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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, staff interviews, and record review, the facility failed to ensure adequate supervision for (1) one 
of (3) three residents reviewed for behaviors. Resident #1. Findings include:Record review of the admission 
Record revealed Resident #1 was admitted on [DATE] with diagnoses of unspecified dementia with 
behavioral disturbance, bipolar disorder, and Alzheimer's disease.Record review of the Brief Interview for 
Mental Status (BIMS) dated 10/29/25 revealed a score of 11, indicating Resident #1 was moderately 
cognitively impaired.Record review of progress notes for Resident #1 dated 11/5/25 through 12/11/25 
revealed six documented episodes of inappropriate behaviors.Record review of Resident #1's Order Recap 
Report revealed on 12/4/25 oxcarbazepine 150 mg (milligrams) one tablet twice daily for mood was 
increased to 300 mg twice daily due to continued inappropriate behaviors.Record review of the December 
2025 Medication Administration Record for Resident #1 revealed no documentation of monitoring or 
supervision related to the resident's increased behaviors.Record review of an incident report dated 12/11/25 
at 5:02 PM revealed Resident #1 was observed attempting to rub Resident #2's leg while stating, Gimme 
some of that right there. The Business Office Manager (BOM) and Activity Certified Nurse Assistant (CNA) 
#1 immediately intervened. Resident #1 was taken to his room and monitored until he was transferred by 
ambulance to behavioral health for evaluation.Record review of the admission Record revealed Resident #2 
was admitted on [DATE] with a diagnosis of unspecified dementia.Record review of the BIMS dated 10/22/25 
revealed a score of 3, indicating Resident #2 was severely cognitively impaired and unable to protect herself 
from unsafe interactions.Review of records and staff interviews revealed the facility failed to implement 
increased supervision or monitoring for Resident #1 despite documented escalating behaviors, placing 
Resident #2 at risk for avoidable harm.An interview with CNA #2 on 12/23/25 at 10:00 AM revealed she 
observed Resident #1 touch Resident #2's upper leg but did not hear him say anything. She stated Resident 
#1 has a history of making vulgar comments to staff.An interview with the BOM on 12/23/25 at 10:15 AM 
revealed she observed Resident #1 sitting next to Resident #2, leaning toward her and talking, but did not 
see him do anything inappropriate. An interview with Activity CNA #1 on 12/23/25 at 10:20 AM revealed she 
observed Resident #1 attempt to move his hand upward while touching Resident #2's upper leg and heard 
him say, Gimme some of that right there. She stated staff immediately intervened and Resident #1 was 
moved away by the Director of Nursing (DON).An interview with Licensed Practical Nurse (LPN) #1 on 
12/23/25 at 11:00 AM revealed Resident #1 is known to make sexual comments to staff and visitors and has 
been sent out previously for psychiatric services. She confirmed that they had monitored the resident for 
medication changes and he had been evaluated by psychiatric services but confirmed that they should have 
had increased monitoring in place for Resident #1's behaviors.An interview with CNA #3 on 12/23/25 at 
11:35 AM revealed she had heard Resident #1 make sexual comments. She stated she was unaware of any 
increased monitoring in place related to those behaviors.An interview with the DON on 12/23/25 at 11:45 AM 
revealed after review of Resident #1's record she was unable to find documentation indicating increased 
supervision and monitoring for the resident's sexual behaviors. She also confirmed that they had 
implemented medication changes and he had been evaluated by psychiatric services but confirmed that they 
should have had increased supervision and monitoring in place for Resident #1's behaviors.An interview with 
the Administrator on 12/23/25 at 11:50 AM revealed Resident #1 had previously been sent out for psychiatric 
services related to inappropriate comments and had multiple medication changes. She confirmed that the 
facility did not have a policy for supervision but that with the documented increase in behaviors the facility 
should have implemented increased monitoring to reduce the risk of an incident.
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