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Notice of Serious Incident 

Case Number: 029427 

Date of Incident: 4/30/2025 

Date Received: 5/1/2025 

 

Facility Name: Perimeter Behavioral of Forrest City 

Facility Number: 142 

Incident Type: Licensing 

Report Description: Lead Staff brought Resident, , to Director of Nursing 
(DON) to show her observed markings on Resident. DON inquired of  where the 
markings came from and Resident alleged it was from his roommate with whom he was on 
unit restriction with at the time. Resident preceded to then share sexual allegations against 
said roommate.  

 
An internal investigation was also simultaneously launched. Both Residents were 

also seen same day of allegation by their respective Therapist. Footage review of was 
completed by the Safety Team and Therapists included. Resident interviewed during daily 
Safety Meeting by Safety team and Therapist 05/01/2025. See additional information 
section. Resident?s rooms have been changed. Residents are also peer restricted. Unit 
restriction for the Sexual Rehabilitative Unit will now be conducted only in the dayrooms. 
Staff involved in the supervision of these Residents during the window the behaviors 
occurred have been terminated. Upon camera review, stick and poke tattooing from named 
peer was evidenced but no signs of forced interaction. Additionally, inappropriate sexual 
behaviors were also evidenced upon camera but appears mutual with no evidence of forced 
engagement. Resident admitted to behaviors and shares ?I lied on (peer)? because he 
?promised me things from his pass.? Once Resident found out the peer had no pass, he 
presented these allegations. Resident educated on the dangers of falsely accusing peers and 
verbalized understanding. 

 

Interim Action Narrative:  

 

 



 
 

 

 

 Narrative:                                                             

 

 

Licensing Narrative:  5.1.25- uploaded the SORF from facility as well as requested video 
footage be retained. 5.2.25- Facility will retain footage 5.13.25- Licensing Specialist went to 
Facility. 5.13.25- Facility was cited for 907.2 on failure to supervise, staff involved was 
terminated. Details retained in inspection #087043 The case has been closed as founded by 
licensing.  










