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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to
Residents Affected - Few protect a resident's (#2) right to be free from physical abuse from another resident (#1), for one of

three sampled residents. The deficient practice could lead to physical or psychosocial harm of a
resident.Findings include:-Regarding Resident #2:Resident #2 was admitted to the facility on [DATE],
with diagnoses that included bipolar disorder, major depressive disorder, anxiety disorder, acute
ischemia of the large intestine, stage 4 pressure ulcer of sacral region, and paraplegia.A care plan
focus initiated April 20, 2026, revealed Resident #2 had the potential to demonstrate verbally abusive
behaviors due to mental/emotional illness and poor impulse control. Interventions included to analyze
and document key times, places, circumstances, triggers, and what de-escalates behavior, to
document observed behavior and attempted interventions, for psychiatric consult as indicated, and to
assess the resident's understanding of the situation and allow time for the resident to express self
and feelings towards the situation.Another care plan focus initiated April 20, 2026, revealed Resident
#2 was at risk for impaired cognitive function or impaired thought process due to bipolar disorder,
depression, cognitive deficits, history of traumatic brain injury, urinary tract infection, and
post-traumatic stress disorder. Interventions included to engage in simple, structured activities that
avoid overly demanding tasks, for social services to provide psychosocial support as needed, and
resident centered behavioral interventions: (please specify) which was left blank and did not specify
any resident centered behavioral interventions.A physician's order dated April 20, 2026, included for
Divalproex Sodium oral tablet delayed release 250 mg, to give 1 tablet by mouth two times a day for
bipolar disorder as evidenced by mood lability, and to include non-pharmacological interventions and
outcome observed.A physician's order dated April 21, 2026, included for a nicotine transdermal patch
for 21 mg / 24 hours. The order was discontinued on April 24, 2026.Additionally, a care plan focus
initiated April 22, 2026, revealed Resident #2 had a potential for injury due to smoking, and had a
behavior of asking other residents for cigarettes. Interventions included to explain smoking policy, to
observe smoking while in designated area, and to monitor to assess compliance with facility smoking
policy/individual plan.An admission Minimum Data Set (MDS) assessment dated [DATE], revealed
Resident #2 had a Brief Interview for Mental Status (BIMS) assessment score of 15, indicating intact
cognition.A Psychiatric Note dated June 9, 2026, revealed a follow-up psychiatric consultation due to
the resident's history of bipolar disorder, anxiety disorder, borderline personality disorder, and
depression. Recommendations included that Resident #2 had continued behaviors since last visit,
therefore the plan was to continue the psychotropic medications.A Nursing note dated June 16, 2026,
revealed Resident #2 was observed going from room to room attempting to steal cigarettes, and that
the nurse spoke with the resident regarding his behavior. The note revealed the resident became
aggressive and belligerent with staff and threatened to pull the nurse's hair braids out. The note
included the resident was educated on his behaviors with staff, wandering into other resident rooms,
smoking hours, and sharing cigarettes.A Social Services note dated June 17, 2026, revealed Social
Services and the Administrator spoke with Resident #2, who then agreed to transfer to another
(continued on next page)
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F 0600 facility and agreed to get on a nicotine patch.The clinical record revealed no evidence of a physician's
order for a nicotine patch after the physician's order that was discontinued on April 24, 2026, or that a
Level of Harm - Minimal harm nicotine patch was administered anytime in June 2026.A Skilled Evaluation note dated June 20, 2026,
or potential for actual harm at 12:13 p.m., revealed Resident #2's mood was pleasant, and no unwanted behaviors were
witnessed.The clinical record revealed no evidence of documentation regarding Resident #2 seeking
Residents Affected - Few cigarettes from other residents, or an episode of Resident #2 becoming agitated or verbally

aggressive/abusive with a smoking monitor on the morning of June 20, 2026.A Skin Check dated June
22, 2026, at 12:42 p.m. revealed Resident #2's skin was warm and dry, skin color within normal limits,
and turgor was normal, with no new skin issues found on the evaluation.A Nursing note dated June
20, 2026, at 1:13 p.m. revealed at approximately 9:20 a.m., Resident #2 approached the nurse alleging
that another resident was walking in front of Resident #2 near the exit leading to the smoking patio,
turned around, and then hit Resident #2 in the face for no reason at all. The note included that the
residents were separated for safety, and that Resident #2 was assessed for injury and there was no
redness, swelling, or marks noted on his face, and that Resident #2 had no pain or discomfort.Review
of the Medication / Treatment Administration Record (MAR / TAR) for June 2026, revealed that
Resident #2 was documented as having zero episodes of psychotic behavior as evidenced by
delusions on June 20, 2026. Additionally, the MAR / TAR revealed for Divalproex Sodium oral tablet
delayed release 250 mg, that zero non-pharmacological interventions (NPI) were administered to the
resident for day or night shift on June 20, 2026. Also, there were zero episodes of anxiety as
evidenced by restlessness documented for Resident #2 on June 20, 2026.-Regarding Resident
#1:Resident #1 was admitted to the facility on [DATE], with diagnoses of schizophrenia, repeated
falls, multiple fractures of left ribs, and difficulty in walking.A care plan focus initiated May 6, 2025,
revealed Resident #1 was at risk for impaired cognitive function or impaired thought process due to
bipolar disorder and schizophrenia. Interventions included to identify oneself at each interaction, to
face the resident when speaking and make eye contact, and for social services to provide
psychosocial support as needed.Another care plan focus initiated May 6, 2026, was indicated for
psychotropic medication use due to schizophrenia as evidenced by paranoia and bipolar disorder as
evidenced by mood lability. Interventions included to encourage Resident #1 to express feelings, to
take to activities, to provide reassurance, and for psychiatric consult and follow-up as needed.A
Psychiatric Note dated March 24, 2026, revealed Resident #1 was being seen for a follow-up at the
request of staff. The note included that Resident #1 has had verbal aggression since last visit per
staff, and upon interview, Resident #1 said that another resident had irritated him. Recommendations
included that Resident #1 was counseled on proper ways to respond when someone is impolite, and
the need to be polite and respectful of staff and other residents. The plan included for Resident #1 to
have counseling/psychotherapy.An annual MDS assessment dated [DATE], revealed Resident #1 had
a BIMS assessment score of 15, indicating intact cognition. Section | - Active Diagnoses revealed
Resident #1 had bipolar disorder, psychiatric disorder other than schizophrenia, and schizophrenia.A
physician's order dated June 13, 2026, included for hydroxyzine HCI 25 mg oral tablet, to give 1 tablet
by mouth every 6 hours as needed for anxiety as evidenced by restlessness, and to include NPI and
outcome observed.A Psychiatric Note dated June 16, 2026, revealed over the past weekend, staff
reported Resident #1 having increased behaviors of anxiety and agitation, and that he became
impatient and verbally aggressive with two certified nursing assistants (CNAs). The plan included to
add PRN (as needed) hydroxyzine for increased agitation and anxiety, and to continue psychotherapy
and psychotropic medications.A Nursing note dated June 20, 2026, at 1:00 p.m., revealed at
approximately 9:20 a.m., the nurse was approached by another resident who alleged that Resident #1
had hit him in the face near the exit leading to the smoking patio. The other resident stated that
Resident #1 was walking in front of him, turned around, and hit him in the face. The note revealed that
both residents were separated, and that Resident #1 endorsed making physical contact with the other
resident, stating that it was provoked because the other resident was calling staff and the smoking
(continued on next page)
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monitor foul names. The note included that the provider was notified, and a one to one staff monitor
was immediately initiated for Resident #1.Review of the MAR / TAR for June 2026, revealed no doses
of hydroxyzine 25 mg tablets were administered, and no NPI were documented for the month of June
2026. The record also included that no episodes of psychotic behavior as evidenced by paranoia were
documented on June 20, 2026. Additionally, the record revealed no episodes of behaviors of mood
lability were recorded on June 20, 2026.An observation was conducted on June 25, 2026, at 11:24
a.m., with Administrator (Staff #90) of the facility's video camera footage dated June 20, 2026, of the
smoking patio just outside the sliding glass door/hallway. The view included the smoking patio,
however not the glass sliding door, nor inside the hallway. At approximately 9:04 a.m. Resident #1 left
the outdoor smoking patio and walked toward the hallway just inside the sliding glass door. Shortly
thereafter, Resident #1 walked back out of the facility to the smoking patio, and Resident #2 followed
him in his wheelchair. Staff #5 then approached Resident #2 and appeared to say something to
Resident #2, and Resident #2 turned his wheelchair around and returned back inside the facility at
approximately 9:05 a.m. Resident #1 was observed to remain on the smoking patio, and at
approximately 9:36 a.m., Resident #1 walked back inside the facility.A telephonic interview was
conducted on June 25, 2026, at 8:32 a.m. with Resident #2's emergency contact/family member, who
stated that she was made aware of the incident on June 20, 2026, by both the facility staff and by
Resident #2. The family member stated that her understanding of the incident was that Resident #2
was asking another resident for cigarettes which he was not allowed to do, and a female staff
member informed him not to do that. The family member stated that then Resident #2 used expletives
directed at the female staff, and that this triggered another resident to then punch Resident #2 in the
face.An interview was conducted on June 25, 2026, at 9:37 a.m. with Resident #1, who stated that on
June 20, 2026, he had overheard Resident #2 disrespect a staff member earlier in the morning, and
Resident #1 would not tolerate it. Resident #1 stated that he was walking in the hall near the outdoor
patio, and Resident #2 was there in a wheelchair. Resident #1 stated that Resident #2 asked him what
his problem was, and Resident #1 stated you're my f***ing problem, and then Resident #1 punched
Resident #2 on the left side of Resident #2's face using his right hand. Resident #1 stated that
Resident #2 did not try to block the punch, nor did Resident #2 try to hit him back, and that he
(Resident #1) nearly knocked Resident #2 out. Resident #1 stated that he believed there were several
residents nearby who witnessed the incident.A telephonic interview was conducted on June 25, 2026,
at 10:18 a.m., with a charge nursel/licensed practical nurse (LPN / Staff #43) who stated that over

the weekend, at roughly 9:10-9:20 a.m., Resident #2 approached him and informed him that Resident
#1 had hit him on the left side of his face. The LPN stated that maybe there was a little redness on
Resident #2's face on the left side, and then the LPN stated that maybe his face was red because he
had just been outside. The LPN stated that he then interviewed Resident #1 who stated that yes, he
had punched Resident #2, because Resident #2 had been rude to the smoking monitor (Staff #5) and
had called her names earlier that day. The LPN stated that Resident #1 had a history of being easily
triggered by foul language. Additionally, the LPN stated that he interviewed other residents to see if
anyone had witnessed the incident, and that one resident (Resident #8) stated that she had witnessed
Resident #1 hit Resident #2 while she was on the smoking patio looking back through the glass sliding
door into the hallway where the incident occurred.An interview was conducted with an activities
staff/smoking monitor (Staff #5) on June 25, 2026, at 10:45 a.m. who stated that on Saturday
morning, before she had unlocked the door of the smoking patio for the residents, she observed a
female resident rolling a cigarette in the dining room area. Staff #5 stated that she then observed
Resident #2 attempting to get a cigarette from the female resident, and Staff #5 was aware that he
was not permitted to do that, and so Staff #5 educated Resident #2 that he was not allowed to
request cigarettes from other residents. Staff #5 stated that Resident #2 became irate and began
yelling profanities at Staff #5, and that Resident #1 was in the vicinity and overheard this. Staff #5
stated that later that morning, around 9:00 a.m. after she unlocked the patio door to allow the
(continued on next page)
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residents to smoke, that she was on the patio and assisting residents with getting water, and she
overheard a resident yell look they're arguing, and when Staff #5 looked up she saw Resident #1 come
out of the hallway through the glass sliding doors, into the outdoor patio area. Staff #5 stated that
Resident #1 stated that he had just hit Resident #2, and Staff #5 stated that she replied for Resident
#1 not to do that. Staff #5 stated that another resident (Resident #8) stated that she saw Resident #1
hit Resident #2. Staff #5 also stated that after the incident, Resident #1 told her that he had hit
Resident #2 because he had overheard Resident #2 speaking disrespectfully to Staff #5 earlier. Staff
#5 stated that later that day, Resident #2 approached her and apologized for speaking disrespectfully
to her.An interview was conducted with Resident #8 on June 25, 2026, at 10:56 a.m. who stated that
on Saturday, June 20, 2025, between 9:00 and 10:00 a.m., she was on the smoking patio and
witnessed the incident between Resident #1 and Resident #2. Resident #8 stated that she saw what
looked like Resident #1 yelling at Resident #2 in the hallway just inside the glass door from the
smoking patio. Resident #2 stated she observed Resident #1 hit Resident #2 in the face with his
fist.An interview was conducted with a CNA (Staff #10) on June 25, 2026, at 11:59 a.m., who stated
that CNAs monitor for residents' behaviors to determine if anything is new or changed, and that would
be reported to the nurse. The CNA stated that an example of physical abuse would be one resident
hitting another resident. Regarding Resident #2, the CNA stated that she had heard through verbal
report from other staff that he could be mean and aggressive. Regarding Resident #1, the CNA stated
that he was behavioral and often called staff names. The CNA stated that she had heard that there
was a physical altercation incident between the two residents recently.An interview was conducted
with a CNA (Staff #31) on June 25, 2026, at 12:05 p.m., who stated that abuse could be verbal, mental,
financial, or physical, and some examples of abuse would be residents using foul language toward
each other or hitting each other. The CNA stated that she received verbal report at shift change when
she worked on June 21, 2026, that on the previous day, Resident #1 and Resident #2 had a physical
altercation incident.An interview was conducted on June 25, 2026, at 12:14 p.m., with a Registered
Nurse (RN / Staff #76) who stated that there were different types of abuse, including physical or
verbal, and that she would consider one resident hitting another resident a form of abuse. The RN
stated that she arrived to work on Sunday, June 21, 2026, and noticed that Resident #1 had a one to
one staff member placed with him. The RN stated that she then asked Resident #1 why he had a
sitter, and Resident #1 stated that he had hit Resident #2 in the face.An interview was conducted on
June 25, 2026, at 1:46 p.m. with the Director of Nursing (DON / Staff #22) on June 25, 2026, at 1:45
p.m., who stated that her understanding of abuse was that it could include mental, physical,
emotional, or financial abuse, and was an instance where a resident suffered physical harm or
psychosocial harm. The DON stated an example of physical abuse would be any unwanted physical
contact, including hitting, spitting, and shoving. The DON stated that the process for preventing abuse
was for staff to monitor residents constantly, to notice any indication of changes in behavior, and to
put into place any necessary interventions. The DON stated that behavior monitoring was documented
primarily on the MAR/TAR, including any NPI that were put into place for residents. Additionally, the
DON stated that if a resident had repeated behaviors, then the care plan would be updated to address
the behavior. The DON stated that if there was a situation where physical abuse of a resident
occurred in the facility, the risk to the resident would be injury or psychosocial harm. Regarding
Resident #1, the DON stated that the resident had bipolar disorder, schizophrenia, and insomnia, and
had behaviors of being rude to staff members. Regarding Resident #2, the DON stated that he had
bipolar disorder, major depressive disorder, and anxiety, and had a history of behaviors including
refusing cares, and being verbally disrespectful toward staff. Regarding the incident, the DON stated
that she was out of the facility on vacation at the time, and had received a message on June 20, 2026,
that Resident #2 was being placed with a one to one staff member. The DON stated she subsequently
learned that Resident #2 reported to the charge nurse (Staff #45) that Resident #1 had made physical
contact with him, and that she was informed that Resident #2 did not have any skin issues or injuries
(continued on next page)
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afterward. The DON stated that she learned that both residents stated that Resident #1 hit Resident
#2 and that it was unwanted physical contact. The DON stated she found out after the incident that
Resident #1 felt as if Resident #2 was being disrespectful to the staff member, which was the reason
Resident #1 hit Resident #2.An interview was conducted with the Administrator (Staff #90) on June
25, 2026, at 2:19 p.m. who stated that the facility staff prevent abuse from occurring by identifying
escalation of behaviors, and to get ahead of it before it comes to an actual incident. The Administrator
stated that on June 20, 2026, around 9:20 in the morning, he received a phone call from the charge
nurse (Staff #43) who informed him that Resident #2 told Staff #43 that Resident #1 hit him in the
face. The Administrator stated that Staff #43 conducted interviews to determine if there were
witnesses and what occurred. The Administrator stated that over the course of the investigation, he
had learned that earlier that day, Resident #2 was calling the smoking monitor (Staff #5) a slew of
curse words, and was being disrespectful to her, and this upset Resident #1, who felt that he was
sticking up for Staff #5 by hitting Resident #2. The Administrator stated he learned through the course
of the investigation that the incident allegedly took place in the hallway just inside the glass door that
led to the smoking patio. The Administrator stated that he was not sure if this was an instance of
physical abuse because there were no witnesses and no injury to Resident #2 actually noted.A
telephonic interview was conducted with Resident #2 on June 25, 2026, at 2:34 p.m. Resident #2
stated that on June 20, 2026, he had said some things, including expletives, to the smoking monitor
(Staff #5). Staff #2 stated that because of this, Resident #1 punched him in the face in the hallway.
Resident #2 stated that he had pain in his face after the incident and still had pain there at this time,
and that his face was red where he had been struck directly after the incident. Resident #2 stated
that he told a staff member right after the incident was over. Resident #2 also stated that this
incident affected him mentally, and that he did not feel safe afterward.Review of the facility policy
titted Abuse: Prevention of and Prohibition Against, revised October 2025, revealed it is the policy of
the facility that each resident has the right to be free from abuse, neglect, misappropriation of
resident property, and exploitation. The policy included that abuse is willful infliction of injury,
unreasonable confinement, intimidation, or punishment with resulting physical harm, pain, or mental
anguish. It includes verbal abuse, sexual abuse, physical abuse, and mental abuse including abuse
facilitated or enabled through the use of technology. Willful, as used in this definition of abuse, means
the individual must have acted deliberately, not that the individual must have intended to inflict injury
or harm. Additionally, the policy revealed that physical abuse includes but is not limited to hitting,
slapping, pinching, and kicking.
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