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ABC CARE CENTER – FACILITY REPORT EVENT SURVEY OF MAY 17, 20XX 
 

SUBMISSION FOR IDR AUGUST 16, 20XX 
 

I. PRE-ADMISSION OF RESIDENT #2 TO ABC 
 
 1. ABC Care Center (“ABC”) was contacted on December 22, 20XX by XYZ Care and 

Rehabilitation Center (“XYZ”) 
 
 2. ABC was informed that XYZ was “Looking to place [Patient #2] in another facility.  He 

has had 2 inappropriate incidents w/ female residents.”  Patient #2 had been admitted to 
XYZ on September 27, 20XX. 

 
3. XYZ’s nurses notes reveal that XYZ actually had 5 separate inappropriate verbal and 

physical sexual incidents, three with three different female patients and two with two 
different female CNAs, with Patient #2.   

 
4. On November 8, 20XX, Patient #2 attempted to “grab a CNA’s breast during the 3-to-11 

shift. 
 

a) XYZ’s response was limited to counseling Patient #2 that “this behavior [was] 
inappropriate and that he should not touch anyone or make sexual comments to 
anyone.” 

 
b) XYZ did not notify the NJDOH of this incident.   

 
5. On November 25, 20XX, while Patient #2 was out of the facility being dialyzed, a female 

patient informed XYZ’s staff that Resident #2 had “made unwanted sexual advances 
towards her both verbally and physically.” 

 
a) XYZ notified Patient #2’s psychiatrist and psychologist, and the psychiatrist 

ordered Patient #2 onto Seroquel. 
 
6. While Patient #2 was still out being dialyzed on November 25, 20XX, another female 

patient alleged that Patient #2 had “made sexually inappropriate comments/touching.” 
 

a) XYZ placed Patient #2 “on 1:1 until Sunday night” and thereafter “on 15 min 
checks.” 

 
b) XYZ notified, among other agencies, the New Jersey Department of Health (the 

“NJDOH”) and the Office of the Ombudsman for the Institutionalized Elderly 
(the “Ombudsman’s Office”). 

 
c)  Karen of the NJDOH called XYZ and was “pleased” with XYZ’s responses to the 

two incidents that day, asking merely for a “summary of [the] allegation[s], [an] 
incident report” and the CPs of Patient #2 and the affected female patients.  
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d)  Anita of the Ombudsman’s Office informed XYZ that the Ombudsman’s Office 

would not get involved, because the [first] victim of Patient #2’s inappropriate 
behavior was under 60 years of age. 

 
e) XYZ elected not to call, nor did any agency instruct XYZ to call, the Township 

Police Department. 
 

f) XYZ was not found deficient by the NJDOH either in its response to each 
inappropriate incident perpetrated by Patient #2 on September 25, 20XX or 
regarding the decision by XYZ to forgo calling the Township Police Department. 

 
7. At approximately 11:00 a.m. on December 11, 20XX, Patient #2 asked a XYZ staff nurse 

to have sex with him. 
 
  a) Patient #2 was counseled that “asking staff for sex” “is inappropriate”. 
 

8. During the 3-to-11 shift on December 11, 20XX, a CNA reported that Patient #2 was 
found in a female patient’s room. 

 
a) Patient #2 claimed that the female patient has asked Patient #2 to perform “oral 

sex”, although Patient #2 denied that claim. 
 
  b) Patient #2 was thereafter “closely monitored” only. 
 

9. XYZ’s records fail to disclose any report to the NJDOH of either incident on December 
11, 20XX regarding Patient #2’s inappropriate behavior. 

 
10. There is no record of the NJDOH having found deficient in any manner the responses of 

XYZ to either incident on December 11, 20XX regarding Patient #2’s inappropriate 
behavior. 

 
II. POST-ADMISSION OF RESIDENT #2 TO ABC 

 
A. The Admission Process of Patient #2: 
 
 1. ABC admitted Patient #2 on January 3, 20XX. 
 

2. The Care Plan developed by ABC for Patient #2 reflects Patient #2’s history of inappro-
priate gestures towards female residents, with a goal of avoiding such inappropriate 
behavior for a period of 90 days, i.e., until April 20XX. 

 
 3. That initial Care Plan also reflected the provision by ABC of 1:1 monitoring. 
  
B. Resident #2’s Behavior on April 22, 20XX: 
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 1. At 3:00 p.m., Resident #2 found in room of  Resident #1. 
 

a) Resident #2 was observed by a witness speaking in a low voice very close to 
Resident #1’s ear, but Resident #2 was not touching Resident #1. 

 
b) The witness notified the CNA. 
 
c) Per ABC’s “Wandering Resident” Policy, the CNA redirected Resident #2 out of 

Patient #1’s room and Patient #2 was frequently checked thereafter.  
 
 2. At 7:30 p.m., the CNA observed Resident #2 back in Resident #1’s room. 
 

a) Resident #2 was observed touching the right breast of Patient #1 with either his 
hand (two witnesses) or his mouth (one witness). 

 
b) The nurse on duty was informed; she examined Patient #1’s breast and failed to 

observe any injury or markings; and she ordered the CNA to redirect Patient #2 
out of Patient #1’s room. 

 
c) Shortly thereafter, Resident #1 was relocated from her room to the sitting area 

opposite the nurses station, where she remained the entire night under the direct 
observation of the nursing staff. 

 
d) Resident #2 was put on full-staff rotational 1:1 monitoring/15 minutes. 
 
e) The NJDOH and the Ombudsman’s Office were called by ABC to report the 7:30 

p.m. incident. 
 
f) In addition, Patient #1’s guardian from the Office of the Public Guardian, Mary 

Jones, and her attending physician were also notified of the incident. 
 
g) ABC, as had XYZ before it, elected not to contact the Borough Police 

Department.  
 
C. Events of April 23, 20XX: 
 

1. In the presence of the Social Worker, Resident #1’s entire body was physically examined 
by ABC’s Director of Nursing and by the nurse on duty, who observed a light ecchymotic 
area (the size of a dime) . . . on her right breast.” 

 
 2. ABC up-dated the Care Plan for Patient #2 and reflected: 
 

a) A room change to a room “closer to nurses station” to observe “residents wear 
abouts”; 
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b) Among other things, ABC determined in Patient #2’s revised Care Plan to “Notify 
police station – 4/23/XX.” 

 
3. Two representatives of the Ombudsman’s Office came to ABC and reviewed ABC’s 

response to the incident that had taken place at 7:30 p.m. on the evening of April 23, 
20XX. 

 
a) Betty Smith, Esq. of the Ombudsman’s Office thereafter telephoned ABC to 

inform ABC that it had done “an excellent job” in responding to the incident. 
 

4. A nurse from the Division of Developmental Disabilities (the “DDD”) in the New Jersey 
Department of Human Services came to ABC on April 23, 20XX to review ABC’s 
response to the incident that had taken place at 7:30 p.m. on the evening of April 23, 
20XX. 

 
  a) The DDD nurse found no cause for further investigation of the incident. 
 

5. At 10 a.m. on April 23, 20XX, Ms. Jones, Resident #1’s guardian, insisted that ABC 
notify the Borough Police Department. 

 
a) ABC called the Borough Police Department and detectives came to ABC at 

approximately 12:30 p.m. on April 23, 20XX. 
 

b) A female detective on site informed ABC that, in light of the nature of the 
incident at 7:30 p.m. on April 22, 20XX, there was no need to take a vaginal 
smear of Patient #1. 

 
c) Resident #2 was escorted by the detectives to the Borough Police Department, 

where he was placed under arrest. 
 
 6. No representative of the NJDOH came to ABC on April 23, 20XX. 
 

a) The NJDOH did not respond at all on April 23, 20XX to the report by ABC of the 
incident that had taken place at 7:30 p.m. on the evening of April 23, 20XX. 

 
III. SURVEY OF MAY 17, 20XX 

 
A. On-Site Survey:   
 

1. On May 17, 20XX -- 24 days after the incident involving Patient #2’s inappropriate 
sexual touching of Patient #1 -- Liz Cooper of the NJDOH came to ABC. 

 
a) Ms. Cooper displayed an antagonistic attitude toward ABC and its staff from the 

outset of her visit. 
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b) Immediately upon her arrival, Ms. Cooper informed ABC’s Director of Nursing 
that “she was here on the rape case.” 

 
c) Ms. Cooper also continuously kept insisting that she needed to see a copy of the 

incident report regarding Patient #2 being found in Patient #1’s room at 3:00 p.m. 
on April 22, 20XX and was openly hostile to ABC’s explanation that there had 
been no incident report prepared regarding that event in light of the fact that the 
event was not an “incident” requiring a incident report. 

 
(i) Patient #2 left Patient #1’s room immediately upon direction to do so and 

without protest; 
 

(ii) There had been no physical contact between Patient #2 and Patient #1 
during the 3:00 p.m. event; and 

 
(ii) When the 3:00 p.m. event occurred on April 22, 20XX, Patient #2 had 

been a resident of ABC for four months without any manifestation of 
outwardly inappropriate behavior. 

 
d) Ms. Cooper remained on site at ABC on May 17, 20XX for only a relatively short 

period. 
 
B. Post-Survey Telephonic Interviews: 
 

1. Ms. Cooper contacted the witness who had initially observed Patient #2 in Patient #1’s 
room at 3:00 p.m. on April 22, 20XX. 

 
a) ABC believes that Ms. Cooper was attempting to obtain some justification that 

her pre-conceived determination that ABC’s purported failure to file an incident 
report over this event was a deficiency appropriate for citation by the NJDOH. 

 
b) Ms. Cooper’s write-up of her telephonic interview with the witness is factually 

incorrect, in that the witness did not confirm (and continues to the present her 
vehement rejection of the notion) that she found Patient #2 huddling over Patient 
#1’s bed with his hands in her genital area. 

 
IV. THE CIRCUMSTANCES OF APRIL 22-23, 20XX DID NOT RISE TO S&S LEVEL LL 

 
A. ABC complied with its internal policies and its Care Plan at all times regarding Patient #2. 
 

1. Despite his pre-ABC admission history, Patient #2 was effectively monitored for the 4+ 
months after his admission to ABC and prior to being observed engaged in inappropriate 
behavior toward Patient #1 in her room at 7:30 p.m. on April 22, 20XX. 

 
2. Prior to April 22, 20XX, Patient #2 exhibited no signs at all of the kinds of behavior that 

had compelled XYZ to discharge him to ABC in the first place. 
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3. Other than ABC’s understanding of Patient #2’s pre-ABC admission history at XYZ, 

ABC had no indication that its compliance with its internal policies were in any way 
inadequate or should have been altered in anticipation of Patient #2’s unexpected 
unacceptable behavior beyond that which he exhibited during that post-admission 4+ 
month period. 

 
B. From the records supplied by XYZ, ABC learned of the specifics of the responses of XYZ to a 

number of actual sexual assaults perpetrated on other patients and staff by Patient #2. 
 

1. In response to each such episode, XYZ increased its monitoring of Patient #2 to 1:1, but: 
 

a)  It only notified the NJDOH on one of the five different occasions when Resident 
#2 behaved inappropriately; 

 
b) At no time did it provoke the NJDOH into conducting a survey of XYZ and of the 

reasons why Patient #2 has opportunities to commit sexual assaults of other 
patients and staff; or 

 
c) At no time did it have to respond to a citation by the NJDOH of any deficiency in 

the method and manner in which it responded to each sexual assault. 
 

2. XYZ never informed the Township Police Department that Patient #2 had committed a 
sexual assault on a patient or staff member at any time. 

 
a) There is no record of the NJDOH’s citation of a deficiency based upon the failure 

of XYZ to notify the Township Police Department that Patient #2 had committed 
a sexual assaults in its facility.  

 
C. The assault committed by Patient #2 on Patient #1 on April 22, 20XX was limited to his touching 

(by hand or mouth) of Patient #1’s breast. 
 

1. ABC immediately ensured that Patient #1 was maintained thereafter in a safe 
environment where Patient #2 had no access to her. 

 
2. ABC notified the NJDOH; the Ombudsman’s Office; Patient #1’s guardian from the 

Office of the Public Guardian; and Patient #2’s wife. 
 
 3. ABC filed timely an incident report with the NJDOH. 
 
D. As a result of ABC’s quick and effective response to the events of April 22, 20XX, only Patient 

#1 was assaulted and was the only patient threatened. 
 
E. ABC takes great issue with the characterization of Ms. Cooper on page 1 of 47 of the Facility 

Report Event Survey:  May 17, 20XX to the effect that the circumstances leading to Patient #2’s 
arrest on April 23, 20XX by the Borough Police Department amounted to a “practice [that] posed 
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a serious and immediate threat to all residents and was identified as an Immediate Jeopardy 
situation on 4/22/12 at 3:00 p.m. until 4/23/12 at 2:15 p.m.” 

 
1. The discovery of Patient #2 in Patient #1’s room at 3:00 p.m. on April 22, 20XX with no 

evidence of physical contact between them was not an “incident” or one that “posed a 
serious and immediate threat” to ABC’s other patients. 

 
2. Only Patient #1 was subjected to a “serious and immediate threat” of harm, and this 

despite ABC’s compliance with its policies regarding the monitoring of Patient #2. 
 
3. ABC’s response to the events that occurred at 7:30 p.m. on the evening of April 22, 

20XX was appropriate and nullified any threat, let alone an “serious and immediate 
threat,” to any of ABC’s patients. 

 


