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Tucson, AZ 85714

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident and staff interviews, and policy review, the facility failed to protect the rights of 
two residents (#69, #77) to be free from abuse by another resident (#81, #76). The deficient practice could 
result in other residents being abused.Findings include: -Regarding Abuse allegation between Resident #77 
(alleged victim) and Resident #76 (alleged perpetrator): Resident #77 (alleged victim) Resident #77 was 
originally admitted on [DATE] with diagnoses that included vascular dementia, type 2 diabetes mellitus and 
delirium. The assessment also indicated no evidence of behavioral symptoms were exhibited. A care plan 
revealed the following areas of focus:-Elopement risk/wanderer, , with interventions that included offering 
diversions and structured activities. -A second focus of elopement risk and/or exhibits wandering behavior 
related to vascular dementia. Interventions included to offer diversions, structured activities when wandering 
has increased.-On a secured unit related to vascular dementia and elopement/wandering behavior to ensure 
safety. Interventions included cares in pairs, document all behaviors, notify medical and psych provider with 
updates as needed, and frequent checks for safety.-Potential for behaviors that included non-compliance in 
cares, rummaging, cursing at and targeting staff, verbal/physical aggression, intrusiveness towards residents 
and staff. Interventions included to anticipate and meet the resident's needs, monitor behavior episodes and 
attempt to determine underlying cause. A quarterly Minimum Data Set (MDS) assessment dated [DATE], 
revealed a Brief Interview for Mental Status (BIMS) score of 11, which indicated moderate cognitive 
impairment. A nursing progress note dated July 11, 2025 at 10:05 AM, revealed a CNA reported that 
Resident #77 was sitting in a wheelchair in the hallway and another resident (#76) grabbed the right side of 
Resident #77's face and neck. The note indicated that a skin check was completed and no scratches, 
redness or swelling were noted, and that the provider, resident's son, case manager and Assistant Director 
of Nursing (ADON) were informed of the incident. Further review of Resident #77's care planned focus for 
potential behaviors revealed that an intervention was initiated on July 11, 2025 after the incident with 
Resident #76 occurred. The intervention included to redirect when attempting to enter another residents 
space with a preferred activity or redirection, after the incident with Resident #76. A Facility Reported 
Incident Follow-up Report, submitted July 14, 2025, regarding the July 11, 2025 incident between Resident's 
#77, #76, revealed that the allegation was verified by evidence collected during the investigation. The 
investigation revealed that the incident occurred at 7:50 AM, and that the residents were separated 
immediately. The CNA (staff #31) who observed the altercation was interviewed and relayed that Resident 
#76 (alleged perpetrator) became upset with Resident #77 (alleged victim) for being in her way and taking 
her belongings. The CNA reported that she informed Resident #76, that it was untrue, which appeared to 
increase Resident #76's agitation, at which time Resident #76 jumped from behind Resident #77 and started 
pulling on Resident #77's face and neck, while the CNA instructed Resident #76 to let go of Resident #77. 
Resident #76 was also interviewed and explained that she became physical with a male resident (Resident 
#77) because he would not get out of her room and he had stole from her before. An order summary report 
dated July 16, 2025 revealed orders for behavior tracking of delusions and hallucinations every shift, cares in 
pairs for safety. Orders also included Valproic Acid 2.5 mg capsule two times a day for dementia as 
evidenced by mood shifts. An observation was conducted on July 16, 2025 at 9:52 AM, Resident #77 was in 
his room resting quietly. Resident #76 (alleged perpetrator) Resident #76 was admitted on [DATE] with 
diagnoses that included major depressive disorder, anxiety, unspecified psychosis, cognitive communication 
deficit and traumatic brain injury. A quarterly MDS assessment dated [DATE], revealed a BIMS score of 14, 
which indicated intact cognition. The assessment revealed no presence of behavioral symptoms. A care plan 
revealed the following areas of focus:-Admit to secured unit - escalated behaviors, with interventions that 
included frequent checks for safety.-Has psychosocial well-being problem (actual or potential) related to 
bipolar disorder with interventions included that when conflict arises, remove residents to a calm safe 
environment and allow to vent/share feelings. -Potential for behaviors (revised on July 1, 2025) acting in a 
generalized problematic manner, false accusations, verbal aggression, exhibits disruptive interpersonal 
behavior characterized by initiating or exacerbating conflicts among peers. Interventions included to discuss 
the resident's behavior, if reasonable, explain why the behavior is inappropriate and/or unacceptable 
(initiated March 18, 2025).-Mood/Psycho-social well-being problem that included anxiety and occasional 
outbursts, had history of making false accusations.-Potential for behaviors including acting in problematic 
manner with frequent verbal aggression and accusatory language, exhibits disruptive interpersonal behavior 
by initiating or exacerbating conflict s among peers. Interventions included to anticipate/meet resident needs, 
address behavior by exploring root causes. A nursing note dated July 10, 2025 at 5:51 PM, revealed that the 
resident had 2 episodes of verbal aggression and was redirected. An administration progress note dated July 
11, 2025 at 4:38 AM, to document all behaviors every shift and notify medical and psych provider as needed 
with updates. A nursing progress note dated July 11, 2025 at 09:01 AM, revealed that the nurse spoke with a 
provider about Resident #76's increase in aggression and behaviors, with orders to discontinue Abilify and 
start Haloperidol 5 mg tablet in the morning for psychosis related to mood swings. A nursing progress note 
dated July 11, 2025 at 11:52 AM, revealed that at 7:56 AM a CNA reported that Resident #76 was bothering 
another resident that was sitting in the hallway, began accusing the other resident of stealing her belongings. 
The note relayed that the CNA stated she intervened and Resident #76 said bad words to the CNA and then 
grabbed Resident #77's face and neck from behind. The progress note relayed that the CNA intervened and 
said to Resident #76 that the incident will be reported and that's when Resident #76 let go of Resident #77's 
face. A behavior progress note dated July 11, 2025 at 2:20 PM. Revealed that the resident yelled profanities 
at staff, was loud and disruptive and called 911 accusing staff of throwing food. A progress note dated July 
11 2025 at 5:05 PM, revealed that the resident continues to go into other residents' rooms, was reminded of 
privacy rules and was non-compliant with staff on these issues. An observation was conducted on July 16, 
2025 at 9:52 AM, Resident #76 was in her room resting. An interview was conducted on July 16, 2025 at 
10:00 AM with a Licensed Practical Nurse (LPN/staff #6) who stated that for any resident to resident 
altercation prevention occurs first, keep everyone safe, conduct an assessment, inform the supervisor, and 
interview both residents if able. She explained that they identify which residents don't get along and try to 
offer activities to keep them from having continued interactions. The LPN stated that they take every injury 
and complaint seriously and investigate, and also take measures/interventions to prevent further 
occurrences. The LPN stated that she was present on July 11, 2025 and the CNA reported the incident to 
her. The LPN stated that there were no interventions placed at the time of the incident, but Resident #76 and 
Resident #77 were kept separated, and they continued monitoring. The LPN further stated that Resident #76 
had not had any other incidents with other residents, but did with staff. The LPN also stated that the resident 
had received a change of medications on July 11, 2025, prior to the incident, so they do not know if the 
aggression was due to the medication change. The LPN relayed that after the incident the medications were 
adjusted, and there had been no further reports of aggressive behaviors toward other residents since the 
medications were re-adjusted. An interview was conducted on July 16, 2025 at 10:25 AM with a CNA (Staff 
#31) who witnessed the incident between Resident #76 and Resident #77. The CNA stated Resident #77 
was close the Resident #76's door, and Resident #76 was standing in the doorway and accused Resident 
#76 of stealing her stuff. The CNA stated that she tried to diffuse the situation by explaining to Resident #76 
that Resident #77 was not doing anything. The CNA relayed that Resident #76 grabbed Resident #77 from 
the back around his neck and face. The CNA stated at that point she told Resident #76 to let go of Resident 
#77, and she separated the residents. The CNA stated that Resident #77 was scared after the altercation. 
An interview was conducted on July 16, 2025 at 11:03 AM with the Administrator (staff #77) and the Director 
of Nursing (DON/staff #66) who both validated that the incident did occur. The Administrator stated that the 
CNA that was involved did not de-escalate the situation, or request assistance, and this did not meet her 
expectations. The Administrator further stated that the CNA's response to the incident was not appropriate 
for a resident with traumatic brain injury (Resident #76). The DON stated that the incident was reported after 
the occurrence, not as it happened, and that the CNA should have tried other ways to de-escalate the 
situation. The DON further stated that the CNA had other options rather that argue with the resident (#76). 
The DON stated that they are currently providing CPI (In-depth training on de-escalation, managing 
non-violent crisis intervention). The Administrator further stated that they have been providing training on 
de-escalation for residents with dementia and traumatic brain injury using this incident as a scenario, and 
include education during in-services, along with quarterly and annual training. The administrator stated that 
they expected that this incident would be cited. -Regarding abuse allegation between Residents #69 (alleged 
victim) and #81 (alleged perpetrator): Resident #69 (alleged victim) Resident #69 was admitted to the facility 
on [DATE], with diagnoses that included bipolar disorder, type 2 diabetes mellitus, opioid abuse, anxiety 
disorder, borderline and personality disorder. An order summary revealed the following:-Duloxetine HCL oral 
capsule delayed release particles 60 mg (milligram), one time a day for depression as evidenced by lack of 
interest in activities, dated March 3, 2025.-Quercetin tablet 50 mg, give 400 mg at bedtime for anxiety, dated 
March 1, 2025,-Trazodone HCL tablet 100 mg, one time a day for depression as evidenced by inability to fall 
asleep at night. -Cares in Pairs, dated April 8, 2025.-Behavior tracking, lack of interest in activities every 
shift, dated May 21, 2025.-Quetiapine fumarate tablet 500 mg at bedtime for bipolar disorder as evidenced 
by impulsivity.-Quetiapine fumarate tablet 50 mg, give 1 by mouth in the evening for psychosis as evidenced 
by paranoia. -Behavior tracking: paranoia every shift, dated June 6, 2025-Behavior tracking: impulsivity every 
shift dated June 6, 2025 A care plan revealed the following focus areas:-Uses psychotropic medications 
related to behavior management with interventions to monitor/record occurrence for target behavior 
symptoms and document per facility. -Uses antidepressant medication related to depression. Interventions 
included to monitor for signs/symptoms of changes in cognition, unrealistic fears, fear of being alone or with 
others, anxiety, need for constant reassurance, and to notify nurse and/or physician as indicated. -Uses 
anti-anxiety medications related to anxiety disorder.-Behavior: demonstrates a problematic manner 
characterized by ineffective coping; including false accusations, manipulative/staff splitting, sexually 
inappropriateness.-Uses Psychotropic medications for psychosis related to bipolar as evidenced by 
impulsivity and paranoia. Interventions included to monitor/record occurrence of target behavior symptoms 
and document per facility protocol. A quarterly MDS assessment dated [DATE], revealed a BIMS score of 13, 
which indicated intact cognition. The assessment also indicated there were no behavioral symptoms 
observed during the assessment reference date (ARD). A nursing note dated July 12, 2025 at 10:45 AM, 
revealed that Resident #69 (alleged victim) was upset, asking the nurse to do something to calm down 
Resident #81 (alleged perpetrator), because he was upset, talking to himself, and when Resident #69 
approached Resident #81 he cursed. The nurse relayed that Resident #69 requested that Resident #81 be 
sent out of the facility as he is threatened and Resident #69 stated that she felt scare of him. The nurse 
wrote that she asked Resident #69 not to disturb Resident #81, but Resident #69 kept going back and forth 
from her room to the hallway looking at Resident #81. The nurse wrote that she requested Resident #69 
continue to stay away from Resident #89. The nurse's note continued relaying that Resident #81(alleged 
perpetrator) started putting his attention on Resident #69 alleged victim), and sat in front of his door using 
foul language. The note included that Resident #81's room was away from Resident #69's room. The note 
included that Resident #81 slammed Resident #69's door shut yelling if you flip me off, I will flip you off too. 
The nurse reported that Resident #69 admitted to a CNA that she had done if first. The nursing note 
indicated that Resident #69 was educated to avoid provoking situations. Further review of the clinical record 
from July 12, 2025 through July 15, 2025 revealed no evidence that a manager or physician were notified, 
despite Resident #69's concerns regarding Resident #81 on July 12, 2025 to an LPN. Review of the clinical 
record dated July 12, 2025 through July 13, 2025, revealed no evidence that care planned interventions were 
initiated due to the resident being upset and voicing a concern about Resident #81. A Facility Incident Report 
was requested from the facility on July 16, 2025, however the Administrator (staff #77) reported that an 
investigation had not been conducted regarding a July 12, 2025 incident, and was not aware of the 
occurrence. An interview was conducted on July 16, 2024 at 12:25, with Resident #69, who stated that she 
told nurses about the incident, and declined further interview. Resident #81 (alleged perpetrator): Resident 
#81 was initially admitted on [DATE], with diagnoses that included schizophrenia, dementia, anxiety disorder, 
type 2 diabetes mellitus, and major depressive disorder. An order summary revealed the following orders 
dated July 14 2025:-Anti-anxiety target behavior, monitor episodes of restlessness every shift.-Anti-Anxiety 
target behavior, monitor episodes of verbal aggression every shift.-Anti-psychotic target behavior, monitor 
episodes of targeted behavior every shift.-Antipsychotic target behavior, monitor episodes of physical 
aggression every shift. -Clonazepam tablet 0.5mg, 1 by mouth every 20 hours as needed for anxiety as 
evidenced by verbal aggression for 14 days.-Clonazepam 2 mg tablet, give 1 by mouth for anxiety as 
evidenced by restlessness. A quarterly MDS assessment dated [DATE], revealed a BIMS score of 07, which 
indicated severe cognitive impairment. The assessment revealed no evidence of behaviors exhibited with in 
the ARD. A nursing progress note dated July 12, 2025 at 4:44 PM, revealed that the resident refused shower 
care multiple times, and an activity aide reported that the resident was anxious and verbally aggressive 
towards her. Further review of the clinical record revealed no evidence of Resident #81's incident with 
Resident #69. Resident #81's care plan included a focus related to:- Mood/psycho-social well-being problem 
related to schizophrenia, anxiety, dementia with occasional outbursts.-Potential for behaviors including 
outbursts (verbal and physical) in activities, and agitation with interventions that included asking the resident 
to leave or be escorted away during outburst.-Impaired social interactions in hallway with interventions to 
monitor for presence of negative thoughts, feelings. -At risk for harm, self-directed or other directed with 
interventions that included if resident poses a potential threat to injure self or others notify provider.-Has 
potential for behaviors including verbal/physical aggression, impulsivity, false accusations, intrusiveness 
towards residents, initiates or exacerbates conflicts among peers. Interventions included that staff are to 
anticipate and meet resident needs, address behaviors by exploring the root causes, foster constructive 
communication and promote positive engagement within the peer environment. A medication administration 
progress note dated July 12, 2025 at 10:01 PM, revealed that Resident #81 continued to move in his 
wheelchair along hallway yelling inappropriate sexual and racial terms. An interview was conducted on July 
16, 2025 at 12:34 PM with a Licensed Practical Nurse (LPN/staff #7), who stated that Resident #81 exhibited 
behaviors that included yelling for cigarettes, and cursing, but he had not hit any residents. The LPN stated 
that Resident #69 had complained to her about Resident #81. The LPN stated that she heard Resident #81 
yell at Resident #69, stating get the fuck out of here, and that Resident #69 asked the LPN to do something. 
The LPN further stated that this type of interaction would be considered verbal abuse, and that the policy for 
verbal abuse included separating residents and then reporting the incident to management. The LPN stated 
that she did report the incident to the ADON (staff #32). The LPN also stated that she had received training 
on resident de-escalation. The LPN stated that the resident's care plan was not specific regarding 
interventions for resident altercations. An interview was conducted on July 16, 2025 at 12:45 PM with a CNA 
(staff #8), who stated that on July 12, 2025, Resident #69 and Resident #81 were going at it, and the incident 
was de-escalated which included Resident #69 going into her room. The CNA further stated that Resident 
#69 then turned on the call light and as the CNA entered the resident's room, Resident #69 closed the door. 
The CNA stated that Resident #81, then proceeded to open Resident #69's room door and said if you flip me 
off again, I'm going to kill you, in which the CNA then asked Resident #69 if she flipped off Resident #81 and 
Resident #69 said yes. The CNA stated that she told the residents to stay away from each other. The CNA 
stated that the incident was verbal abuse, and that she reported the incident to the nurse. An interview was 
conducted on July 16, 2025 at 1:42 PM with the DON (staff #66), who stated that she had not been informed 
that an incident between Residents #69 and #81 had occurred on July 12, 2025, and that she was not aware 
of any investigation regarding the incident. The DON reviewed the nursing note in the clinical record dated 
July 12, 2025, and stated that she needed more information regarding the incident, but she voiced that if a 
resident stated that he/she was scared and felt threatened that it should be reported to the DON. The DON 
stated that she would follow-up on the incident with the Assistant Director of Nursing (ADON/staff #32). An 
interview was conducted on July 16, 2025 at 2:08 PM with the ADON (staff #32), who stated that physical, 
verbal, financial and sexual abuse should be reported to the state agency. The ADON stated that if a 
resident reported feeling scared or threatened she would expect it to be reported to management. The 
ADON stated that she had received a report regarding racial slurs previously, but that the July 12, 2025 
incident was not brought to her attention until today, July 16, 2025, just a few minutes ago, and that there 
had been no investigation initiated. The ADON reviewed the nursing progress note dated July 12, 2025 in 
Resident #69's medical record, and stated that Resident #69 is accusatory, and that the resident makes this 
type of statements a lot, follows other residents around that staff try to redirect Resident #69. The ADON 
stated that regarding the incident on July 12, 2025, she would expect staff to redirect the residents, and 
based on what she read in the progress note dated July 12, 2025 at 10:45 AM, she would have further 
investigated the incident. The ADON stated that her concern regarding the incident was rela ted to Resident 
#81 opening Resident #69's door and yelling at the resident when she was in her room. She further stated 
that if she had been informed of the incident earlier, she would have reviewed the facility camera footage, 
interviewed staff and both residents for a better picture of what occurred. The ADON stated that this did not 
meet the facility abuse policy, and the risk of resident to resident abuse could result in safety issues and 
possible physical harm. An interview was conducted on July 16, 2025 at 3:39 PM with the Administrator (staff 
#77) and the DON (staff #66). The Administrator also stated that they were not notified by the nurse and that 
there had been no investigation into the incident. The DON stated that the residents care plans will be 
updated with new interventions. Review of a facility policy titled, Abuse and Neglect, adopted May 1, 2024, 
revealed that it is the facility policy to provide professional care and services in an environment that is free 
from any type of abuse. This included following the federal guidelines dedicated to prevention of abuse and 
timely and thorough investigations of allegations. The policy included that abuse is defined as the willful 
infliction of injury, intimidation with resulting physical harm, pain or mental anguish. The policy further 
indicated that instances of abuse of all residents, irrespective of any mental or physical condition, cause 
physical harm, or mental anguish, that included verbal abuse. The policy related that willful, is defined as the 
individual must have acted deliberately. Examples of verbal abuse in the policy included name calling, 
swearing, yelling, threatening harm, trying to frighten a resident, etc. The policy also relayed that residents 
are protected from harm during the investigation which included assessment for injury, and physician 
notification.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

(continued on next page)

43035099

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

035099 07/16/2025

Sandstone of Tucson Rehab Centre 2900 East Milber Street
Tucson, AZ 85714

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident and staff interviews, and policy review, the facility failed to ensure that an 
allegation of abuse was reported to the State Agency for one resident (#69). The deficient practice could 
result in abuse allegations not being reported. Findings include:Resident #69 was admitted to the facility on 
[DATE], with diagnoses that included bipolar disorder, type 2 diabetes mellitus, opioid abuse, anxiety 
disorder, borderline and personality disorder. A nursing note dated July 12, 2025 at 10:45 AM signed by a 
Licensed Practical Nurse (LPN/staff #7) revealed that Resident #89 became upset, asking the nurse to do 
something to calm down Resident #81, because he was upset talking to himself, and when Resident #69 
approached Resident #81 he cursed. The nurse wrote that she asked Resident #69 not to disturb Resident 
#81, but Resident #69 kept going back and forth from her room to the hallway looking at Resident #81. The 
nurse's note continued relaying that Resident #81 started putting his attention on Resident #69, and sat in 
front of his door using foul language. The note included that Resident #81's room was away from Resident 
#69's room. The nurse relayed that Resident #69 requested that Resident #81 be sent out of the facility as 
he is threatened and Resident #69. felt scare of him. The nurse wrote that she requested Resident #69 
continue to stay away from Resident #89. The note included that Resident #81 slammed Resident #69's door 
shut yelling if you flip me off, I will flip you off too. The nurse reported that Resident #69 admitted to a 
Certified Nursing Assistant (CNA) that she had done if first. The nursing note indicated that Resident #69 
was educated to avoid provoking situations. A Facility Incident Report was requested on July 16, 2025, 
however the Administrator (staff #77) reported that an investigation had not been conducted regarding a July 
12, 2025 incident, and was not aware of the occurrence and the incident had not been reported to the state 
agency. An interview was conducted on July 16, 2025 at 12:34 PM with a Licensed Practical Nurse 
(LPN/staff #7), who stated that Resident #69 had complained to her about Resident #81. The LPN stated 
that she heard Resident #81 yell at Resident #69, stating get the fuck out of here, and that Resident #69 
asked the LPN to do something. The LPN further stated that this type of interaction would be considered 
verbal abuse, and that the policy for verbal abuse included separating residents and then reporting the 
incident to management. The LPN stated that she did report the incident to the ADON (staff #32). An 
interview was conducted on July 16, 2025 at 12:45 PM with a CNA (staff #8), who stated that that on July 12, 
2025, Resident #69 and Resident #81 were going at it and that she reported the incident to the nurse, but no 
one came to speak with her about the incident. An interview was conducted on July 16, 2025 at 1:42 PM with 
the Director of Nursing (DON/staff #66), who stated that she had not been informed that an incident between 
Residents #69 and #81 had occurred on July 12, 2025, and that she was not aware of any investigation 
regarding the incident and that it had not been reported to the state agency. An interview was conducted on 
July 16, 2025 at 2:08 PM with the ADON (staff #32), who stated that physical, verbal, financial and sexual 
abuse should be reported to the state agency. She further stated that abuse reporting was based on what a 
resident stated including why they are scared and the resident's diagnoses. The ADON stated that if a 
resident reported feeling scared or threatened she would expect it to be reported to management. The 
ADON stated that she had received a report regarding racial slurs previously, but that the July 12, 2025 
incident was not brought to her attention until today, July 16, 2025, just a few minutes ago, and that there 
had been no investigation initiated, and had not been reported to the state agency. The ADON further stated 
that based on what she read in the progress note dated July 12, 2025 at 10:45 AM, she would have further 
investigated the incident and based on the CNA's statement to the surveyor, the incident should have been 
reported to the state agency. The ADON also relayed that the LPN that heard the incident should have 
reported the incident immediately to management, but this did not occur. The ADON stated that this did not 
meet the facility abuse policy, and the risk of of resident to resident abuse could result in safety issues and 
possible physical harm. An interview was conducted on July 16, 2025 at 3:39 PM with the Administrator (staff 
#77) and the DON (staff #66). The DON stated that after reviewing the nursing progress note dated July 12, 
2025 at 10:45 AM, that she would have expected the nurse to notify management at the time the incident 
occurred, and that did not happen and that the nurse did not follow the facility abuse policy. The 
Administrator (staff #77) further stated that the incident reporting process included notification of the DON, 
Administrator and medical director and reporting to the state agency. The Administrator also stated that they 
were not notified by the nurse and that there had been no investigation into the incident and had not been 
reported to the state agency. Review of a facility policy titled, Abuse and Neglect, adopted May 1, 2024, 
revealed that it is the facility policy to provide professional care and services in an environment that is free 
from any type of abuse. This included following the federal guidelines dedicated to prevention of abuse and 
timely and thorough investigations of allegations. The policy included that abuse is defined as the willful 
infliction of injury, intimidation with resulting physical harm, pain or mental anguish. The policy further 
indicated that instances of abuse of all residents, irrespective of any mental or physical condition, cause 
physical harm, or mental anguish, that included verbal abuse. The policy related that willful, is defined as the 
individual must have acted deliberately. Examples of verbal abuse in the policy included name calling, 
swearing, yelling, threatening harm, trying to frighten a resident, etc. The policy also relayed that residents 
are protected from harm during the investigation which included assessment for injury, and physician 
notification.

44035099

11/20/2025


