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SS=K

483.13(c)(1)(i) STAFF TREATMENT OF 

RESIDENTS

The facility must develop and  implement written 

policies and  procedures that prohibit 

mistreatment,  neglect, and abuse of residents 

and  misappropriation of resident property.

(Use F224 for deficiencies concerning 

mistreatment, neglect or misappropriation of 

resident property.)

This REQUIREMENT  is not met as evidenced 

by:

F 224 9/1/04

Based on observations, record review and 

interviews with family, facility staff and 

ombudsman, the facility staff  were aware of 

inappropriate sexual behaviors between residents 

with the diagnosis of Dementia, allowed the 

inappropriate behaviors to continue by not placing 

effective measures in place to ensure the  

inappropriate sexual behavior did not continue for 

5 of 5 sampled residents.  (Resident #2, #3, #4, 

#5 and #6)  This constituted Immediate Jeopardy 

from 2/12/04 and remains ongoing.

The findings include:

Resident #2 was admitted to the facility on 

12/5/03 with diagnoses of Insulin Dependent 

Diabetes 

Mellitus, Depression, Hypertension, Coronary 

Artery Disease and Dementia.  The Significant 

Correction 

of Prior Full Assessment Minimum Data Set 

(MDS) dated 1/14/04 indicated the resident had  

problems

 with short and long term memory, was 

moderately impaired for cognitive skills for daily 

decision 
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making, had periods of restlessness, not of 

recent onset, was independent with ambulation 

and bed 

mobility and had wandering behavior that 

occurred daily.    The Significant Change MDS 

dated 3/18/04 

indicated that the resident had problems with 

short and long term memory, was moderately 

imparied 

for cognitive skills for daily decision making, 

required limited assistance with one person 

physical assist 

for bed mobility, transfer and ambulation, had 

wandering behavior that occurred daily and had 

periods of 

restlessness, not of recent onset.   The most 

recent MDS dated 6/18/04 indicated that the 

resident had 

short and long term memory problems,  was 

moderately impaired for cognitive skills for daily 

decision 

making, had periods of  altered perception or 

awareness of surroundings, not of recent onset, 

required 

limited assistance with one person physical assist 

for transfers, was independent with ambulation  

and 

bed mobility.  

The Care Plan for Resident #2, originally dated 

2/26/04, updated 3/25/04 and updated 6/23/04 

stated as a problem, "Resident is exhibiting 

inappropriate sexual behavior, i.e. grabbing male 

residents' genitals."  The goal was listed as, 

"Resident will not demonstrate this type of 

behavior."  The approaches were listed as, "1.  

Staff to redirect her when she becomes physical 

with any male.  2.  SW (social worker) to refer her 

to the psyche (psychological) services.  3.  Staff 
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to attempt to occupy her time in order for her not 

to think about that behavior.  4.  SW will ask 

family about getting her a device for her to self 

stimulate herself.  5.  Staff to document all 

episodes of problem behavior.  6.  Staff to inform 

resident's family of all incidents."  

Record review of the Initial Assessment for 

Resident #2, dated 12/14/03 composed by the 

Social Worker stated that Resident #2 had the 

diagnoses of Dementia, among other diagnoses, 

and had problems with her long and short time 

memories.  

Record review of Nurse's Notes for Resident #2 

dated 12/8/03 stated, ". . . .confused at intervals. . 

. ."  Nurse's Notes for Resident #2 dated 12/12/03 

stated, " . . . .She is confused at intervals also."   

Nurse's Notes for Resident #2 dated 12/16/03 

stated, "Up roaming about the unit, in and out of 

residents (resident's) rooms, into things at the 

med (medication) cart and nursing station."  

Nurse's  Notes for Resident #2 dated 12/17/03 

stated, " . . . .Pulled at nurses (nurse's) uniform 

and tore uniform.  Very difficult to stop resident 

from entering occupied rooms."  Nurse's Notes 

for Resident #2 dated 2/11/04 stated, "Up and 

about all evening, in and out of resident's rooms.  

Attempting to take juices and snacks from other 

residents."  Another entry in Nurse's Notes for 

Resident #2 dated 2/11/04 stated, "Resident 

pulled fire alarm at the rear of hallway, next to rm. 

(room number)  and proceeded to exit the 

building through the fire exit.  Returned to unit 

with much encouragement."  Nurse's Notes for 

Resident #2 dated 2/12/04  stated, "Resident was 

in another resident's room (male) (Resident #3 

was admitted to the facility wiith diagnoses 

including Vascular Dementia)  in bed with him, 
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naked from the waist down.  She was dressed 

and taken out of room.  Family of Resident #2 

notified by social worker, (name of social worker).  

Will continue to observe." 

Nurse's Note for Resident #3 dated 2/12/04 at 

11:45 AM indicated "NA (Nursing Assistant) 

reported that she knocked on door of Room 

(Resident #3's room).  Resident #3 was in his bed 

naked from waist down on top of a female 

resident (Resident #2) - female resident ('s) 

(Resident #2's) arms were around Resident #3 - 

both resident (residents) immediately stopped. 

Female resident (Resident #2) also found to (be) 

naked from waist down.  Social Worker 

notified;(name of social worker) incident report 

filled out".

Record review of an Unusual Occurrence Report 

for Resident #2 dated 2/12/04 stated under the 

Comments section, "Resident was in another 

resident (Resident #3)  (male) both was in his bed 

naked from the waist down."   It is indicated that 

the Responsible Party of Resident #2 was notified 

by the Social Worker.  The report was signed by 

Nurse #2 and dated 2/12/04, reviewed by and 

signed by the DON (Director of Nursing) and 

reviewed and signed by the Administrator.  The 

Incident Report: Additional Follow-Up  stated, 

"Staff to continue to monitor her for her needs/FW 

(follow up) to Social Worker."  This form was 

signed by the QA (Quality Assurance) 

Coordinator.

Record review of an Intervention Note for 

Resident #2 dated 2/13/04 composed by the 

Social Worker stated, "Resident was observed by 

the charge nurse in bed with a male resident 

(Resident #3) naked from the waist down.  SW 
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spoke with the resident (Resident #2) and she 

stated that she approached him. . . . . . . SW will 

make a care plan for this resident for this type of 

behavior."  Care plan stated above.  

Record review of a Social Service Note for 

Resident #3 dated 2/13/04 indicated "Intervention 

Note: SW was informed by nurse on 2/12/04 

about this resident (Resident #3) and a female 

resident (Resident #2) were stopped from having 

a sexual encounter.  They were both naked from 

the waist down.  The resident's (Resident #3's)  

(family member) called and informed of incident.  

SW will continue to monitor".  .

Nurse's Notes for Resident #2 dated 2/15/04 

stated, "Resident has been sexual inappropriate c 

(with) two male resident (Resident #4 and 

Resident #5, both residents have the diagnosis of 

Dementia).  She (Resident #2) has been caught 

by staff in bed c another peer, c dress up, male 

patient (Ressident #3) c his pants down.  She has 

been feeling on male patient (Resident #6 with 

the diagnosis of Dementia) crotch, also putting 

her hands inside their pants feeling their penis..  

1:1 (one to one) has been done c her telling this 

behavior is inappropriate.  But she continues to 

do this."  Nurse's Note dated 2/18/04 stated, "Up 

in hallway - naked.  Returned to room with much 

encouragement.  States, "this is my house and 

can dress or undress anyway I want."  Dressed c 

out assistance.."  Nurse's Notes for Resident #2 

dated 2/19/04 stated, "Found sleepin (sleeping) in 

(number of female room)."  

Record review of Activities Progress Note for 

Resident #2 dated 4/23/04 and written by the 

assistant administrator stated, ' . . . .She 

(Resident #2) also has befriended a male 
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resident (Resident #3) here, who she states is her 

husband."  

Record review of Nurse's Notes for Resident #2 

dated 4/28/04 stated, "Up wandering all night 

throughout the unit.  Difficult to re-direct.  Insisting 

on being allowed out wanting to go home as she 

has a job to go to in the A.M. (morning)"  Nurse's 

Notes for Resident #2 dated 5/11/04 stated, 

"Roaming throughout the unit.  Found sleeping in 

(a female room) - refused to go to her bed when 

moved from (female room).  States she is 

"waiting for her mother." "  Nurse's Notes for 

Resident #2 dated 5/17/04 states, "Sleeping in 

(room number of Resident #3)   (male resident 

room)   Roused, dressed and directed to (number 

of Resident #2's room).  Refused to go into her 

room.  Up in hallway."   

Nurse's Notes for Resident #2 dated 7/6/04 

stated, "Observed in room c resident from (room 

number of Resident #3)  in bed c her.  Privacy 

maintained."   Nurse's Notes for Resident #2 

dated 7/14/04 5:00 PM stated, "Resident 

reportedly kissed another resident (unidentified 

resident) on the cheek @ (at) 4:30 PM."

   

Record review of a Social Service Note for 

Resident #3 dated 7/15/04 revealed Resident #3 

had a sexual encounter with Resident #2 on 

7/8/04.  The entry indicated that the SW informed 

Resident #3's family member. 

Review of the Nurse's Notes for Resident #3 

revealed no documentation regarding a sexual 

encounter incident (on 7/08/04 with Resident #2) 

as cited in the SW note dated 7/15/04. 

A Social Service Note for Resident #3 dated 
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7/22/04 indicated "SW spoke with the resident's 

(#3's) (family member) about coming out to the 

facility for a meeting about (Resident #3's) 

relationship with the female resident (Resident 

#2)".  There was no documentation regarding a 

meeting with the family.  The Social Worker is no 

longer employed at the facility and was 

unavailable for an interview.

Nurse's Note for Resident #2 dated 7/26/04 

stated, "In bed of resident from (room number of 

Resident #3) naked." 

Nurse's Note for Resident #3 dated 7/26/04 at 

8:30 PM indicated "In room, in bed with female 

resident (Resident #2) ...". 

Nurse's Notes for Resident #2 dated 8/1/04 

stated,  "About 7:45 PM (evening) (name of 

Resident #2) was found taken (taking) her clothes 

off laying in another male resident (Resident #3) 

bed.  A male resident (Resident #3) also has his 

clothes off standing by the bed with both of the 

room curtains closed.  Observed no injuries to the 

Resident."  

Nurse's Note for Resident #3 dated 8/01/04 at 

8:00 PM indicated "Resident #3 found attempting 

to have sexual intercourse with female resident 

(Resident #2) in his bed.  They both have their 

clothes off.  Female resident (Resident #2) laying 

(lying) in the bed.  Mr. __ (Resident #3) standing 

by the bed with both room curtains closed.  

Female resident (Resident #2) helped to go to her 

room.  Mr.__ (Resident #3) remains in his room".

Record review of an Unusual Occurrence Report 

for Resident #2 dated 8/1/04 indicated under the 

heading of "Type of Occurrence" written in the 
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space entitled  Other is stated, "Attempted sexual 

intercourse."  The Comments stated, "Resident 

(Resident #2) found in another Resident 

(Resident #3) room.  Both with their clothes off in 

closed curtain.  (Name of resident #2) laying on 

the bed.  A male Resident (Resident #3) standing 

by the bed."  It is indicated that the Responsible 

Party for Resident #2 was not notified.  Signed by 

Nurse #1.  The Incident Report:  Additional 

Follow-Up indicated no action taken.  "F/W to 

Social Worker."  The follow up report was signed 

by the QA Coordinator.

Nurse's Notes for Resident #2 dated 8/15/04 

stated, " . . . .continues to spend time c resident 

from (room number of Resident #3),  Very 

suggestive conversations.  Difficult to redirect."  

Interview on 8/23/04 at 2:20 PM with Assistant 

Administrator #1 revealed the social worker 

talked to the family of Resident #2.  She said that 

nursing called the family.  She continued that the 

ombudsman and the social worker had a meeting 

with family of Resident #2 in July.  They were 

suppose to redirect the resident.  She continued 

that the episodes happen at night.  "I thought 

(name of Resident #2) was going back in time.  

Maybe those feelings never leave."  She said the 

DON (Director of Nursing) and social worker (no 

longer employed at the facility) were at the 

meeting.  The new social worker was on vacation.

Interview on 8/23/04 at 2:30 PM with the DON 

revealed that when she first realized anything she 

was just aware of holding hands.  Staff told her 

that it had gone beyond that.  She said she 

instructed staff to notify both families. She said 

she instructed staff that if the two resident's were 

together, not to separate them but to provide 
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them privacy.  She said she thought it was a 1 

time occurrence.  When she realized that it was 

ongoing she contacted the ombudsman because 

she said that the residents had not been declared 

incompetent and she felt that the two residents 

were at a higher level of functioning and were 

able to consent.  She said she became involved 

when she realized that the behavior was more 

than 1 time.  She said she felt that if the 2 

residents were consenting, one should be 

discharged or they should be placed in a room 

together because they both had roommates.   

She said that she spoke with Resident #2's family 

member and the family was not happy about 

having them room together.  She said Resident 

#2's family did not want the resident discharged 

or placed in the room with Resident #3.  DON 

said she then contacted the ombudsman and she 

came and spoke with both of the families about 

7/29/04.  The ombudsman took the approach to 

redirect the two residents.  The DON said that the 

residents never made advances to anyone else.  

She feels that Resident #2 is very friendly and is 

the initiator.  On 1st of August, the ombudsman's 

words were to gently redirect.  She said she told 

the staff to provide privacy and not to scold.  She 

continued that it was her humble opinion that the 

2 residents chose to do this, provide them with 

privacy.  The DON said that Resident #2's family 

was not happy and the family's  preference was 

not to have sexual relations or be discharged 

from the facility.

Interview on 8/23/04 at 3:05 PM with nurse #3 

revealed that whenever she encountered the 

residents exhibiting inappropriate behavior as 

soon as they were disturbed the interruption 

would put an end to whatever was to take place.  

She said she was continually redirecting the two 
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residents (Residents #2 and Resident #3).  She 

could pick up on the situation before it became a 

situation.  She said that staff finds this awkward 

and said, "What are we going to do?"

Interview on 8/23/04 at 4:25 PM with Resident 

#2's family revealed that the preference was for 

the two residents (Resident #2 and Resident  #3) 

not to be together and redirection was fine.  

Resident #2 is not oriented.  The family continued 

that Resident #2 has lapses in and out of reality.  

The DON told the family that it would be difficult 

to keep the two residents apart.  The family stated 

that they had only spoke with the social worker 

and the DON.  The family continued that based 

on the person Resident #2 was prior to the 

Dementia developing, the behavior was not her 

normal type of behavior.  

Interview on 8/23/04 at 4:45 PM with the DON 

revealed that the DON believed she could make 

the decision to allow Resident #2 and Resident #3 

to engage in behavior of a sexual nature.  The 

DON continued that she would not say that 

Resident #2 is never confused.  

Interview on 8/24/04 at 9:25 AM with the 

ombudsman revealed that she received a call 

from the social worker and was told that two 

demented residents were having a sexual 

relationship.  The ombudsman was told that the 

family of Resident #2 was not happy about that.  

When the ombudsman interviewed facility staff it 

was revealed that Resident #2 seeks out 3 to 4 

other residents and also seeks out Resident #3.  

Facility staff told the ombudsman that they (the 

staff)  go about their business.  The social worker 

told the ombudsman that the family of Resident 

#2 is embarrassed by the behaviors.  The 
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ombudsman was told that Resident #2 puts her 

hand down the pants of men and fondles them.   

She continued that one male resident was 

ambulatory (Resident #4) and there was no 

response from him to her advances.  The second 

male resident (Resident #5) responded with a 

smile and he seemed pleased, when she groped 

him.  A third male resident (Resident #6) had 

been groped and held hands with Resident #2.  

The ombudsman said that staff and the residents 

were interviewed.   The ombudsman continued 

that "no", Resident #2 was not competent to 

make these decisions.    

Interview on 8/24/04 at 10:15 AM with nurse #1 

revealed that on 8/1/04 when she was passing 

meds and went in the room of Resident #3 the 

curtains were pulled.  The resident's roommate 

was in the other bed.  She didn't know who pulled 

the curtains.  She said she checked the residents 

and Resident #3 was standing by the bed with his 

pants off and Resident #2 was naked in the bed.  

Resident #2 had placed the incontinent brief in 

the trash and the clothing was on the bedside 

table.  Nurse #1 told Resident #2 that she was in 

the wrong room.  Resident #3 put on his pants.  

Nurse #1 assisted Resident #2 put her clothes 

back on.  They called each other "honey".  Nurse 

#1 completed an incident report and reported it to 

the next shift.  Nurse #1 said that Resident #2's 

memory is very disrupted and she is really 

confused.

Interview on 8/24/04 at 10:30 AM with the 

administrator revealed that she had a meeting 

with the DON and the social worker.  The 

administrator said she told them that she did not 

want to have this discussion.  She said  her initial 

comment was both of the residents were on the 
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unit and she saw a problem.  The social worker 

told her that both families met with the DON and 

the social worker.  The DON spoke with the 

ombudsman and the administrator was not sure 

what decisions were made.  She knew that no 

one wanted to move to another facility.  The 

administrator said  she was not comfortable with 

the situation but would do everything that was in 

the resident's rights.  She said initially both family 

members decided that the residents were both 

adults and it was OK with them.  She continued 

that she felt she should know more about what 

was going on.  The social worker communicated 

with her verbally and there was little 

documentation.  She continued that she knew the 

DON would make the right decision.  She said 

she had no details about what the DON had 

done. 

Interview on 8/24/04 at 11:15 AM with nurse #2 

revealed that she was called to the Resident #3's 

room one day and observed Resident #2 laying in 

bed naked and Resident #3 was pulling his pants 

up.  She said she tried to redirect Resident #2 the 

rest of the day.  She said the family of Resident 

#2 does not like the situation.  Resident #2 thinks 

Resident #3 is her husband.  Resident #2 is 

confused at times.  Nurse #3 stated that she is 

confused about the situation.  She was told that if 

she saw anything inappropriate to tell  Resident 

#2 to come with her.

Interview with the MDS nurse on 8/24/04 at 4:35 

PM revealed that when she codes residents' 

memory and cognition she asks the residents 

what they had for breakfast, ages of children, 

where lived and the resident's age.  She said that 

she looks at the physician's discharge summary 

and uses her own judgement.  She stated that 
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Resident #2 would need assistance making 

decisions.

Interview on 8/25/04 at 9:30 AM with Nurse #4 

revealed that she had seen inappropriate sexual 

gestures by Resident #2 toward male residents 

including touching, feeling, kissing and rubbing up 

against them.  She said it is common knowledge 

by everyone.  She did observe the behaviors.  

She said that many nights Resident #2 would sit 

between Resident #3 and Resident #6 and have 

her head turned talking to one of the residents 

while she would rub the leg and crotch of the 

other resident.  She said she observed Resident 

#2's hand inside of a male resident's (Resident 

#6) pants, rubbing his penis.  She would tell the 

resident that was not an appropriate thing to do.  

She said she worked nights and would give report 

to the first shift for followup.  She said that 

management was not there during the night shift.  

She continued that skin tears and falls took 

priority.  She again said that everyone knew.  It 

was common knowledge.  She said that other 

staff told her that if she found the residents 

(Residents #2 and Resident #3) in the act of sex 

to close the door and give privacy.  She said they 

were told that information by management and 

passed it along to her.  

Interview on 8/25/04 at 11:30 AM with Nurse #5 

revealed that she had seen Resident #2 and 

Resident #3 hold hands.  Resident #2 has held 

hands with another male resident (Resident #4).  

She had witnessed Resident #2 sit with another 

male resident (Resident #6) and put her hand on 

his lap.  She continued that Resident #2 was not 

aware of what she is doing.  Nurse #5 continued 

that if she catches Resident #2 in an 

inappropriate situation she will tell her to come 
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with her and redirect her.  Nurse #5 stated that 

she did not feel comfortable with Resident #2,  

She said, "What if she was my mother."  She said 

that most of the behaviors happen at night and 

she doesn't see much during the day.  Resident 

#2 calls all of the men her husbands.

Interview with Nurse #6 on 8/25/04 at 3:15 PM 

revealed she had worked with Resident #3 since 

October 2003.  Nurse #6 stated, she recalled, on 

2/12/04, a NA (Nursing Assistant) reported to her 

that Resident #2 was in Resident #3's bed.  Nurse 

#6 indicated that Resident #3's door was closed 

before the NA entered the room.  Nurse #6 stated 

Resident #3's roommate was not in the room.  

She stated the privacy curtain was partially closed 

around the bed.  Nurse #6 stated, "When I 

entered the room, Resident #2 and Resident #3 

immediately stopped and Resident #3 jumped up 

and off of the bed.  I directed the residents to get 

dressed and directed Resident #2 to her room.  I 

didn't think they had intercourse because he 

(Resident #3) got up so fast".  Nurse #6 stated 

"When this incident happened, I was Charge 

Nurse on the front hall where Resident #3's room 

was located".  Nurse #6 stated that she reported 

this incident to the Charge Nurse for the back hall 

where Resident #2's room was located.  She 

further stated she reported the events to the 

Social Worker and completed an Incident Report.  

She stated "the Social Worker informed me he 

would report the incident to the residents' 

families.  Nurse #6 indicated that the Director of 

Nursing reviews all Incident Reports.  She stated, 

"No one ever discussed this situation with me".  

Nurse #6 revealed that Resident #3 wandered 

about the Unit but never entered another 

resident's room.  She stated "prior to 2/12/04, I 

never observed Resident #3 exhibit any type of 
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inappropriate sexual behavior".  Nurse #6 stated 

that since the episode in February (2004), she 

was not aware of anymore actual sexual 

encounters occurring between Resident #2 and 

Resident #3.   She revealed that she had 

observed the two residents eating together, 

walking in the hall together and holding hands.  

Nurse #6 further stated, "Resident #2 is definitely 

the sexual aggressor; she thinks Resident #3 is 

her husband".  The NA that reported the 2/12/04 

incident was not interviewed as Nurse #6 was 

unable to recall the NA's name.  Nurse #6 

indicated that staff had been instructed to gently 

redirect Resident #2 and Resident #3 if they were 

engaged in inappropriate sexual behavior.      

Second interview on 8/25/04 at 4:45 PM with the 

ombudsman revealed that she instructed the 

facility staff to gently redirect Resident #2.  She 

said she was told by facility staff that Resident #2 

responded well to redirection.  She continued that 

based on what the facility staff told her about 

Resident #2's response to redirection, she told 

the facility staff to redirect.  She did not know that 

the inappropriate sexual behaviors had been 

going on since February.

The Psychological Evaluation (cited in Resident 

#2's Care Plan originally dated 2/26/04 )  was 

completed on 8/24/04 and handed to the 

surveyors on 8/25/04.

The Administrator and Director of Nursing were 

notified that Immediate Jeopardy had been 

identified on 8/24/04 at 1:45 PM.
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.

F 282

SS=D

483.20(k)(3)(ii) RESIDENT ASSESSMENT

The services provided or arranged by the facility 

must be provided by qualified persons in 

accordance with each resident's written plan of 

care.

This REQUIREMENT  is not met as evidenced 

by:

F 282 9/1/04

Based on record review and interviews with 

facility staff, the facility failed to implement the 

care plan for 1 resident by  not referring 1 

resident for a psychological evaluation and by not 

adequately occupying 1 resident's time, as 

indicated in the care plan for 1 of 5 sampled 

residents.  (Resident #2)

The findings include:

Resident #2 was admitted to the facility on 

12/5/03 with diagnoses of Insulin Dependent 

Diabetes

 Mellitus, Depression, Hypertension, Coronary 

Artery Disease and Dementia.  The most recent 

Minimum 

Data Set (MDS) dated 6/18/04 indicated that the 

resident had short and long term memory 

problems,  was 

moderately impaired for cognitive skills for daily 

decision making, had periods of altered 

perception or 

awareness of surroundings, not of recent onset, 

was independent with ambulation and bed 

mobility.  

The Care Plan originally dated 2/26/04, updated 

3/25/04 and updated 6/23/04 stated as a problem, 
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"Resident is exhibiting inappropriate sexual 

behavior, i.e. grabbing male residents' genitals."  

The goal was listed as, "Resident will not 

demonstrate this type of behavior."  The 

approaches were listed as, "1.  Staff to redirect 

her when she becomes physical with any male.  

2.  SW (social worker) to refer her to the psyche 

(psychological) services.  3.  Staff to attempt to 

occupy her time in order for her not to think about 

that behavior.  4.  SW will ask family about getting 

her a device for her to self stimulate herself.  5.  

Staff to document all episodes of problem 

behavior.  6.  Staff to inform resident's family of all 

incidents."  

Record review revealed no documentation that 

Resdient #2 was referred to psyche services as 

cited in the care plan dated 2/26/04.  

Interview with the administrator on 8/24/04 at 

10:30 AM revealed that she did not know if the 

psychological evaluation was completed on 

Resident #2.  She said she would have to contact 

the former social worker to obtain that 

information.  She said that the former social 

worker told her that he had made the referral for 

the psychological evaluation.  He didn't know if it 

had been done.

Written statement from former Social Worker 

dated 8/24/04 listed interventions done to protect 

the residents.  First item listed was, "We did a 

care plan on 2/26/04."  This written statement 

does not state that the psychological evaluation 

was completed per care plan in this written 

statement..

Record review revealed that Resident #2 had the 

psychological evaluation on 8/24/04, after the 
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Administrator and the Director of Nursing  were 

notified of the Immediate Jeopardy..

F 324

SS=K

483.25(h)(2) QUALITY OF CARE

The facility must ensure that each resident 

receives adequate supervision and assistance 

devices to prevent  accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 324 8/30/04

Based on observations, record review and 

interviews with family, facility staff and 

ombudsman, the facility staff  failed to supervise 

1 resident with the diagnosis of  Dementia, from 

exhibiting inappropriate behavior of a sexual 

nature for 5 of 5 sampled residents.  (Resident 

#2, #3, #4, #5 and #6)  This constituted 

Immediate Jeopardy from 2/12/04 and remains 

ongoing.

The findings include:

Resident #2 was admitted to the facility on 

12/5/03 with diagnoses of Insulin Dependent 

Diabetes 

Mellitus, Depression, Hypertension, Coronary 

Artery Disease and Dementia.  The Significant 

Correction 

of Prior Full Assessment Minimum Data Set 

(MDS) dated 1/14/04 indicated the resident had  

problems

 with short and long term memory, was 

moderately impaired for cognitive skills for daily 

decision 

making, had periods of restlessness, not of 

recent onset, was independent with ambulation 

and bed 

mobility and had wandering behavior that 

occurred daily.    The Significant Change MDS 
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dated 3/18/04 

indicated that the resident has problems with 

short and long term memory, was moderately 

imparied 

for cognitive skills for daily decision making, 

required limited assistance with one person 

physical assist 

for bed mobility, transfer and ambulation, had 

wandering behavior that occurred daily and had 

periods of 

restlessness, not of recent onset.   The most 

recent MDS dated 6/18/04 indicated that the 

resident had 

short and long term memory problems,  was 

moderately impaired for cognitive skills for daily 

decision 

making, had periods of  altered perception or 

awareness of surroundings, not of recent onset, 

required 

limited assistance with one person physical assist 

for transfers, was independent with ambulation  

and 

bed mobility.  

The Care Plan originally dated 2/26/04, updated 

3/25/04 and updated 6/23/04 stated as a problem, 

"Resident is exhibiting inappropriate sexual 

behavior, i.e. grabbing male residents' genitals."  

The goal was listed as, "Resident will not 

demonstrate this type of behavior."  The 

approaches were listed as, "1.  Staff to redirect 

her when she becomes physical with any male.  

2.  SW (social worker) to refer her to the psyche 

(psychological)  services.  3.  Staff to attempt to 

occupy her time in order for her not to think about 

that behavior.  4.  SW will ask family about getting 

her a device for her to self stimulate herself.  5.  

Staff to document all episodes of problem 

behavior.  6.  Staff to inform resident's family of all 
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incidents."  

Record review of the Initial Assessment dated 

12/14/03 composed by the Social Worker stated 

that Resident #2 had the diagnoses of Dementia, 

among other diagnoses, and had problems with 

her long and short term memories.  

Record review of Nurse's Notes for Resident #2 

dated 12/8/03 stated, ". . . .confused at intervals. . 

. ."  Nurse's Notes for Resident #2 dated 12/12/03 

stated, " . . . .She is confused at intervals also."   

Nurse's Notes for Resident #2 dated 12/16/03 

stated, "Up roaming about the unit, in and out of 

residents rooms, into things at the med 

(medication) cart and nursing station."  Nurse's 

Notes for Resident #2 dated 12/17/03 stated, " . . 

. .Pulled at nurses uniform and tore uniform.  Very 

difficult to stop resident from entering occupied 

rooms."  Nurse's Notes for Resident #2 dated 

2/11/04 stated, "Up and about all evening, in and 

out of resident's rooms.  Attempting to take juices 

and snacks from other residents."  Another entry 

in Nurse's Notes for Resident #2 dated 2/11/04 

stated, "Resident pulled fire alarm at the rear of 

hallway, next to rm. (room) (room number) and 

proceeded to exit the building through the fire 

exit.  Returned to unit with much 

encouragement."  

Nurse's Notes for Resident #2 dated 2/12/04  

stated, "Resident was in another resident's room 

(male) (Resident #3 admitted with the diagnosis 

of Vascular Dementia)  in bed with him, naked 

from the waist down.  She was dressed and taken 

out of room.  Family notified by social worker, 

(name of social worker).  Will continue to 

observe." 
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Nurse's Note for Resident #3 dated 2/12/04 at 

11:45 AM indicated "NA (Nursing Assistant) 

reported that she knocked on door of Room 

(Resident #3's room).  Resident #3 was in his bed 

naked from waist down on top of a female 

resident (Resident #2) - female resident 

(Resident #2's) arms were around Resident #3 - 

both resident (residents) immediately stopped. 

Female resident (Resident #2) also found to (be) 

naked from waist down.  Social Worker notified; 

(name of social worker) incident reports filled 

out".

Record review of an Unusual Occurrence Report 

for Resident #2 dated 2/12/04 stated under the 

Comments section, "Resident was in another 

resident (male) (Resident #3) both was in his bed 

naked from the waist down."   It is indicated that 

the Responsible Party was notified by the Social 

Worker.  The report was signed by Nurse #2 and 

dated 2/12/04, reviewed by and signed by the 

DON (Director of Nursing) and reviewed and 

signed by the Administrator.  The Incident Report: 

Additional Follow-Up  stated, "Staff to continue to 

monitor her for her needs/FW (follow up) to 

Social Worker."  This form was signed by the QA 

(Quality Assurance) Coordinator.

Record review of an Intervention Note for 

Resident #2 dated 2/13/04 composed by the 

Social Worker stated, "Resident was observed by 

the charge nurse in bed with a male resident 

(Resident #3) naked from the waist down.  SW 

spoke with the resident (Resident #2) and she 

stated that she approached him. . . . . . . SW will 

make a care plan for this resident for this type of 

behavior."  

Social Service Note for Resident #3  dated 
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2/13/04 indicated "Intervention Note: SW (Social 

Worker) was informed by nurse on 2/12/04 about 

this resident (Resident #3) and a female resident 

(Resident #2) were stopped from having a sexual 

encounter.  They were both naked from the waist 

down.  The resident's (Resident #3's) (family 

member) called and informed of incident.  SW will 

continue to monitor".  

Nurse's Notes for Resident #2 dated 2/15/04 

stated, "Resident has been sexual inappropriate c 

(with) two male resident (Resident #4 and 

Resident #5, both residents have the diagnosis of 

Dementia).  She (Resident #2) has been caught 

by staff in bed c another peer, c dress up, male 

patient (Resident #3) c his pants down.  She has 

been feeling on male patient (Residdent #6 with 

the diagnosis of Dementia) crotch, also putting 

her hands inside their pants feeling their penis..  

1:1 (one to one)  has been done c her telling this 

behavior is inappropriate.  But she continues to 

do this."  Nurse's Note for Resident #2 dated 

2/18/04 stated, "Up in hallway - naked.  Returned 

to room with much encouragement.  States, "this 

is my house and can dress or undress anyway I 

want."  Dressed c out assistance.."  Nurse's 

Notes for Resident #2 dated 2/19/04 stated, 

"Found sleepin (sleeping) in (room number of a 

female room)."  

Record review of Activities Progress Note for 

Resident #2 dated 4/23/04 and written by the 

assistant administrator stated, ' . . . .She 

(Resident #2) also has befriended a male 

resident (Resident #3)  here, who she states is 

her husband."  

Record review of Nurse's Notes for Resident #2 

dated 4/28/04 stated, "Up wandering all night 
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throughout the unit.  Difficult to re-direct.  Insisting 

on being allowed out wanting to go home as she 

has a job to go to in the A.M. (morning)"  Nurse's 

Notes for Resident #2 dated 4/30/04 stated, "C N 

A (nurse aide) noted scant amount fresh blood 

when cleaning resident following voiding."    

Nurse's Notes for Resident #2  dated 5/11/04 

stated, "Roaming throughout the unit.  Found 

sleeping in (a female roon) - refused to go to her 

bed when moved from (a female room).  States 

she is "waiting for her mother." "  Nurse's Notes 

for Resident #2 dated 5/17/04 states, "Sleeping in 

(room number of Resident #3).  Roused, dressed 

and directed to (room number of Resident #2).  

Refused to go into her room.  Up in hallway."  

Nurse's Notes for Resident #2 dated 5/25/04 

stated that there was a small amount of bright red 

blood loss.  Nurse's Notes for Resident #2 dated 

6/4/04 at 1:00 AM stated that the resident had a 

small amount of fresh blood per vagina.  One dot 

approximately 2 cm. (centimeter) in diameter.  

Another entry on the Nurse's Notes for Resident 

#2 on 6/4/04 at 6:00 AM stated that there was a 

small amount of fresh blood noted.  

Record review of a Physician Order for Resident 

#2 dated 6/4/04 stated, "Refer to GYN 

(Gynecologist) for recurrent  PV (pelvic) 

bleeding."  A Physician Order for Resident #2 

dated 6/28/04 stated, "Schedule pelvic ultrasound 

for post-menopausal bleeding."

Nurse's Notes for Resident #2 dated 7/6/04 

stated, "Observed in room c resident from (room 

number of Resident #3) in bed c her.  Privacy 

maintained."   Nurse's Notes for Resident #2 

dated 7/9/04 states, "Up to bathroom with much 

encouragement.  Scan (scant) amount of blood 

tinged mucous fluid on labia. . . . ."  Nurse's Notes 
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for Resident #2 dated 7/14/04 5:00 PM stated, 

"Resident (Resident #2)  reportedly kissed 

another resident (unidentified resident) on the 

cheek @ (at) 4:30 PM."   

Social Service Note for Resident #3 dated 

7/15/04 revealed Resident #3 had a sexual 

encounter with Resident #2 on 7/8/04.  The entry 

indicated that the SW informed Resident #3's 

family member.  

Nurse's Notes for Resident #3 revealed no 

documentation regarding a sexual encounter 

incident (on 7/08/04 with Resident #2) as cited in 

the SW note dated 7/15/04.  

A Social Service Note for Resident #3 dated 

7/22/04 indicated "SW spoke with the resident's 

(Resident #3's) (family member) about coming 

out to the facility for a meeting about Resident 

#3's relationship with the female resident 

(Resident #2).  There was no documentation 

regarding a meeting with the family.  The Social 

Worker is no longer employed at the facility and 

was not available for an interview. 

Nurse's Note for Resident #2 dated 7/26/04 

stated, "In bed of resident from (room number of 

Resident #3) naked."  

Nurse's Note for Resident #3 dated 7/26/04 at 

8:30 PM indicated "In room, in bed with female 

resident (Resident #2) from (room # of Resident 

#2)".  

Nurse's Notes for Resident #2 dated 8/1/04 

stated,  "About 7:45 PM (evening) (name of 

Resident #2) was found taken (taking) her clothes 

off laying in another male resident (Resident #3)  
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bed.  A male resident (Resident #3) also has his 

clothes off standing by the bed with both of the 

room curtains closed.  Observed no injuries to the 

Resident."  

Nurse's Note for Resident #3 dated 8/01/04 at 

8:00 PM indicated "Resident #3 found attempting 

to have sexual intercourse with female resident 

(Resident #2) in his bed.  They both have their 

clothes off.  Female resident (Resident #2) laying 

(lying) in the bed.  Mr. __ (Resident #3) standing 

by the bed with both room curtains closed.  

Female resident (Resident #2) helped to go to her 

room.  Mr.__ (Resident #3) remains in his room".

Record review of an Unusual Occurrence Report 

for Resident #2 dated 8/1/04 indicated under the 

heading of "Type of Occurrence" written in the 

space entitled  Other is stated, "Attempted sexual 

intercourse."  The Comments stated, "Resident 

found in another Resident room. (Resident #3)   

Both with their clothes off in closed curtain.  

(Name of resident #2) laying on the bed.  A male 

Resident (Resident #3) standing by the bed."  It is 

indicated that the Responsible Party was not 

notified.  Signed by Nurse #1.  The Incident 

Report:  Additional Follow-Up indicated no action 

taken.  "F/W to Social Worker."  The follow up 

report was signed by the QA Coordinator.

Nurse's Notes for Resident #2 dated 8/3/04  

stated, "Up and about - scant amount bloody vag. 

(vaginal) discharge."

The Physician Progress Note for Resident #2 

dated 8/4/04 stated that there was a small 

amount of vaginal bleeding (had sexual relations 

c another resident) (referring to Resident #3)  and 

continued that the physician would refer the 
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resident to a GYN for an exam.  It also stated to 

prevent further contact until the physician speaks 

with the family and after the exam.  

Nurse's Note for Resident #2 dated 8/15/04 

stated, " . . . .continues to spend time c resident 

from (room number of Resident #3),  Very  

suggestive conversations.  Difficult to redirect."  

Record review of the Physician Progress Notes 

for Resident #2) dated 8/20/04 indicated that the 

resident had an endometrial polyp causing the 

vaginal bleeding.  

Interview on 8/23/04 at 2:20 PM with Assistant 

Administrator #1 revealed the social worker 

talked to the family of Resident #2.  She said that 

nursing called the family.  She continued that the 

ombudsman and the social worker had a meeting 

with the family of Resident #2 in July.  Facility 

staff were suppose to redirect Resident #2..  She 

continued that the episodes happen at night.  "I 

thought (name of Resident #2) was going back in 

time.  Maybe those feelings never leave."  She 

said the DON (Director of Nursing) and social 

worker (no longer employed at the facility) were at 

the meeting.  The new social worker was on 

vacation.

Interview on 8/23/04 at 2:30 PM with the DON 

revealed that when she first realized anything she 

was just aware of holding hands.  Staff told her 

that it had gone beyond that.  She said she 

instructed staff to notify both families. She said 

she instructed staff that if the two resident's 

(Resident #2 and Resident #3) were together, not 

to separate them but to provide them privacy.  

She said she thought it was a 1 time occurrence.  

When she realized that it was ongoing she 

FORM CMS-2567(02-99) Previous Versions Obsolete B2VO11Event ID: Facility ID: 923077 If continuation sheet Page  26 of 41



A. BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/15/2007
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

______________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345434 08/25/2004

C

DURHAM, NC  27704

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

CARVER LIVING CENTER
321 EAST CARVER STREET

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 324 Continued From page 26 F 324

contacted the ombudsman because she said that 

the residents had not been declared incompetent 

and she felt that the two residents (Resident #2 

and Resident #3)  were at a higher level of 

functioning and were able to consent.  She said 

she became involved when she realized that the 

behavior was more than 1 time.  She said she felt 

that if the 2 residents (Resident #2 and Resident 

#3) were consenting, one should be discharged 

or they should be placed in a room together 

because they both had roommates.   She said 

that she spoke the Resident #2's family member 

and the family was not happy about having them 

room together.  She said Resident #2's family did 

not want the resident discharged or placed in the 

room with Resident #3.  She said she then 

contacted the ombudsman and she came and 

spoke with both of the families about 7/29/04.  

The ombudsman took the approach to redirect 

the two residents.  She said that the residents 

never made advances to anyone else.  She feels 

that Resident #2 is very friendly and she is the 

initiator.  On the 1st of August, the ombudsman's 

words were to gently redirect.  She said she told 

the staff to provide privacy and not to scold.  She 

continued that it was her humble opinion that the 

2 residents chose to do this, provide them with 

privacy.  She said that Resident #2's family was 

not happy and the family's  preference was not to 

have sexual relations or be discharged from the 

facility.

Interview on 8/23/04 at 3:05 PM with nurse #3 

revealed that whenever she encountered the 

residents exhibiting inappropriate behavior as 

soon as they were disturbed the interruption 

would put an end to whatever was to take place.  

She said she was continually redirecting the two 

residents.  She could pick up on the situation 
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before it became a situation.  She said that staff 

finds this awkward and said, "What are we going 

to do?"

Interview on 8/23/04 at 4:25 PM with resident #2's 

family revealed that the preference was for the 

two residents (Resident #2 and Resident #3)not 

to be together and redirection was fine.  Resident 

#2 is not oriented.  The family continued that the 

Resident #2 has lapses in and out of reality.  The 

DON told the family that it would be difficult to 

keep the two residents apart.  The family stated 

that they had only spoke with the social worker 

and the DON.  The family continued that based 

on the person Resident #2 was prior to the 

Dementia developing, the behavior was not her 

normal type of behavior.  

Interview on 8/23/04 at 4:45 PM with the DON 

revealed that the DON thought she was able to 

make that decision.  (referring to allowing the two 

residents to be together with the inappropriate 

sexual behavior)  She continued that she would 

not say that Resident #2 is never confused.  

Interview on 8/24/04 at 9:25 AM with the 

ombudsman revealed that she received a call 

from the social worker and was told that two 

demented residents were having a sexual 

relationship.  The ombudsman was told that the 

family of Resident #2 was not happy about that.  

When the ombudsman interviewed facility staff it 

was revealed that Resident #2 seeks out 3 to 4 

other residents and also seeks out Resident #3.  

Facility staff told the ombudsman that they go 

about their business.  The social worker told the 

ombudsman that the family of Resident #2 is 

embarrassed by the behaviors.  The ombudsman 

was told that Resident #2 puts her hand down the 

FORM CMS-2567(02-99) Previous Versions Obsolete B2VO11Event ID: Facility ID: 923077 If continuation sheet Page  28 of 41



A. BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/15/2007
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

______________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345434 08/25/2004

C

DURHAM, NC  27704

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

CARVER LIVING CENTER
321 EAST CARVER STREET

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 324 Continued From page 28 F 324

pants of men and fondles them.  Continued that 

one male resident (Resident #4)  was ambulatory 

and there was no response from him to her 

(Resident #2) advances.  The second male 

resident (Resident #5) responded with a smile 

and he seemed pleased when she groped him.  A 

third male resident (Resident #6) had been 

groped and held hands with Resident #2.  The 

ombudsman said that staff and the residents 

were interviewed.   The ombudsman continued 

that "no", Resident #2 was not competent to 

make these decisions.    

Interview on 8/24/04 at 10:15 AM with nurse #1 

revealed that on 8/1/04 when she was passing 

meds and went in room (room number of 

Resident #3)  the curtains were pulled.  The 

resident's roommate was in the other bed.  She 

didn't know who pulled the curtains.  She said she 

checked the residents and Resident #3 was 

standing by the bed with his pants off and 

Resident #2 was naked in the bed.  Resident #2 

had placed the incontinent brief in the trash and 

the clothing was on the bedside table.  Nurse #1 

told Resident #2 that she was in the wrong room.  

Resident #3 put on his pants.  Nurse #1 assisted 

Resident #2 put her clothes back on.  They called 

each other "honey".  Nurse #1 completed an 

incident report and reported it to the next shift.  

Nurse #1 said that Resident #2's memory is very 

disrupted and she is really confused.

  

Interview on 8/24/04 at 10:30 AM with the 

administrator revealed that she had a meeting 

with the DON and the social worker.  The 

admdinistrator said she told them that she did not 

want to have this discussion.  She said her initial 

comment was that both of the residents were on 

the unit and she saw a problem.  The social 
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worker told her that both families met with the 

DON and the social worker.  The DON spoke with 

the ombudsman and she wasn't sure what 

decisions were made.  She knew that no one 

wanted to move to another facility.  She said she 

was not comfortable with the situation but would 

do everything that was in the resident's rights.  

She said initially both family members decided 

that the residents were both adults and it was OK 

with them.  She continued that she felt she should 

know more about what was going on.  The social 

worker communicated with her verbally and there 

was little documentation.  She continued that she 

knew the DON would make the right decision.  

The administrator said she had no details about 

what the DON had done. 

Interview on 8/24/04 at 11:15 AM with nurse #2 

revealed that she was called to the resident's 

room (Resident #3) one day and observed 

Resident #2 laying in bed naked and Resident #3 

was pulling his pants up.  She said she tried to 

redirect  Resident #2 the rest of the day.  She 

said the family of Resident #2 did not like the 

situation.  Resident #2 thinks Resident #3 is her 

husband.  Resident #2 is confused at times.  

Nurse #3 stated that she is confused about the 

situation.  She was told that if she saw anything 

inappropriate to tell  Resident #2 to come with 

her.

Interview with the DON on 8/24/04 at 4:10 PM 

revealed when she initially discovered that 

something happened, she thought two residents 

(Resident #2 and Resident#3) were spending 

time together and holding hands.  The DON 

stated that when she realized Resident #2 and 

Resident #3's behavior had gone beyond holding 

hands, she instructed staff not to separate them 
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and to provide for their privacy.  The DON stated 

she consulted with the Ombudsman regarding the 

sexual behavior.  She indicated that the 

Ombudsman came to the facility around 7/29/04 

and met with both residents' families.  The DON 

said the Ombudsman suggested the staff gently 

redirect the residents.  The DON stated, "I think 

Resident #2 and Resident #3 care for each other 

and engaged in consensual sexual behavior.  I 

made a decision from my heart; what I thought 

was a good decision to provide privacy for these 

residents, if they wanted to be together".       

Interview with the MDS nurse on 8/24/04 at 4:35 

PM revealed that when she codes resident's 

memory and cognition she asks the residents 

what they had for breakfast, ages of children, 

where lived and the resident's age.  She said that 

looks at the physician's discharge summary and 

uses her own judgement.  She stated that 

Resident #2 would need assistance making 

decisions.

Interview on 8/25/04 at 9:30 AM with Nurse #4 

revealed that she had seen inappropriate sexual 

gestures by Resident #2 toward male residents 

including touching, feeling, kissing and rubbing up 

against them.  She said it is common knowledge 

by everyone.  She did observe the behaviors.  

She said that many nights Resident #2 would sit 

between Resident #3 and another male resident 

(Resident #6) and have her head turned talking to 

one of the residents while she would rub the leg 

and crotch of the other resident.  She said she 

observed Resident #2's hand inside of a male 

resident's (Resident #6) pants, rubbing his penis.  

She would tell the resident that was not an 

appropriate thing to do.  She said she worked 

nights and would give report to the first shift for 
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followup.  She said that management was not 

there during the night shift.  She continued that 

skin tears and falls took priority.  She again said 

that everyone knew.  It was common knowledge.  

She said other staff told her that if she found the 

residents (Resident #2 and Resident #3) in the 

act of sex to close the door and give privacy.  She 

said they were told that information by 

management and passed it along to her.  

Interview on 8/25/04 at 11:30 AM with Nurse #5 

revealed that she had seen Resident #2 and 

Resident #3 hold hands.  She has held hands 

with another male resident (Resident #4) .  She 

had witnessed Resident #2 sit with another male 

resident and put her hand on his lap.  She 

continued that Resident #2 is not aware of what 

she is doing.  Nurse #4 continued that if she 

catches Resident #2 in an inappropriate situation 

she will tell her to come with her and redirect her.  

Nurse #5 stated that she did not feel comfortable 

with Resident #2,  She said, "What if she was my 

mother."  She said that most of the behaviors 

happen at night and she doesn't see much during 

the day.  She calls all of the men her husbands.

Interview with Nurse #6 on 8/25/04 at 3:15 PM 

revealed she had worked with Resident #3 since 

October 2003.  Nurse #6 stated, she recalled, on 

2/12/04, a NA (Nursing Assistant) reported to her 

that Resident #2 was in Resident #3's bed.  Nurse 

#6 indicated that Resident #3's door was closed 

before the NA entered the room.  Nurse #6 stated 

Resident #3's roommate was not in the room.  

She stated the privacy curtain was partially closed 

around the bed.  Nurse #6 stated, "When I 

entered the room, Resident #2 and Resident #3 

immediately stopped and Resident #3 jumped up 

and off of the bed.  I directed the residents to get 
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dressed and directed Resident #2 to her room.  I 

didn't think they had intercourse because he 

(Resident #3) got up so fast".  Nurse #6 stated 

"When this incident happened, I was Charge 

Nurse on the front hall where Resident #3's room 

was located".  Nurse #6 stated that she reported 

this incident to the Charge Nurse for the back hall 

where Resident #2's room was located.  She 

further stated she reported the events to the 

Social Worker and completed an Incident Report.  

She stated "the Social Worker informed me he 

would report the incident to the residents' 

families.  Nurse #6 indicated that the Director of 

Nursing reviews all Incident Reports.  She stated, 

"No one ever discussed this situation with me".  

Nurse #6 revealed that Resident #3 wandered 

about the Unit but never entered another 

resident's room.  She stated "prior to 2/12/04, I 

never observed Resident #3 exhibit any type of 

inappropriate sexual behavior".  Nurse #6 stated 

that since the episode in February (2004), she 

was not aware of anymore actual sexual 

encounters occurring between Resident #2 and 

Resident #3.   She revealed that she had 

observed the two residents eating together, 

walking in the hall together and holding hands.  

Nurse #6 further stated, "Resident #2 is definitely 

the sexual aggressor; she thinks Resident #3 is 

her husband".  The NA that reported the 2/12/04 

incident was not interviewed as Nurse #6 was 

unable to recall the NA's name.        

Second interview on 8/25/04 at 4:45 PM with the 

ombudsman revealed that she instructed the 

facility staff to gently redirect Resident #2.  She 

said she was told by facility staff that Resident #2 

responded well to redirection.  She continued that 

based on what the facility staff told her about the 

residents response to redirection, she told the 
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facility staff to redirect.  She did not know that it 

had been going on since February.

A Psychological Evaluation was completed on 

8/24/04 and presented to the surveyors on 

8/25/04..

Notified Administrator and Director of Nursing that 

Immediate Jeopardy had been identified on 

8/24/04 at 1:45 PM.

F 490

SS=K

483.75 ADMINISTRATION

A facility must be administered in a manner that 

enables it to use its resources effectively and 

efficiently to attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident.

This REQUIREMENT  is not met as evidenced 

by:

F 490 8/30/04

Based on record review and interviews with 

administrative staff and the ombudsman, the 

facility staff failed to supervise residents after 

being made aware of inappropriate behavior of a 

sexual nature between residents with diagnoses 

of Dementia, and allowed the behaviors to 

continue by not placing effective measures in 

place to ensure the inappropriate behavior did not 

continue for 5 of 5 sampled residents.  (Residents  

#2, #3, #4, #5 and #6).    This constituted 

Immediate Jeopardy on 2/12/04 and remains 

ongoing.

The findings include:

1.  The facility administrative staff  was made 

aware of inappropriate behavior of a sexual 

nature,  between residents with diagnoses of 

Dementia by an Unusual Occurrence Report 
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dated 2/12/04 and signed by the DON (Director of 

Nursing), the Administrator and the Quality 

Assurance Coordinator.  A Care Plan was created 

by the Social Worker and the interventions were 

not  followed.  No effective corrective measures 

were put in place to ensure that the inappropriate 

behaviors did not continue.  

Cross refer to F 324.  Record review of an 

Unusual Occurrence Report dated 2/12/04 stated 

under the Comments section, "Resident 

(Resident #2) was in another resident (male) 

(Resident #3)  both was in his bed naked from the 

waist down."   It is indicated that the Responsible 

Party was notified by the Social Worker.  The 

report was signed by Nurse #2 and dated 2/12/04, 

reviewed by the and signed by the DON (Director 

of Nursing) and reviewed and signed by the 

Administrator.  The Incident Report: Additional 

Follow-Up  stated, "Staff to continue to monitor 

her for her needs/FW (follow up) to Social 

Worker."  This form was signed by the QA 

(Quality Assurance) Coordinator.

Record review of an Unusual Occurrence Report 

dated 8/1/04 indicated under the heading of "Type 

of Occurrence" written in the space entitled  Other 

is stated, "Attempted sexual intercourse."  The 

Comments stated, "Resident (Resident #2) found 

in another Resident (Resident #3) room.  Both 

with their clothes off in closed curtain.  (Name of 

resident) laying on the bed.  A male Resident 

standing by the bed."  It is indicated that the 

Responsible Party was not notified.  Signed by 

Nurse #1.  The Incident Report:  Additional 

Follow-Up indicated no action taken.  "F/W to 

Social Worker."  The follow up report was signed 

by the QA Coordinator.
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Interview on 8/23/04 at 2:30 PM with the DON 

revealed that when she first realized anything she 

was just aware of holding hands.  Staff told her 

that it had gone beyond that.  She said she 

instructed staff to notify both families. She said 

she instructed staff that if the two resident's 

(Resident #2 and Resident #3) were together, not 

to separate them but to provide them privacy.  

She said she thought it was a 1 time occurrence.  

When she realized that it was ongoing she 

contacted the ombudsman because she said that 

the residents had not been declared incompetent 

and she felt that the two residents (Resident #2 

and Resident #3)  were at a higher level of 

functioning and were able to consent.  She said 

she became involved when she realized that the 

behavior was more than 1 time.  She said she felt 

that if the 2 residents (Resident #2 and Resident 

#3) were consenting, one should be discharged 

or they should be placed in a room together 

because they both had roommates.   The DON 

said that she spoke with Resident #2's family 

member and the family was not happy about 

having them room together.  She said Resident 

#2's family did not want the resident discharged 

or placed in the room with Resident #3.  She said 

she then contacted the ombudsman and she 

came and spoke with both of the families about 

7/29/04.  The ombudsman took the approach to 

redirect the two residents.  She said that the 

residents never made advances to anyone else.  

She feels that Resident #2 is very friendly and 

she is the initiator.  On the 1st of August, the 

ombudsman's words were to gently redirect.  She 

said she told the staff to provide privacy and not 

to scold.  She continued that it was her humble 

opinion that the 2 residents chose to do this, 

provide them with privacy.  She said that Resident 

#2's family was not happy and the family's  

FORM CMS-2567(02-99) Previous Versions Obsolete B2VO11Event ID: Facility ID: 923077 If continuation sheet Page  36 of 41



A. BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/15/2007
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

______________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345434 08/25/2004

C

DURHAM, NC  27704

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

CARVER LIVING CENTER
321 EAST CARVER STREET

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 490 Continued From page 36 F 490

preference was not to have sexual relations or be 

discharged from the facility.

Interview on 8/24/04 at 10:30 AM with the 

administrator revealed that she had a meeting 

with the DON and the social worker.  She said 

she told them that she did not want to have this 

discussion.  She said that her initial comment was 

that both of the residents were on the unit and 

she saw a problem.  The social worker told her 

that both families met with the DON and the 

social worker.  The DON spoke with the 

ombudsman and she wasn't sure what decisions 

were made.  She knew that no one wanted to 

move to another facility.  She said she was not 

comfortable with the situation but would do 

everything that was in the resident's rights.  She 

said initially both family members decided that the 

residents were both adults and it was OK with 

them.  She continued that she felt she should 

know more about what was going on.  The social 

worker communicated with her verbally and there 

was little documentation.  She continued that she 

knew the DON would make the right decision.  

She said she had no details about what the DON 

has done. 

2.  The facility administrative staff  was made 

aware of inappropriate behavior of a sexual 

nature,  between residents with diagnoses of 

Dementia by an Unusual Occurrence Report 

dated 2/12/04 and signed by the DON (Director of 

Nursing), the Administrator and the Quality 

Assurance Coordinator.  A Care Plan was created 

by the Social Worker and the interventions were 

not  followed.  No effective corrective measures 

were put in place to ensure that the inappropriate 

behaviors did not continue.  
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Cross refer F 224.  Cross refer to F 324.  Record 

review of an Unusual Occurrence Report dated 

2/12/04 stated under the Comments section, 

"Resident (Resident #2) was in another resident 

(male) (Resident #3)  both was in his bed naked 

from the waist down."   It is indicated that the 

Responsible Party was notified by the Social 

Worker.  The report was signed by Nurse #2 and 

dated 2/12/04, reviewed by the and signed by the 

DON (Director of Nursing) and reviewed and 

signed by the Administrator.  The Incident Report: 

Additional Follow-Up  stated, "Staff to continue to 

monitor her for her needs/FW (follow up) to 

Social Worker."  This form was signed by the QA 

(Quality Assurance) Coordinator.

Record review of an Unusual Occurrence Report 

dated 8/1/04 indicated under the heading of "Type 

of Occurrence" written in the space entitled  Other 

is stated, "Attempted sexual intercourse."  The 

Comments stated, "Resident (Resident #2) found 

in another Resident (Resident #3) room.  Both 

with their clothes off in closed curtain.  (Name of 

resident) laying on the bed.  A male Resident 

standing by the bed."  It is indicated that the 

Responsible Party was not notified.  Signed by 

Nurse #1.  The Incident Report:  Additional 

Follow-Up indicated no action taken.  "F/W to 

Social Worker."  The follow up report was signed 

by the QA Coordinator.

Interview on 8/23/04 at 2:30 PM with the DON 

revealed that when she first realized anything she 

was just aware of holding hands.  Staff told her 

that it had gone beyond that.  She said she 

instructed staff to notify both families. She said 

she instructed staff that if the two resident's 

(Resident #2 and Resident #3) were together, not 
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to separate them but to provide them privacy.  

She said she thought it was a 1 time occurrence.  

When she realized that it was ongoing she 

contacted the ombudsman because she said that 

the residents had not been declared incompetent 

and she felt that the two residents (Resident #2 

and Resident #3)  were at a higher level of 

functioning and were able to consent.  She said 

she became involved when she realized that the 

behavior was more than 1 time.  She said she felt 

that if the 2 residents (Resident #2 and Resident 

#3) were consenting, one should be discharged 

or they should be placed in a room together 

because they both had roommates.   The DON 

said that she spoke with Resident #2's family 

member and the family was not happy about 

having them room together.  She said Resident 

#2's family did not want the resident discharged 

or placed in the room with Resident #3.  She said 

she then contacted the ombudsman and she 

came and spoke with both of the families about 

7/29/04.  The ombudsman took the approach to 

redirect the two residents.  She said that the 

residents never made advances to anyone else.  

She feels that Resident #2 is very friendly and 

she is the initiator.  On the 1st of August, the 

ombudsman's words were to gently redirect.  She 

said she told the staff to provide privacy and not 

to scold.  She continued that it was her humble 

opinion that the 2 residents chose to do this, 

provide them with privacy.  She said that Resident 

#2's family was not happy and the family's  

preference was not to have sexual relations or be 

discharged from the facility. 

Interview on 8/24/04 at 9:25 AM with the 

ombudsman revealed that she received a call 

from the social worker and was told that two 

demented residents were having a sexual 
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relationship.  The ombudsman was told that the 

family of Resident #2 was not happy about that.  

When the ombudsman interviewed facility staff, it 

was revealed that Resident #2 seeks out 3 to 4 

other residents and also seeks out Resident #3.  

Facility staff told the ombudsman that they go 

about their business.  The social worker told the 

ombudsman that the family of Resident #2 is 

embarrassed by the behaviors.  The ombudsman 

was told that Resident #2 puts her hand down the 

pants of men and fondles them.  Continued that 

one male resident (Resident #4)  was ambulatory 

and there was no response from him to her 

(Resident #2) advances.  The second male 

resident responded when she groped him with a 

smile and he seemed pleased.  A third male 

resident had been groped and held hands with 

Resident #2.  The ombudsman said that staff and 

the residents were interviewed.   The 

ombudsman continued that "no", Resident #2 was 

not competent to make these decisions.    

Interview on 8/24/04 at 10:30 AM with the 

administrator revealed that she had a meeting 

with the DON and the social worker.  She said 

she told them that she did not want to have this 

discussion.  She said that her initial comment was 

that both of the residents were on the unit and 

she saw a problem.  The social worker told her 

that both families met with the DON and the 

social worker.  The DON spoke with the 

ombudsman and she wasn't sure what decisions 

were made.  She knew that no one wanted to 

move to another facility.  She said she was not 

comfortable with the situation but would do 

everything that was in the resident's rights.  She 

said initially both family members decided that the 

residents were both adults and it was OK with 

them.  She continued that she felt she should 
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know more about what was going on.  The social 

worker communicated with her verbally and there 

was little documentation.  She continued that she 

knew the DON would make the right decision.  

She said she had no details about what the DON 

has done. 

Second interview on 8/25/04 at 4:45 PM with the 

ombudsman revealed that she instructed the 

facility staff to gently redirect Resident #2.  She 

said she was told by facility staff that Resident #2 

responded well to redirection.  She continued that 

based on what the facility staff told her about the 

residents response to redirection, she told the 

facility staff to redirect.  She did not know that it 

had been going on since February.

On 8/24/04 at 1:45 PM, the Administrator and the 

Director of Nursing were informed of the 

Immediate Jeopardy.
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