening (PHQ-9) score was 11, 
which would indicate moderate depression. The assessment documented that resident 30 had hallucinations 
and delusions. On 9/12/25, the quarterly MDS documented a BIMS score of 00, PHQ-9 score 12, and had 
hallucinations and delusions. Resident 30's progress notes revealed the following: a. On 5/15/24 at 8:15 AM, 
the provider note documented, HPI [history of present illness] ***Patient does endorse episodes of psychosis 
at this time. Has recognized episodes of auditory, visual and/or tactile hallucinations since previous 
encounter. Continues to take medications without issue and does not endorse side effects. Staff have not 
recognized any significant events since last visitation. Delusional content persists, however remains 
unconcerned and eupporic [sic]. From previous note/encounters: She continues to smile and laugh easily, 
but has little insight due to delusional ideas She does have some Erotomanic delusions referring to a 
[NAME], of which he does not exist. From previous note/encounters:[AGE] year old female who currently 
resides at a SNF [skilled nursing facility], due to inability to care for self She present as delusional and 
psychotic stating I am the queen of Switzerland, and overall a poor historian She presents with bizarre 
content and does appear to be responding to internal stimuli. She has odd beliefs and struggles to participate 
in her examination as a result ***Psychiatric Exam: Behavior: cooperative and eye contact is good. Mood: 
euthymic. Thought Processes: shows loosening of associations and is tangential. Thought Content: 
delusions. Appearance: clean. Perception: auditory hallucinations. b. On 6/7/24 at 6:36 PM, the nursing note 
documented, Speech often incoherent, but Res [resident] able to make needs known. Occ [occasional] 
difficulty understanding others r/t [related to] confusion, behavior, refusing to listen. BEHAVIOR & MNGT 
[management]: Episodes of restlessness, anxiety, delusion, hallucination, outburst, paranoia, mood swing, 
fixation, repetitive. Behavior occ exacerbates but has been manageable and able to redirect with current 
meds and behavior mngt. c. On 6/12/24 at 8:15 AM, the psych follow up provider note documented, *** 
HPI***she continues to be desired and display delusional content. However she continues to be relatively 
calm and pleasant and takes medications without issue. The side effects witnessed or endorsed this time. 
From previous note/encounters: she continues to wander the halls mumbling in talking to herself. She 
appears to be responding to internal stimuli but does not appear distressed or bothered. She's pleasant and 
friendly and smiles often. Staff report that she takes medications without issue and there are no obvious 
forms of side effects. d. On 6/26/24 at 8:15 AM, the psych follow up provider note documented, *** HPI 
***She continues to be psychotic and delusional and has bizarre beliefs. However, she continues to be 
pleasant and does not appear to be distressed. e. On 7/10/24 at 8:15 AM, the psych follow up provider note 
documented, ** HPI ***'I remember you, and did you know that I have a son now'. She continues to make 
bizarre comments and statements that are delusional in nature. However she is very pleasant and 
cooperative and does not endorse any feelings of distress or concerns. f. On 7/11/24 at 12:58 PM ,the 
psychosocial note documented, Resident irrelevantly talks non-stop and mumbles at times. Resident 
wanders but can easily be redirected for a short time. Resident keeps re-arranging [sic] her clothes on her 
bed for no reason. Resident is incoherent and has illogical flow of ideas, she talks about her [NAME] children 
who's [sic] father is [NAME] (for a moment) but in the same conversation she said that [NAME] is her son 
born after [NAME], and that they all live downstairs. Then out of nowhere she suddenly talks about a lady 
named [NAME] who she said is running this facility. Resident is pleasant and smiling during the conversation 
and can express her needs known. She denies any concern. Resident shows little interest or pleasure in 
doing things, feeling tired/little energy. No current discharge plans this time. g. On 8/7/24 at 10:46 AM, the 
health status note documented, WEEKLY NURSING ASSESSMENT: COGNITION: Resident alert with 
confusion. Responsive. Speech often incoherent, but Res able to make needs known. Occ difficulty 
understanding others r/t [related to] confusion, behavior, refusing to listen. BEHAVIOR & MNGT: Episodes of 
restlessness, anxiety, delusion, hallucination, outburst, paranoia, mood swing, fixation, repetitive, 
arguementative [sic] at times. Behavior occ exacerbates but has been manageable and able to redirect with 
current meds and behavior mngt [management]. h. On 8/23/24 at 9:14 AM, the health status note 
documented, Late Entry: Note Text: Reported by night nurse that resident found w [with] male resident @ 
2am in the BR [bathroom] kissing and male resident touching her breast outside her shirt, Resident not on 
any distress when found. Police was called ny [sic] the nurse on duty, during the interviewed (sic)- Resident 
stated male resident 'just a horny guy' then started talking w [with] her delusion thought. Interviewed resident 
today for fup [follow-up], re- early am incident, resident aware of the sexual behavior w a male resident, 
stated she's okd [okay] w it and smiling about it. Resident alert w confusion, but able to make needs known 
and make her own decision and she knows exactly what she wants and not. Resident responsible to self, No 
POA [power of attorney]. Resident often w delusional thought and mostly sexual- like talking about being 
pregnant, had sex w different names that resident will say. Resident occ [occasionally] making comments of 
not having sex life and it's upsetting for her not having sex life. Resident behavior w episodes of 
exacerbation wc [unknown abbreviation] resident gets more delusional, fixation, paranoia, hallucination, 
restless, anxiety. Behavior goes on a cycle of being manic to being calmer, but still able to make her needs 
known, and making her own decision. i. On 9/2/24 at 1:29 PM, the health status note documented, Resident 
alert, w confusion, episodes of being incoherent. Behavior been increasing for last 4 to 5 day, l [sic] on manic 
state, talking and fast pacing most of the time even through the noc [night], hardly been sleeping, yelling, 
screaming, argumentative, delusion, hallucination, paranoia, restless, anxiety, fast pacing, fixation. Resident 
talking baout [sic] sexual activity. Behavior been difficult to redirect/ re orient.Md [Medical Doctor] notified, 
ordered to increase depakote to 500mgpo [milligram by mouth] bid [two times daily] and check level w 
routine sched [scheduled] labs on Oct. Rn explained order to resident and stated ok. j. On 9/12/24 at 4:50 
PM, the health status note documented, Resident alert, w confusion. but able to make needs known. 
Resident been on hyper state for the last 3 wks, talking/ yelling often, w inapp [inappropriate] verbal/ sexual 
comments, delusion, hallucination, restless, fast pacing, paranoia, argumentative. Behavior been continuing 
even at noc. Resident not sleeping much at noc then up about early am. Behavior only able to redirect ffor 
[sic] less than 2 min then start again. Behavior affecting other residents and complaining w her behavior. 
Resident had haldol inj [injection] this wk [week] but behavior still continue.Md notified of above, ordered to 
increased [NAME] [haldol] to 150mg im [intramuscular] q [every] 14 days, increase Seroquel to 300mg po [by 
mouth] bid. Rn explained order to resident and agreed w it. On 8/7/24, the MD note documented, .Delusional 
with tangential speech. Believes she is [NAME] and just gave birth to twins. Requires frequent redirection by 
staff due to poor insight and memory. On 3/20/24, the resident had a court order for mental health treatment. 
The court order documented that the subject had a civil commitment order that required the resident to 
abide/comply with the providers plan for continued treatment for their mental health condition. The order was 
to stay in place unless terminated by the court or the provider. The order was in effect and last reviewed on 
8/6/25. On 6/16/23, the Pre-admission Screening and Resident Review (PASRR) Level II documented that 
resident 30 was unable to care for herself and needed daily management of her medical and psychiatric 
needs. The assessment documented a long history of schizophrenia including auditory hallucinations, 
disorganization, and avolition. The assessment documented that resident 30 was chronically 
delusional/conversations had delusion content at baseline. Her thought was tangential, disorganized and 
delusional. She told stories about a man, none of which made sense. On 4/13/23, resident 30 had a care 
plan initiated for Alteration in thought process related to poor safety judgement, confusion, incoherent, 
behaviors, anxiety, restless, delusions, hallucination, paranoia, outburst, and mood swings. Interventions 
identified on the care plan included the following: assess the resident's level of consciousness, approach 
calmly, orient resident as needed, redirect attention as needed, provide prompting, monitor and record 
behavior, assist with problem solving and decision making, check resident often, notify MD of worsening 
behavior, and firm approach with set limits. On 7/12/24, resident 30 had a Sexual Activity Capacity to 
Consent assessment completed. The assessment described the residents cognitive status as alert with 
confusion and her behavior fluctuated between manic and calm. When resident calm, resident more 
coherent and make decision (sic) and judgement. The form documented that the resident had repetitive 
sexual comments but had not initiated any sexual activity. The form documented the resident's psychiatric 
symptoms of delusions, hallucinations, paranoia, restlessness, anxiety, yelling, outburst and mood swings. 
The form documented that resident 30 was able to express a consistent choice and understood relevant 
information. No documentation could be found to demonstrate what relevant information was discussed and 
understood by resident 30. The assessment documented under Describe risk and / or consequences of their 
choice: Resident will engaged w other resident in sexual activity. It should be noted that no documentation 
was found to demonstrate resident 30's understanding of relevant information or what that relevant 
information included. Additionally, no documentation could be found to demonstrate that resident 30 was 
able to verbalize the risks or consequences of her choice and what those included. The evaluation 
determination documented that resident 30 had the capacity to make a decision to engage in sexual intimacy 
with others. On 10/7/25 at 9:47 AM, an interview was conducted with Certified Nurse Assistant (CNA) 1. CNA 
1 stated that resident 30's behaviors were wandering, pacing, and yelling. CNA 1 stated that when this 
occurred she would tell resident 30 to calm down, guide her back to her room, and speak calmly to her. CNA 
1 stated that resident 30 had delusions and hallucinations and she would talk to people who were not there. 
CNA 1 stated that resident 30 did not have any hyper-sexual behaviors. CNA 1 stated that she was not 
aware of resident 30 having had any sexual conduct with other male residents. CNA 1 stated that if that 
would occur she would redirect resident 30. She is like a little girl with little girl behaviors. CNA 1 stated she 
should be notified of any sexual behaviors because she would monitor the resident for those behaviors. CNA 
1 stated that it was not like resident 30 to be sexual with anyone and that would be unusual for her. CNA 1 
stated that they document behaviors in the ADL charting. It should be noted that resident 30's behavior 
documentation did not have any behaviors documented by the CNAs. On 10/7/25 at 10:12 AM, an interview 
was conducted with Licensed Practical Nurse (LPN) 1. LPN 1 stated that resident 30's behaviors were that 
she was married to [NAME] Kennedy; she was of royal blood and very descriptive delusions of how she was 
pregnant; and she had one of [NAME]'s children. LPN 1 stated that they provided redirection, 1:1 monitoring, 
and attempted to call her mom when resident 30 had behaviors. LPN 1 stated that most of the time those 
interventions worked for a short period of time. LPN 1 stated that resident 30 did not have any hyper-sexual 
behaviors that were actionable, but would talk about it. LPN 1 stated that resident 30 believed the other male 
residents were her lovers or she wanted them to be her lovers. LPN 1 stated that resident 30 never had any 
sexual contact or interaction with the male residents at the facility. LPN 1 stated she was not aware of 
resident 30 having any sexual contact with other residents that included kissing or touching of the genitals. 
LPN 1 stated that she would separate the residents if they were found engaging in sexual contact; would 
assess for any injury; and report it to the Administrator (ADM) and Director of Nursing (DON). LPN 1 stated 
that documentation of any incidents and who was notified would be located in a progress note and an 
incident report. LPN 1 stated if something like that had occurred she needed to be made aware of it to keep it 
from happening again. On 10/7/25 at 2:41 PM, an interview was conducted with the ADM. The ADM stated 
that he and the Resident Advocate (RA) worked together on the abuse investigations. The ADM stated that 
he typically filled out the form and submitted it to the State Survey Agency (SSA). If he was not present then 
the RA would submit it on his behalf. The ADM stated he did not indicate sexual abuse as an allegation when 
it was reported to the SSA because it was consensual sexual behavior. The ADM stated that he would need 
to speak with the DON to determine why it was determined consensual. I was not present at the time. The 
ADM stated that the DON let him know that the situation was consensual and the DON would have done an 
evaluation to make the determination that resident 30 had the capacity to consent to sexual activity. On 
10/8/25 at 8:01 AM, an interview was conducted with the DON. The DON stated that resident 30 had 
confusion but knows what she wants. The DON stated that resident 30 was alert and oriented times 2-3 to 
person, place and sometimes situation. The DON stated that resident 30 was more confused and delusional 
now, but had always been delusional. The DON stated that resident 30's delusions were centered around 
famous people. The DON stated that resident 30 believed she had nine children with [NAME]. The DON 
stated that a year ago resident 30 was more stable than she was currently. The DON stated that resident 30 
had said she was okay with the incident that occurred with resident 41. The DON stated that she did not 
really know why resident 30 was court ordered for treatment but assumed it was because she did not want to 
be at the facility and wanted to go home. The DON then stated that resident 30 was deemed not capable to 
care for herself and needed assistance with medication management. The DON stated that resident 30's 
mother had stated that resident 30 was non-compliant with her medications. The DON stated that resident 30 
had moments of clarity with confusion, but was able to make her own decisions. The DON stated that when 
she questioned resident 30 about the incident that occurred on 8/23/24 the resident gave the same 
explanation of the events, was content with it, and was happy with it. The DON stated that resident 30 was 
fine with the other resident touching her. The DON stated that resident 30 had episodes of mania, with some 
sexual behaviors such as believing she was having sex with famous people and having children with them. 
The DON stated that resident 30 never made sexual comments about other residents. The DON stated that 
when she evaluated resident 30 for the capacity to consent to sexual activity she asked resident 30 if she 
knew that she could get hurt if she invited other people to touch her. The DON stated that resident 30 stated 
she understood. The DON stated that at the time of the evaluation resident 30 was able to recall what she 
did prior to being admitted to the facility and that she had been admitted to a psychiatric inpatient unit. The 
DON stated that resident 30 understood that she could not go home. The DON stated that during the sexual 
capacity to consent evaluation she told resident 30 that her sexual activity and verbal comments were 
inappropriate and could invite other people to do stuff with her. The DON stated that she asked resident 30 if 
she was okay with that and could she handle that, i.e. the sexual activity. The DON stated that resident 30 
replied that she was alright with that behavior. It should be noted that the evaluation did not specify what 
risks were associated with sexual activity and if resident 30 was able to understand those risks and the 
consequences of them. Additionally, the evaluation did not demonstrate that resident 30 had the cognitive 
ability to consent to sexual activity, only that she appeared to want the contact. The DON stated that the RA 
signed the evaluation form with her but was not present during the evaluation. The DON stated that no one 
else was present with her during resident 30's evaluation for capacity to consent to sexual activity. The DON 
stated that resident 30 had delusions with moments of clarity at the time of the evaluation. The DON stated 
that resident 30's cognitive ability had declined since the incident.
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