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M0000 M0000Initial Comments 

 

The State Agency (SA) conducted a Complaint 
Investigation (CI MS #2798355 and CI MS #2718026), at 
the facility on 3/18/2026 through 3/19/2026. CI MS 
#2798355 and CI MS #2718026 were investigated for 
resident/patient/client abuse and quality of care. 
During the survey, the SA determined the facility was 
in compliance with the Minimum Standards for 
Institutions for the Aged or Infirm, state licensure 
requirements and M500 was cited. 

 

M0500 M050045.17.2 Residents' Rights 

Residents' Rights. The residents' rights policies and 
procedures ensure that each resident admitted to the 
facility: 

1. is fully informed, as evidenced by the resident's 
written acknowledgment, prior to or at the time of 
admission and during stay, of these rights and is given
a statement of the facility's rules and regulations and
an explanation of the resident's responsibility to obey
all reasonable regulations of the facility and to 
respect the personal rights and private property of 
other residents; 

2. is fully informed, and is given a written statement
prior to or at time of admission and during stay, of 
services available in the facility, and of related 
charges including any charges for services covered by 
the facility's basic per diem rate; 

3. is assured of adequate and appropriate medical care,
is fully informed by a physician or nurse 
practitioner/physician assistant of his medical 
conditions unless medically contraindicated (as 
documented by a physician or nurse 
practitioner/physician assistant in his medical 
record), is afforded the opportunity to participate in
the planning of his medical treatment, to not be 
limited in his/her choice of a pharmacy or pharmacist 
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M0500 M0500Continued from page 1
provider in accordance with state law, as referenced in
House Bill 1439, which states that the facility shall 
not limit a resident ' s choice of pharmacy or pharmacy
provider if that provider meets the same standards of 
dispensing guidelines required of long term care 
facilities, to refuse to participate in experimental 
research, and to refuse medication and treatment after
fully informed of and understanding the consequences of
such action; 

4. is transferred or discharged only for medical 
reasons, or for his welfare or that of other residents,
or for nonpayment for his stay (except as prohibited by
sources of third-party payment), and is given a two 
weeks advance notice in writing to ensure orderly 
transfer or discharge. A copy of this notice is 
maintained in his medical record; 

5. is encouraged and assisted, throughout his period of
stay, to exercise his rights as a resident and as a 
citizen, and to this end may voice grievances, has a 
right of action for damages or other relief for 
deprivations or infringements of his right to adequate
and proper treatment and care established by an 
applicable statute, rule, regulation or contract, and 
to recommend changes in policies and services to 
facility staff and/or to outside representatives of his
choice, free from restraint, interference, coercion, 
discrimination, or reprisal; 

6. may manage his personal financial affairs, or is 
given at least a quarterly accounting of financial 
transactions made on his behalf should the facility 
accept his written delegation of this responsibility to
the facility for any period of time in conformance with
State law; 

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 
physician or nurse practitioner/physician assistant, or
unless it is determined that the resident is a threat 
to himself or to others. Physical and chemical 
restraints shall be used for medical conditions that 
warrant the use of a restraint. Restraint is not to be
used for discipline or staff convenience. The facility
must have policies and procedures addressing the use 
and monitoring of restraint. A physician order for 
restraint must be countersigned within 24 hours of the
emergency application of the restraint; 
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M0500 M0500Continued from page 2

9. is assured security in storing personal possessions
and confidential treatment of his personal and medical
records, and may approve or refuse their release to any
individual outside the facility, except, in the case of
his transfer to another health care institution, or as
required by law of third-party payment contract; 

10. is treated with consideration, respect, and full 
recognition of his dignity and individuality, including
privacy in treatment and in care for his personal 
needs; 

11. is not required to perform services for the 
facility that are not included for therapeutic purposes
in his plan of care; 

12. may associate and communicate privately with 
persons of his choice, may join with other residents or
individuals within or outside of the facility to work 
for improvements in resident care, and send and receive
his personal mail unopened, unless medically 
contraindicated (as documented by his physician or 
nurse practitioner/physician assistant in his medical 
record); 

13. may meet with, and participate in activities of, 
social, religious and community groups at his 
discretion, unless medically contraindicated (as 
documented by his physician or nurse 
practitioner/physician assistant in his medical 
record); 

14. may retain and use his personal clothing and 
possessions as space permits, unless to do so would 
infringe upon rights of other residents, unless 
medically contraindicated (as documented by his 
physician or nurse practitioner/physician assistant in
his medical record); 

15. if married, is assured privacy for visits by 
his/her spouse; if both are inpatients in the facility,
they are permitted to share a room, unless medically 
contraindicated (as documented by the attending 
physician or nurse practitioner/physician assistant in
the medical record); and 
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M0500 M0500Continued from page 3
16. is assured of exercising his civil and religious 
liberties including the right to independent personal 
decisions and knowledge of available choice. The 
facility shall encourage and assist in the fullest 
exercise of these rights. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and 
facility policy review the facility failed to protect 
residents from abuse for two (2) of (2) residents 
reviewed for abuse. Specifically, the facility failed 
to prevent resident-to-resident inappropriate sexual 
contact, when (2) incidents occurred when one resident
touched another resident inappropriately. (Resident # 1
and Resident # 3) 

Findings include: 

Record review of the facility policy “Resident Rights”
revised 3/24, revealed, “…shall insure each resident of
the following…J. THE RIGHT to be free from mental and 
physical abuses… Each resident has the right to a safe,
secure, and homelike environment ...The facility is 
responsible for implementing interventions to prevent 
resident-to-resident altercations and to ensure 
supervision sufficient to protect residents from harm.”

Resident #2 and Resident #3 

On 03/18/2026 at 10:15 AM, during an interview with 
Resident #3, the resident reported that she was 
involved in an incident with Resident #2 on 03/06/2026
in the front lobby area. Resident #3 stated that 
Resident #2 approached her and touched her leg without
her consent. She reported that she informed staff of 
the incident shortly after it occurred. Resident #3 
stated that a nurse spoke with her one time regarding 
the incident. She indicated that the nurse asked what 
happened, but there was no further follow up discussion
or additional inquiries from other staff members after
that initial conversation. Resident #3 reported that 
she did not receive any updates regarding the outcome 
of the investigation. Resident #3 stated that she has 
not seen Resident #2 recently and was informed that he
is no longer in the building at the time of the survey.
However, she reported that she observed Resident #2's 
name still listed on the room across from hers, which 
caused her concern. Resident #3 stated that due to the
incident, she plans to avoid Resident #2 if he returns.
She reported that she intends to stay in her room or 
avoid common areas when he is present to prevent 
further confrontation. 
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M0500 M0500Continued from page 4
On 3/19/26 at 10:36 AM, the Director of Nursing (DON) 
revealed that, upon review of the incident involving 
Resident #2 and Resident #3 on 03/06/2026, he was 
informed that Resident #2 approached Resident #3 in the
front lobby and touched her leg without consent. The 
DON stated the investigation confirmed the allegation 
through staff interviews and resident statements, and 
actions taken included assessment of the resident with
no noted injuries, implementation of one-to-one 
observation, and referral to geriatric psychiatric 
services for further evaluation and management of 
behaviors. 

Record review of the facility investigation report 
dated 03/06/2026, Resident #2 approached Resident #3 
while both were seated in the front lobby and touched 
her leg without consent. Resident #3 reported the 
incident to staff and stated, “I told him to quit and 
he did leave me alone.” Staff assessed Resident #3 and
noted no physical injuries. 

Resident #2 

Record review of the "Admission Record" revealed the 
resident was admitted on 03/25/2019 with diagnoses that
included borderline intellectual functioning. 

Record review of Resident # 2’s “Brief Interview for 
Mental Status (BIMS) Summary Score "dated 2/27/26 
revealed a BIMS score of 07 indicating the resident had
severe cognitive impairment. 

Record review of Resident #2’s nurse’s note dated 
04/03/2026, late entry at 2250 (10: 50 PM), revealed a
female resident reported to the nurse that Resident #2
inappropriately touched her twice on her leg and 
between her thighs. The nurse documented that the 
residents were separated, and Resident #2 was escorted
to his room and placed on one-to-one supervision. The 
DON and responsible parties were notified. 

Resident # 3 

Record review of the "Admission Record" revealed the 
resident was admitted on 9/26/24 with diagnoses that 
included cognitive communication deficit. 

Record review of Resident # 3's "Health Status Note" 
dated 3/6/26 revealed no documentation of the 
inappropriate touching. 

Resident #1 and Resident #4 

On 3/19/26 at approximately 10:30 AM, during an 
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M0500 M0500Continued from page 5
interview with Resident #1, the resident reported that
an incident occurred in the hallway in front of the 
nurse’s station in which Resident # 4 touched her 
breasts without her consent. Resident #1 stated that 
the contact was inappropriate and unwanted. Resident #1
reported that immediately following the incident, she 
notified a Certified Nurse Aide (CNA) and informed the
CNA that the resident had touched her inappropriately 
on her breast. She stated that she clearly described 
what occurred at the time of her report. Resident #1 
was able to identify Resident #4 by name who had 
touched her breast. 

On 03/19/2026 at 10:36 AM, in an interview the DON, 
revealed that he was notified of the incident involving
Resident #4 and Resident #1 on 01/13/2026 at 
approximately 7:50 PM. The DON stated that initial 
reports indicated inappropriate touching in the hallway
and that immediate actions included separating the 
residents and assessing the alleged victim for injury.
The DON reported that upon review of facility camera 
footage, it was confirmed that Resident #4 touched 
Resident #1’s breast while passing her in the hallway.
The DON revealed that the facility’s investigation 
determined staff responded promptly to the allegation 
by separating the residents, assessing Resident #1 with
no injuries noted, and placing Resident #4 on 
one-to-one observation. The DON stated that a referral
was made for geriatric psychiatric evaluation and that
the resident was transferred for further treatment 
related to inappropriate behaviors. The DON further 
reported that notifications were made to the physician,
responsible party, and state agency per facility 
protocol. 

Record review of a second facility investigation dated
01/13/2026, Resident #4 was reported to have touched 
Resident #1 on the breast in the hallway. Resident #1 
confirmed the contact and stated she told him to go 
away. Review of facility camera footage confirmed that
Resident #4 touched Resident #1’s breast while passing
her in the hallway. 

Resident # 1 

Record review of the "Admission Record" revealed the 
resident was admitted on 05/06/26 with diagnoses that 
included vascular dementia. 

Record review of Resident #1's "BIMS Evaluation" dated
01/19/2026 revealed a score 8 indicating the resident 
had moderate cognitive impairment. 

Record review of Resident #1’s “Health Status Note” 
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M0500 M0500Continued from page 6
dated 1/13/2026 at 10:05 PM, revealed Resident #1 
reported to the CNA that Resident # 4 was inappropriate
with her “touching her boobs in the hallway in front of
the nurses station…” 

Resident # 4 

Record review of the "Admission Record" revealed the 
resident was admitted on 4/15/25 with diagnoses that 
included cognitive communication deficit. 

Record review of a “BIMS Evaluation” dated 7/9/25 
revealed Resident #4’s BIMS Summary Score was 13 
indicating the resident was cognitively intact. 

Record review of Resident # 4’s “Health Status Note” 
dated 12/23/2025 at 1:50 PM, revealed “Resident was 
noted to be touching another resident inappropriately 
at nurses desk. When redirected he just looked at the 
nurse and kept rolling in w/c (wheelchair). DON and 
Assistant Director of Nursing (ADON) notified." 

Record review of Resident #4’s “Health Status Note” 
dated 1/14/2026 at 4 PM, revealed Resident#4 left the 
facility to a local psychiatric facility for treatment
for behavioral issues. 

On 03/19/2026 at 10:20 AM, during an interview the 
Licensed Nursing Home Administrator (LNHA) stated that,
as part of the facility’s investigation, statements 
were obtained from staff and residents, and available 
video footage was reviewed when applicable. She stated
the investigation determined that inappropriate contact
had occurred between residents and confirmed that staff
did respond once the incident was reported. She further
stated that the alleged residents were placed on 
increased supervision, including one-to-one monitoring,
and referred for further evaluation to address 
behavioral concerns. She stated that notifications were
made in accordance with facility protocol, including 
notifying the physician, responsible parties, and 
appropriate agencies. She noted that from an 
administrative standpoint, the facility attempted to 
follow its abuse and investigation procedures and took
steps to prevent immediate recurrence. However, the 
LNHA acknowledged that while the facility responded to
the incident, there were areas where the response could
have been improved for the affected resident(s). She 
stated that the facility should have implemented more 
consistent and ongoing follow-up with the affected 
residents(s), including routine check-ins to assess 
fear, anxiety, or other psychosocial effects following
the incident. She further stated that the investigation
identified a need for stronger communication with the 
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M0500 M0500Continued from page 7
affected residents regarding the protective measures 
that were put in place, to ensure they felt safe and 
reassured after the incident. She acknowledged that 
clearer and more consistent documentation and 
communication with the interdisciplinary team regarding
follow-ups would have supported better monitoring of 
the resident’s well-being. The LNHA stated that 
services to the affected resident(s) could have been 
improved by providing more consistent emotional 
support, more structured and timelier follow-up, and 
ongoing evaluation of the resident’s sense of safety. 
She stated that while the facility acted, additional 
measures would have better ensured the residents’ 
rights were fully upheld and that they were protected 
from potential psychosocial harm. 

On 03/19/2026 at 10:58 AM, in an interview with the 
Social Worker, she stated that she was aware of the 
incident involving the resident(s) #1, #2, #3 and #4 
and acknowledged that the affected residents should 
have received more focused follow-up and supportive 
services after the allegation was made. She stated 
that, in accordance with the facility’s Resident Rights
Policy, residents have the right to feel safe, to be 
free from abuse, and to have their concerns 
acknowledged and addressed. She stated that once the 
allegation was reported, the facility should have 
ensured the immediate emotional and psychological needs
of the resident(s) were assessed, including speaking 
with them privately, validating their concerns, and 
ensuring they felt heard. 

Record review revealed that in both incidents, the 
residents were in common areas without effective 
supervision at the time of the events. Although staff 
responded after the incidents occurred, the facility 
failed to implement sufficient interventions to prevent
inappropriate resident-to-resident contact prior to the
incidents. 
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