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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, observation, and record review, the facility failed to protect 1 of 3 sampled resident's (R1's) right to 
be free from sexual abuse by a resident.Staff witnessed R2 touch R1 on the breast. As a result of the 
incident, the facility placed interventions on R2's care plan to prevent further incidents from occurring. These 
interventions were observed not to be in place and staff were not aware of the care planned interventions. 
This is evidenced by:R1 admitted to the facility on [DATE]. R1 has a BIMS (Brief Interview for Mental Status) 
of 1, indicating severe cognitive impairment. R1's diagnoses include in part, dementia, severe, with other 
behavioral disturbance, hypertension, dorsalgia, and muscle weakness.R2 admitted to the facility on [DATE]. 
R2 has a BIMS of 3, indicating R2 has severe cognitive impairment. R2's diagnoses include in part, vascular 
dementia with other behavioral disturbance, diabetes mellitus type 2, cerebral atherosclerosis, depression, 
muscle weakness, and history of TIA (transient ischemic attack).The facility completed an initial Incident 
Report on 9/15/25. The report indicated that R2 had been witnessed by staff touching R1 on the breast. Staff 
initially interviewed R2 at the time of the incident at which time R2 admitted that he had touched R1 on the 
breast. R2's care plan states in part. Focus: The resident has a psychosocial well-being problem actual r/t 
(related to) inappropriately touching another resident, initiated 9/15/25. Interventions: 1:1 supervision 
9/15/25, initiated 9/15/25, revised 9/21/25. 9/16/25-Motion sensor alarm placed on doorway to room and 
bathroom to alert staff of whereabouts.Note: R2's Kardex (CNA care plan) does not include the interventions 
from the care plan.Nurses Note in R2's chart from 9/15/25 at 16:46 (4:46 PM), states: This resident was seen 
touching another resident inappropriately in the dining room, they were separated and educated but this 
resident was mad that this writer stopped him. The Nurse Manager was notified. Nurses Note from R1's chart 
from 9/16/25 at 16:34 (4:34 PM), states: Resident's POA (Power of Attorney) husband [name] requested to 
meet with writer. [POA name] asked for the name of the resident from the incident involving his wife on 
9/15/25 so he could just observe when he is around. Writer explained that we cannot share that info 
(information) for HIPPA (Health Insurance Portability and Accountability Act) reasons. Writer had DON 
(Director of Nursing) join our conversation and she explained the same thing to him. DON stated that the 
male resident is currently on 15 mins (minute) check when in his room and 1:1 with staff when out of his 
room and has a door sensor on his door. DON also stated they ordered an alarm pad for bed and chair in his 
room. [POA name] was good with those things and stated this is a great facility and I know you guys are 
doing the right things.Facility telephone interview with RN on 9/15/25 at 16:40 (4:40 PM) states: RN was 
asked if there was an incident between two residents on 400. RN said yes there was, so I asked her to let 
me know what happened. I was at the Nurses station between 12:30pm and 1:00pm when I noticed R2 was 
close to R1. R1 was in the recliner facing the Nurses station and R2 was in his wheelchair. R2 moved his left 
hand toward R1 and with an open hand touched her left breast. I told him to stop, and he did. There was no 
fondling or other touching of the breast. I told R2 it was inappropriate. Reminded R1 that she was married, 
and she said right. There were no other witnesses to this. I did tell the CNAs, but they told me they didn't 
know if I had to report it or not. The residents had been separated immediately since that incident. When I 
was giving report to the oncoming Nurse, she told me I had to report this. At around 4:00pm, I reported it to 
the Nurse Manager, [name].On 10/1/25 at 11:50 AM, Surveyor observed R2 to be sitting at the dining room 
table. CNA C (Certified Nursing Assistant) was sitting at the next table assisting a resident with eating. R1 
was standing at a table kitty corner from R2 with an activities assistant.Note: R2's plan of care indicates he is 
1:1 supervision. On 10/1/25 at 12:20 PM, Surveyor observed CNA C and CNA/Med Tech D (Medication 
Technician) picking up trays at the nurses station and in the kitchenette with their backs to R2. On 10/1/25 at 
12:27 PM, Surveyor interviewed CNA C. Surveyor asked CNA C how long she has worked for the facility. 
CNA C stated she had only been back from FMLA (Family Medical Leave Act) for around 2 weeks but has 
worked in the facility for 7 years. Surveyor asked CNA C if she had received any education since returning 
from FMLA. CNA C stated, none that I can think of. Surveyor asked CNA C if R1 has any behaviors. CNA C 
stated, R1 does have behaviors with dressing and toileting. R1 can get physical with staff but only during 
those times. Surveyor asked CNA C about R2's behaviors. CNA C stated, R2 can be very behavioral at 
times. R2 is resistive of care. R2 has an alarm in his room on the doorframe so we know when R2 is on the 
move. We check on him every 15 minutes and more frequent checks. I think before I returned on 9/16/25, R2 
may have been 1:1. Surveyor asked CNA C if she has ever witnessed R2 be inappropriate with other 
residents. CNA C stated she has never seen R2 be inappropriate with other residents.On 10/1/25 at 12:34 
PM, Surveyor observed the door alarm going off at the end of the unit. CNA C responded to the alarm and 
shut the alarm off. Surveyor observed R2 in the dining room and R1 was walking the unit with the activities 
assistant. There were no other staff on the unit.On 10/1/25 at 12:37 PM, Surveyor interviewed CNA/Med 
Tech D. Surveyor asked CNA/Med Tech D if R1 has any behaviors. CNA/Med Tech D stated none that I am 
aware of just wandering. She is what I would call pleasantly confused. Surveyor asked CNA/Med Tech D if 
R2 has any behaviors that staff monitor. CNA/Med Tech D stated, R2 is more aggressive, hitting and 
swatting at staff, refuses care and medications, just does not want to be bothered. Surveyor asked CNA/Med 
Tech D if she has had any education since returning from leave. CNA/Med Tech D stated, I have not had any 
education since I came back on 9/16/25. Surveyor asked if there is any increased monitoring for R2. 
CNA/Med Tech D stated, we just keep an eye on him. Check on R2 when the alarm on his doorframe 
sounds and check periodically. The alarm is not to restrict just to know he is up moving. Surveyor asked 
CNA/Med Tech D if R2 has been noted to ever be inappropriate with other residents. CNA/Med Tech D 
stated she had never seen R2 be inappropriate with other residents. CNA/Med Tech stated if R2 is in the 
common area and gets to close to other residents he is redirected away. Surveyor asked CNA/Med Tech D 
how many staff are on the unit this shift. CNA/Med Tech D stated there was just her and CNA C on the unit. 
Surveyor asked CNA/Med Tech D how many residents require assistance of 2 staff on the unit. CNA/Med 
Tech D stated, 2 residents use full body lifts and require 2 staff to transfer. Of note, if the unit has two staff 
members and both are in a room completing a transfer there would not be staff on the unit supervising R2.
On 10/1/25 at 12:47 PM, Surveyor observed R2 walk out of his room into the hallway without the doorframe 
alarm sounding. Surveyor interviewed CNA C about the alarm not sounding. CNA C stated that the alarm did 
not catch R2 coming out, but it did when he went back into his room with her.On 10/1/25 at 1:50 PM, 
Surveyor interviewed CNA/Med Tech D. Surveyor asked CNA/Med Tech D who updates resident care plans. 
CNA/Med Tech D stated that the MDS Nurse updates the care plan. Surveyor asked CNA/Med Tech D how 
staff are made aware of changes made to the care plan. CNA/Med Tech D stated that management will let 
us know if changes occur, there is a care plan hanging in each residents closet and the care plan in the 
computer, which I haven't figured out how to access yet. Surveyor showed CNA/Med Tech D R2's care plan 
and asked what type of supervision the care plan indicates R2 requires. CNA/Med Tech D stated, 1:1, 
meaning we should always be with R2.On 10/1/25 at 2:10 PM, Surveyor interviewed CNA E. Surveyor asked 
CNA E who updates resident care plans. CNA E indicated that the SW (Social Worker) updates the care 
plans. The SW updates the care plan from notes by the nurse. The SW decides what is put on the care plan. 
Surveyor asked CNA E if a resident care plan indicates 1:1 should that be included on the CNA Kardex (care 
plan). CNA E indicated that this would be on the CNA care plan. Surveyor asked CNA E what 1:1 means. 
CNA E stated, 1:1 means supervision and safe at all times. Someone should always be with them, eyes on 
them all times. Surveyor asked CNA E if she has received any education in the last couple of weeks. CNA E 
indicated she does not remember if she has been provided any education. Surveyor asked CNA E if R2 has 
any increased supervision. CNA E stated that R2 has a doorbell motion sensor. If the doorbell goes off, we 
are to check on him. On 10/1/25 at 2:20 PM, Surveyor interviewed CNA C. Surveyor asked CNA C who 
updates resident care plans. CNA C stated that staff let the nurse manager or MDS nurse know what 
changes need to be made. Surveyor asked CNA C how staff are made aware of any care plan changes. 
CNA C stated any changes are passed on in report.On 10/1/25 at 2:25 PM, Surveyor interviewed NM/LPN G 
(Nurse Manager/Licensed Practical Nurse). Surveyor asked NM/LPN G who updates resident care plans 
with changes. NM/LPN G stated that anything pertinent is added by staff to the care plan. Surveyor asked 
NM/LPN G about R2's care planned intervention for 1:1. NM/LPN G stated that the care plan reads as if R2 
should be on 1:1. On 10/1/25 at 2:45 PM, Surveyor interviewed MDS/RN F (Minimum Data Set/Registered 
Nurse). Surveyor asked MDS/RN F who updates resident care plans. MDS/RN F stated, I do some of the 
updates, I do the baseline care plans. Updates are made by the DON (Director of Nursing), SW (Social 
Worker), Activities, NM, and me. Surveyor asked MDS/RN F how it is determined if something is added to 
the CNA Kardex. MDS/RN F stated items are added to the CNA Kardex if it affects resident care. Surveyor 
reviewed R2's care plan with MDS/RN F. Surveyor asked MDS/RN F about 1:1 and what that would mean. 
MDS/RN F states that 1:1 means that 1 person should be with R2. Surveyor asked MDS/RN F if this is 
something that should be added to the CNA Kardex. MDS/RN F stated it should be on the CNA Kardex. We 
document that on the TAR (Treatment Administration Record) as well. The nurses have access to that, but 
the CNAs do not. Surveyor asked MDS/RN F about R2's alarm. MDS/RN F stated alarms are usually placed 
on the TAR for the nurse to check but the CNAs should also know. It would be expected that this would be 
passed on to them in report. On 10/1/25 at 3:05 PM, Surveyor interviewed DON B. Surveyor asked DON B 
who updates the resident plan of care with changes. DON B states that the NM, SW, DON, and MDS nurse 
make those changes. Surveyor asked DON B how staff are made aware of changes made to the care plan. 
DON B stated that updates to the CNA Kardex are printed and put in the CNA binder. There is a tab in the 
CNA binder with CNA Kardex care plan updates - care plan is highlighted. Surveyor asked DON B what 
interventions were put into place for R2 following the incident with R1 and R2. DON B indicated that a sensor 
was placed on the door. R2 was 1:1 until we got the sensor in place. Surveyor reviewed R2's care plan with 
DON B. DON B indicated that the care plan should have been revised, it looks like he is still 1:1. The sensor 
is used to let staff know when R2 leaves his room. There is a shared bathroom, so it goes off when he goes 
to the bathroom as well. We have also ordered pad alarms for R2's bed and chair so it will not distract R2 as 
much. Surveyor reported observation of seeing R2 leave his room and the alarm not sounding to alert staff 
he was out of his room.Surveyor reviewed facility reeducation completed for this incident. The facility has 
107 Nurses and CNAs listed on their staff list with only 31 signed names on the education sheet.R2 touched 
R1 on the breast. As a result of the incident the facility placed interventions on R2's care plan to prevent 
further abuse incidents from occurring. These interventions were observed not to be in place and staff were 
not aware of the interventions.
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