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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Respond appropriately to all alleged violations.

 Based on interviews and record reviews the facility failed to thoroughly investigate an allegation of inappropriate
 touching for 1 (#1) of 5 (#1, 2, 3, 4, 5) residents. Findings: Review of the facility incident reports failed to reveal and written
statements from staff or residents regarding Resident #2 inappropriately touching Resident #1. During an interview
 on 10/6/2020 at 2:30 PM S2 DON (Director of Nursing) confirmed there was an allegation that Resident #2 inappropriately
 touched Resident #1. S2 DON indicated she interviewed the cognitive intact female residents living on the same hall as
 resident #1. However, S2 DON could not provide any documentation the interviews of the residents had been done. S2 DON
 confirmed there had been hearsay among the staff about Resident #2 inappropriately touching other residents. S2 DON
 acknowledged she had not formally interviewed or taken written statements from the staff. S2 DON indicated she was under
 the impression S1 Administrator had completed the staff interviews. During an interview on 10/6/2020 at 3:45 PM S1
 Administrator confirmed written statements from staff and other residents should have been obtained by S2 DON. S1
 Administrator indicated S2 DON should have conducted interviews with all staff involved and residents that could have been
 touched inappropriately by Resident #2 but she did not. S1 Administrator confirmed no interviews were conducted and no
 written statements were obtained from other residents or staff and they should have been.
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