DEPARTMENT OF PUBLIC HEALTH

STATE OF ILLINOIS

THE DEPARTMENT OF PUBLIC HEALTH } Docket No. NH 19-S0006
STATE OF ILLINOIS, )
Complainant, )
)
V. )
)
DIXON MANOR, LLC, )
D/B/A, DIXON REHAB & HCC, )
Respondent. )

NOTICE OF TYPE "A" VIOLATION(S) AND ORDER TO ABATE OR ELIMINATE; NOTICE OF
PLAN OF CORRECTION REQUIRED; NOTICE OF CONDITIONAL LICENSE; NOTICE OF FINE
ASSESSMENT; NOTICE OF PLACEMENT ON QUARTERLY LIST OF VIOLATORS;
NOTICE OF OPPORTUNITY FOR HEARING

Pursuant to the authority granted by the Nursing Home Care Act (210 ILCS 45/1-101 et seq.)
(hereinafter, the “Act™), NOTICE IS HEREBY GIVEN:

NOTICE OF TYPE "A" VIOLATION(S) AND ORDER TQ ABATE QR ELIMINATE

It is the determination of the Illinois Department of Public Health, State of illinois, (hereinafter,
the “Department”) that there has been a failure by Respondent to comply with the Act. This determination
is subsequent to a Licensure Investigation conducted by the Department on December 06, 2018, at Dixon
Rehab & HCC, 800 Division Street, Dixon, Illinois 61021. On February 04, 2019, the Department
determined that such violations constitute one or more Type “A” violations of the Act and the Skilled and
Intermediate Care Code, 77 Hl. Adm. Code 300 (hereinafter, the “Code™). The nature of each such
violation and sections of the Code that were violated are further described in The Statement of Licensure
Violations which is attached hereto and incorporated herein as Attachment A and made a part hereof.

Pursuant to Section 3-303 of the Act, the above-referenced facility is hereby ordered to abate
and/or eliminate the above violation(s) immediately.

A Type *A" violation may affect your eligibility to receive or maintain a two-year license, as
prescribed in Sec. 3-110 of the Act.

NOTICE OF PLAN OF CORRECTION REQUIRED

Pursuant to Section 3-303(b) of the Act and Section 300.278 of the Code, the facility shall have 10
days afier receipt of notice of violation in which to prepare and submit a plan of correction. Any previous
submissions are considered to be comments to the licensure findings and are not eligible as a plan of
correction for this notice.

Each plan of correction shall be based on an assessment by the facility of the conditions or
occurrences that are the basis of the violation and an evaluation of the practices, policies, and procedures
that have caused or contributed to the conditions or occurrences. Evidence of such assessment and
evaluation shall be maintained by the facility. Each plan of correction shall include:



1) A description of the specific corrective action the facility is taking, or plans to
take, to abate, eliminate, or correct the violation cited in the notice.

2) A description of the steps that will be taken to avoid future occurrences of the
same and similar violations,
3) A specific date by which the corrective action will be completed.

If a facility fails to submit a plan of correction within the prescribed time period, The Department
will impose an approved plan of correction.

NOTICE OF CONDITIONAL LICENSE

In accordance with Sections 3-305 and 3-311 of the Act, the Department hereby issues a
Conditional License for the operation of the Facility. This license replaces the unrestricted license issued
to Dixon Rehab & HCC, 800 Division Street, Dixon, Illinois 61021 on March 09, 2018. The Facility's
current license number is 0051870. The term of the conditional license shall be from March 04, 2019 to
September 03, 2019. THE CONDITIONAL LICENSE SHALL FOLLOW UNDER A SEPARATE
COVER LETTER. THE CONDITIONAL LICENSE SHALL BE CONSPICUOUSLY POSTED IN THE
FACILITY BEGINNING ON MARCH 04, 2019.

The Conditional License will be withdrawn and an unrestricted license will be issued to
Respondent upon the expiration of the term of the Conditional License.

During the term of the Conditional License, Respondent will retain its status as a certified provider
of Medicaid services so long as Respondent's facility complies with the applicable federal regulations.

If the Respondent timely requests a hearing to protest the basis for the issuance of the Conditional
License, the terms of the Conditional License shall be stayed pending the issuance of the Final Order at the
conclusion of the hearing and the facility may operate in the same manner as with an unrestricted license.

NOTICE OF FINE ASSESSMENT

Pursuant to Section 3-305 of the Act the Department hereby assesses against Respondent a
monetary penalty of $25,000.00, as follows:

Type A violation of an occurrence for violating one or more of the following sections of the Code:
300.610a), 300.1210b), 300.1210c) and 300.3240a). The fine was doubled in this instance in
accordance with 300.282i) and j) of the Code due to the violation of the sections of the Code with
a high risk designation: 300.1210b) and 300.3240a).

Section 3-310 of the Act provides that all penalties shall be paid to the Department within ten (10)
days of receipt of notice of assessment by mailing a check (note Docket # on the check) made payable to
the Illinois Department of Public Health to the following address:

Iilinois Department of Public Health
P.O. Box 4263
Springfield, Illinois 62708

If the penalty is contested under Section 3-309, the penalty shall be paid within ten (10) days of
receipt of the final decision, unless the decision is appealed and stayed by court order under Section 3-713
of the Act.

A penalty assessed under this Act shall be collected by the Department. If the person or facility
against whom a penalty has been assessed does not comply with a written demand for payment within
thirty (30) days, the Director shall issue an order to do any of the following;



(A) Direct the State Treasurer to deduct the amounts otherwise due from the State for the
penalty and remit that amount to the Department;

(B) Add the amount of the penalty to the facility's licensing fee; if the licensee refuses to make
the payment at the time of application for renewal of its license, the license shall not be
renewed; or

(9] Bring an action in circuit court to recover the amount of the penalty.

NOTICE OF PLACEMENT ON QUARTERLY LIST OF VIOLATORS

In accordance with Section 3-304 of the Act, the Department shall place the Facility on the
Quarterly List of Violators.

NOTICE OF OPPORTUNITY FOR A HEARING

Pursuant to Sections 3-301, 3-303(e), 3-309, 3-313, 3-315, and 3-703 of the Act, the licensee shall
have a right to a hearing to contest this Notice of Type “A” Violation(s) and Order to Abate or Eliminate;
Notice of Conditional License; Notice of Fine Assessment; and Notice of Placement on Quarterly List of
Violators. In order to obtain a hearing, the licensee must send a written request for hearing no later than
ten (10) days after receipt by the licensee of these Notices.

FAILURE TO REQUEST A HEARING WITHIN TEN DAYS OF RECEIPT OF THIS NOTICE WILL
CONSTITUTE A WAIVER OF THE RIGHT TO SUCH HEARING.

FINE REDUCTION IF HEARING WAIVED

Pursuant to Sections 3-309 and 3-310 of the Act, a licensee may waive its right to a hearing in
exchange for a 35% reduction in the fine. In order to obtain the 35% reduction in the fine, the licensee
must send a written waiver of its right to a hearing along with payment totaling 65% of the original fine
amount within 10 business days after receipt of the notice of violation.

Plans of Correction, Hearing and Waiver Requests can be emailed to the following email

address: DPH.LTCQA.POCHearing@illinois.gov. If your facility does not have email capabilities

then mail it to the attention of: Sammye Geer, Illinois Department of Public Health, Long Term
Care — Quality Assurance, 525 West Jefferson, Springfield, IL 62761.

6
Sherry Barr %

Division Chief of Quality Assurance
Office of Health Care Regulation

Dated this 04" day of February ,2019.




DEPARTMENT OF PUBLIC HEALTH

STATE OF ILLINOIS
THE DEPARTMENT OF PUBLIC HEALTH ) Docket No. NH 19-S0006

STATE OF ILLINOIS )]
Compiainant, )
)
V. )
)
DIXON MANOR, LLC, )
D/B/A, DIXON REHAB & HCC, )
Respondent. )
)

PROOF OF SERVICE

The Conditional License will follow under a separate cover letter.

The undersigned certifies that a true and correct copy of the attached Notice of Type “A” Violation(s)
and Order to Abate or Eliminate; Notice of Conditional License; Notice of Fine Assessment; Notice of
Placement on Quarteriy List of Violators; and Notice of Opportunity for Hearing were sent by certified
mail in a sealed envelope, postage prepaid to:

Registered Agent: Daniel Maher
Licensee Info: Dixon Marnor, LLC
Address: 412 Lawrence Street

Springfield, Illinois 62703

That said documents were deposited in the United States Post Office at Springfield, Illinois, on the
04" day of February ,2019.

&)wnm UAC‘E}'LOO Y

Sammye Geer Q
Administrative Assistant

Long Term Care- Quality Assurance
Office of Health Care Regulations

AFC1300/19-50006/Dixon Rehab & HCC/December 06, 2018/S.Geer
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Facility Reported Incident of November 22, 2018/
IL107577 investigation
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Statement of Licensure Violation:

300.610a)

300.1210a)
300.1210b)
300.1210c)
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory commitiee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

a) Comprehensive Resident Care Plan, A Aﬁac,hment A. s
facility, with the participation of the resident and Statement Of Llceﬂsure V]OIatIDns

the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
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includes measurable objectives and timetables to
meet the resident's medical, nursing, and mental
and psychosocial needs that are identified in the
resident's comprehensive assessment, which
allow the resident to attain or maintain the highest
practicable level of independent functioning, and
provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assessment shall be developed with
the active participation of the resident and the
resident's guardian or representative, as
applicable. (Section 3-202.2a of the Act)

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident’s comprehensive resident care
plan. Adequate and properly supervised nursing
care and persanal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

é) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
resident.

These Regulations were not met as evidence by:

Based on interview and record review the facility
failed to supervise a male resident with known
sexual aggression to prevent resident from
having access to female residents on the
dementia unit. This failure resulted in R2 and R3
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experiencing nonconsensual sexual contact by
R1.

This failure applies to 3 of 3 residents (R1, R2.
R3) reviewed for supervision in the sample of 6.

The findings include:

R1’s face sheet dated Novermnber 29, 2018
showed R1 was admitted to the facility on June 6,
2018 with a most recent readmission date of
September 12, 2018. R1's diagnoses include:
dementia in other diseases classified elsewhere
with behavioral disturbances, Pick's disease (
frontal temporal dementia), delusional disorders,
generalized anxiety disorder, pseudo bulbar
affect, restiessness and agitation, major
depressive disorder, other symptoms and signs
involving cognitive functions and awareness and
other symptoms and signs involving appearance
and behavior.

R1's MDS-Minimum Data Set dated September
285, 2018 shows a BIMs-Brief Interview for Mental
Status of 14 (cognitively intact). This MDS
shows, R1 has other behavioral symptoms not
directed towards others on a daily basis and
requires supervision and assist of one person for
ambulation.

R1's Care Plan dated Septernber 18, 2018
showed R1 had a behavior problem and can
become verbally agitated and aggressive towards
others; sexually inappropriate
comments/gestures directed towards others:
pacing the halls; makes repetitive
statements/questions; has had episodes of
physical behavioral symptoms directed towards
other residents putting him at risk of abuse
related to a diagnosis of frontal lobe

59999
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dementia.R1's behavior interventions dated
September 18, 2018 include; monitor and record
targeted behaviors of pacing, wandering,
disrobing, inappropriate verbal communication,
violence/aggression towards others. R1 is to be
redirected with an activity when displaying
behaviors. R1 is to be supervised when he is
restless and pacing the halls for entrance into
other resident rooms. R1's location is to be
monitored every 15 minutes. There are no
behavior interventions listed for the October 27,
2018 incident between R1 and R3. There are no
documented interventions from September 18,
2018 until the care plan was cancelled on
November 23, 2018, after R1's discharge from
the facility.

On November 29, 2018 at 10:38 AM, V4
{CNA-Certifed Nursing Assistant) said R1 mainly
stayed in his room. He was on 15 minute checks
for close monitoring when he would pace the
haliways. R1 would wander into other resident
rooms. On November 22, 2018 he was on 15
minute checks. V4 said she and V3 were moving
a resident chair from their room to the family
room. R1 was pacing up and down the hall. V3
and V4 put the chair in the family room out of the
sight of R1. R1 was by his room when we went
into the family room. V3 went to get a pad for the
chair from the linen cart. V3 said she saw R1 in
R2's room. R1 was covering up R2. V3 said she
asked R1 what he was doing. R1 was taken to his
room. V4 was asked to do 1:1 with R1 in his
room.

On November 29, 2018 at 9:44 AM, V3 (CNA)
stated R1 was on 15 minute checks, "to keep an
eye on him." We needed to make sure where he
was. He would wander in and out of resident
rooms. V3 stated on November 22, 2018 around

Iinois Department of Public Health
STATE FORM L) 1ZH111 If continuation sheet 4 of 12



PRINTED: 01/04/2019

FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A BUILDING:
Cc
IL6005276 il 12/06/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
800 DIVISION STREET
DIXON REHAB & HCC ISt
DIXON, IL 61021
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
59999 Continued From page 4 $9999

2:00 PM, R1 was unsupervised and was in R2's
room. R1 was standing over the bed. As she
walked into the room V3 saw R1 place the cover
over R2. V3 heard R2 say, "That hurts." V3 took
R1 out of the room and asked him what he was
doing. R1 stated he was, "Finger f**king her."

On November 29, 2018 at 2:14 PM, V9 (Licensed
Practical Nurse) stated R1 preferred to be in
room and he would come out for meals. He was
independent with his ADLs-Activities of Daily
Living. He would have spontaneous laughter
which was inappropriate at times. He had
repetitive behaviors and would become impatient.
He would continually ask until he got what he
wanted. He would fixate on things like his
chocolate milk. He was easily re directed. He had
a hospitalization at a psychiatric hospital after an
incident with a male resident. R1 started having
increased behaviors and would say inappropriate
things to staff like, "you're a fox, nice butt."
Approximately three weeks ago he told a visitor
she had a nice bottom. He had an incident with
R3 in which he was inappropriate. R3 reported R1
poked her and touched her on her right side and
right hip and rubbed his hand down her side. We
did 15 minute checks. The day of the incident
(November 22, 2018) he was having a good day.
He was waiting for his wife to bring him dinner.
V9 said she was in the nurse's station charting. It
was around 2:00 PM. V9 heard the CNA say
"what are you doing". When V9 got to the end of
the hall, she said to R1 "what are you doing”. R1's
said "finger f**king" and was smelling his fingers.
V8 immediately took R1 to his room and assigned
V4 (CNA) to do 1:1's.

On November 29, 2018 at 12:03 PM, V8 (Social
Services Director) stated R1 was admitted to the
secure unit due to a history of elopement. R1 had

Iinois Department of Public Health
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repetitive behaviors that had changed over his
stay. R1 was re directed and able to understand.
V8 was asked if R1 had any hospitalizations since
his admission. V8 reported R1 was hospitalized
twice at a psychiatric hospital following a resident
to resident aitercation. V8 stated there was an
incident when R1 inappropriately touched R3.
The facility put 15 minute checks into place and
R1 was to sit next to other men in the dining
room. V8 stated R1's fixations were becoming
more intense and sexual. V8 stated she and the
administrator spoke with R1's wife a few days
before the incident, about R1 continuing to have
sexual behaviors and the facility staff were
concerned. We suggested a facility that housed
male and female residents separately would be
more appropriate for R1. The staff were to make
sure RT was not interacting with female residents
by increasing supervision of R1. R1 was on 15
minute checks. She was aware of R1 "escalating
sexual fixation". R1 should never have been in
R2's room. V8 was asked if R1 was being
supervised. VB said "obviously not if he got into
R2's room."

On November 29, 2018 at 3:11 PM, V2 (Director
of Nursing) stated R1 started to exhibit sexual
behaviors about & month ago. He started with
making inappropriate commenis to staff, referring
to their boftoms. R1 was transferred out that
afternoon following the incident of November 22,
2018. R1 was sent out because of his risk to the
other residents. V2 said R1 was involved in
another incident with a female resident (R3) on
October 27, 2018. He inappropriately touched her
across her chest and down her leg. We
separated them and he was put on 15 minute
checks. On November 18, 2018, R1 made an
inappropriate comment about a resident. The
resident did not hear. The comment was reported

lllincis Department of Public Health
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to the nurse. R1 said, "l want her, ¢an I have her."
R1 was re-directed and his 15 minute checks
were continued. V2 stated R1 was ambulatory
and had a history of going into other resident's
rooms. V2 said we should have had him on 1:1
supervision. V2 was asked about the incident
when R1 was asking female residents to kiss
him. V2 stated he (R1) was to sit next to male
residents in the dining room so he couldn't kiss
female residents at the table. He was continued
on 15 minute checks. V2 stated R1 had become
more sexually heightened. "l didn't think he would
act on his impulses. When | was told of what
happened, | was physically sick."

On November 29, 2018 at 10:17 AM V1
(Administrator) stated R1's dementia changed
over time. When he first arrived he had repetitive
behaviors. He had a physical altercation with
another resident. He was blocking the resident
from leaving the room and wanted the other
resident to say hi. He kept repeating hi over and
over. The other resident hit him with his walker.
He had an unwitnessed episode with a female
resident (R3) on the couch. The staff went to get
him to the table near meal time. When they got
him up, R3 said she didn't know who that man
was but her husband would get upset. She said
his hand was up towards her hip. R1 was on 1:1
and 15 minute checks depending on how he was
doing. When he was in his room he was on 15
minute checks. He would pace the hallways and
we kept a close eye on him. If he was acting
"suspicious” he was on 1:1's. Otherwise he was
on 15 minute checks. He was easily re- directed.
The day of the incident (November 22, 2018) the
two CNAs were moving a chair from the end of
the hall to the dining room. R1 was visualized in
the hallway near the dining room. The girls put
the chair in the dining room. V3 (CNA} went to get

llinois Department of Public Health
STATE FORM Gagy 1ZH111 If continuation sheet 7 of 12



PRINTED: 01/04/2019

FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
c
IL6005276 B WING 12/06/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
800 DIVISION STREET
DIXON REHAB & HCC
DIXON, IL 61021
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
59999 Continued From page 7 59999

a pad off the linen cart for the chair. When she
got to the linen cart which was outside of R2's
room she saw R1 in the room over R2. She
asked R1 what he was doing and he made the
vulgar comment. The nurse overheard the
comment and asked R1 what he said. R1
repeated the vulgar comment.

On November 30, 2018 at 10:20 AM, V7 (R1's
Family Member) stated R1 had been at the facility
since June 2018, She could no longer care for
him at home. He required 24 hour supervision
and couldn't be left alone anymore. R1 has
temporal frontal dementia and has repetitive
behaviors. V7 stated her husband was not
supervised. When she would come to visit, she
would go into his room and close the door. Hours
would go by before anyone would knock on the
door. They would say, "Oh, didn't know you were
here." V7 stated her husband would walk up and
down the hall and look out the end door and
check and see if her car was there. V7 stated the
nurse practitioner told her due to her husband's
disease process, there could be an increase in
sexual urges. If R1 started to display increased
sexual urges, they could start him on hormonal
therapy to help decrease the urges. V7 stated R1
had two hospitalizations one in August and one in
September at a psychiatric hospital. R1 had a
physical altercation with a male resident. The
facility agreed to take him back after they
increased his medications. About a month after
the second hospitalization, R1 had a rapid
decline. He was making a lot of sexual comments
to the staff. One incident the facility told me about
was he was trying to grab a female resident's
waist. R1 told the aides they had nice a™es and
he was becoming more sexual. On November
20th, V7 received a phone call from the facility.
They suggested he move to another facility

llincis Department of Public Heallh
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because he was making more sexual comments.
They said he needed to leave for the safety of
everyone. V7 called the nurse practitioner and
she suggested a smaller unit so there was less
stimulation. V5 {Psychiatric Nurse Practitioner)
also suggested hormonal therapy for R1. V7
agreed to the hormonal therapy. They gave him
the injection the morning of Thanksgiving. Later
the same day, V7 went to the facility. The
administrator told her, about 30 minutes prior to
her arrival, R1 went into another resident's room
and placed his hand between her legs. They
"shipped him out an hour and a half later."

On November 30, 2018 at 11:46 AM, V5
(Psychiatric Nurse Practitioner) stated she was
seeing R1 for his behaviors. He had two
hospitalizations at a psychiatric hospital. One in
August and one in September. R1 was sent out
for increasing behaviors after having physical
altercations with a resident. During the August
hospitalization his Seroquel was increased to help
with re- direction and repetitive behaviors. In
September, R1 was diagnosed with pseudobulbar
affect disorder. R1 was started on Nudexta. The
staff reported he was more easily redirected after
the start of the Nudexta and increase in
medications. R1 started first having inappropriate
sexual behaviors in October. The staff reported
he tried to kiss a resident. V5 stated she
increased his Zoloft to decrease his sexual urges.
A short time later she received a fax from the
facility requesting to "try hormonal therapy for
increasing sexual desire.” V5 asked the staff to
clarify why they wanted hormonal therapy, they
reported he tried to "kiss a resident." V5
increased his Zoloft and did not feel hormonal
therapy was appropriate at the time. In early
November, V5 saw R1 and reviewed the nurses
notes and asked staff how he was doing, they
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vocalized R1 wanted to have sex with another
resident. V5 was told by facility staff R1 was
easily redirected. V5 stated the last time she saw
R1 was on November 20th, V5 reviewed the
nurse's notes and saw he made a comment to a
visitor about having a "nice a**." On November
20th, V5 added hormonal monthly injections to
decrease sexual urges. V5 stated she was not
sure how long it would take for the injections to
be therapeutic and R1 was to be supervised. V5
was asked if she was aware of the incident
between R and the female resident on the couch
and his inappropriately touching her chest and
sliding his hand down her side on October 27,
2018. V5 stated she was not aware of the
incident. Had she known R1 would have been
sent out to the psychiatric hospital for a
psychiatric evaluation, just like he had been twice
before for the physical to physical altercation. R1
should have been on 1:1's until he was sent out.

The facility's Final Incident Report dated
November 1, 2018, showed on October 27, 2018
at approximately 4:45 PM, R1 was sitting closely
next to R3 on the couch. A Licensed Practical
Nurse attempted to try to redirect R1 to another
location and he was not listening to her direction.
The living room aide, V4 (CNA-Certified Nursing
Assistant) then went over and was able to
redirect R1 to another spot in the living room. As
R1 was walking away, V4 observed R3 making a
motion in the air with her hand as if pretending to
"smack someone." V4 went over to R3 and asked
her if she was okay, and R3 stated, "I don't know
who that guy was but he kept touching me {while
motioning with her hand rubbing down her arm
and across her chest) and poking me (while
molioning towards her hips.) R1 was placed on
increased behavioral monitoring at the time.
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The facility's Final Incident Report dated
November 27, 2018, showed on November 22,
2018 at approximately 2:08 PM, R1 was observed
standing in R2's room. V3 (CNA- Certified
Nursing Assistant) immediately intervened and
asked R1 what he was doing. R2 was observed
by V3 as being covered by her bed sheet and in
no distress. He {R1) walked out of the room and
he made a sexual comment to V3 regarding R2.
He (R1) was immediately placed on 1:1
observation per the nurse on duty (V9-
LPN-Licensed Practical Nurse) until he was
transferred out of the facility.

The facility's Behavioral Assessment,
Interventions and Monitoring policy dated January
2017, shows the interdisciplinary team (IDT) will
evaluate behavioral symptoms in residents to
determine the degree of severity, distress and
potential safety risk to the resident and develop a
plan of care accordingly. Safety strategies will be
implemented immediately to protect the resident
and others from harm. The IDT will monitor the
progress of individuals with impaired cognition
and behaviors. Any resident with behaviors that
has been identified that would present a potential
danger to either himself or other residents will be
place on at least 15 minute checks, unless
immediate interventions are needed.

On November 30, 2018 at 1:04 PM V6 (R1's
Physician/Medical Director) stated he was R1's
physician. V6 stated R1 was having psychotic
escalation. R1 should have been on 1:1
supervision follow the first incident. V6 stated
maybe he should have ordered the 1:1
supervision. V6 stated due to R1's frontal
temporal dementia he would have social and
behavioral issues. V6 was asked about the letter
he wrote dated November 28, 2018 and which
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female resident he was referring to. V6 stated he
was referring to R2,

VE6's letter dated Novernber 28, 2018, showed R1
was a resident on the dementia unit at the facility.
He has a diagnosis of frontal-temporal dementia.
During his stay at the facility there has been a
gradual developing pattern of inappropriate
behavior. There has been a number of minor
resident to resident incidents over the past
several weeks. There has also been
inappropriate sexually explicit comments made to
female facility staff. Importantly there has been a
recent escalation of sexual 1.comments and
actions directed toward female residents on the
dementia unit. Most recently an event oceurred of
molestation of a female resident. The resident
was followed by V6 and psychiatric care
consulting service. VB states in the letter, R1's
"persistent and refractory behavioral issues pose
a distinct and ongoing threat to the other
residents on the unit."
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