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Life Care Center of Yuma 2450 South 19th Avenue
Yuma, AZ 85364

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, staff and resident interviews, review of facility documentation, and policy and
procedures, the facility failed to protect the resident's right to be free from physical abuse by another
resident for two of the four sampled residents (#2 and #3). The deficient practice could result in the
resident being in an unsafe environment.Findings Include:- Regarding Resident #2:Resident #2 was
admitted on [DATE], with a diagnosis of cerebral edema, dysphagia, aphasia, dysarthria,
restlessness and agitation, stimulant abuse, hypertension, anemia, and repeated falls. An annual
Minimum Data Set (MDS) dated [DATE], revealed a Brief Interview for Mental Status (BIMS) score of
15, indicating Resident #2 was cognitively intact with no physical or verbal behaviors.A psychosocial
note dated May 28, 2026, at 4:29 PM revealed that an assessment was conducted due to a physical
altercation between Resident #2 and another female resident in the facility activity room. During the
assessment, Resident #2 stated bumping into the wheelchair of another resident while in the activity
room watching a film on television (TV), and the other resident was already upset with her and unsure
of the reason and then other resident grabbed her hair and pulled it twice and she used her left arm to
reach the back of head to get the Resident to let go her hair. This caused her finger to get hurt. The
Director of Nursing (DON), the Assistant Director of Nursing (ADON), and the Executive Director (ED)
were made aware of the incident in a timely manner.A weekly skin integrity Data Collection dated May
28, 2026, at 5:45 PM revealed that Resident #2's left hand index finger nails were separated from the
nail bed. A care plan was initiated on May 29, 2026, with a focus area for Resident #2 for mood
problems related to an altercation with another resident. Interventions included that if the resident
was noted to be in an altercation with Resident #3, staff would supervise, the resident would need
time to talk, and the resident would be encouraged to express their feelings. An interview was
conducted on July 07, 2026, at 2:47 AM with Resident #2, who stated that the other resident was mad
and pulled on her hair twice and caused her pain. She also stated that at that time someone came to
stop her from pulling the hair. - Regarding Resident #3:Resident #3 was admitted on [DATE], with a
diagnosis of non-Hodgkin lymphoma, panlobular emphysema, hemiplegia and hemiparesis, anemia,
hyperlipidemia, chronic viral hepatitis C, scoliosis, hypertension, chronic pain, and osteoarthritis.An
admission Minimum Data Set (MDS) dated [DATE], revealed a Brief Interview for Mental Status
(BIMS) score of 14, indicating Resident #3 was cognitively intact, with no physical or verbal
behaviors.A psychosocial Note dated May 28, 2026, at 4:00 PM revealed that an assessment was
conducted due to a physical altercation between Resident #3 and another female resident (Resident
#2) in the activity room. Resident #3 explained that Resident #2 was in front of her wheelchair while
watching the movie in the activity room. Resident #2 kept rolling back, hitting her leg, and was asked
to move to the other side of the room, away from her. Resident #2 declined to move, touched her leg,
(continued on next page)
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and then she grabbed Resident #2's hair for 3-5 seconds until Resident #2 smacked her hand away.
Further, Resident #3 explained that Resident #2 continued to taunt her with laughing and sticking her
tongue out. Resident #3 stated that she pulled Resident #2's hair again outside of the activity room.
Resident #3 had pain in her leg; the nurse was notified, and medication was provided. A weekly skin
integrity Data Collection dated May 28, 2026, at 08:49 PM revealed that Resident #3 had new skin
findings: Resident #3's skin was normal, warm, and turgor was good; however, dry skin was noted on
the left hand. A review of the facility investigation of the 5-day report dated May 28, 2025, revealed
Resident #3's statement confirming that she pulled Resident #2's hair because the Resident was
mocking her and her wheelchair was bumping into her feet after asking her to stop. Electronic health
record (EHR) review revealed Resident #3 was discharged on June 10, 2026. A Call attempt interview
was conducted on July 7, 2026, at 3:21 PM with Resident #3, who refused to answer any questions
and ended the call, which resulted in an unsuccessful interview. An interview was conducted on July
8, 2026, at 08:21 AM with the Witness (Volunteer/Staff #4), who stated that she does small tasks for
residents, like helping with activities. She stated that there are different types of abuse, such as
physical, mental, and sexual. She stated that if she witnesses a resident-to-resident altercation, she
will find help right away and separate the residents. She stated that she did work on May 28, 2026,
and witnessed a resident-to-resident altercation. She stated that she was helping with activities, and
Resident #2 and Resident #3 were there, and there were two other volunteers (Staff #1 and Staff #5)
with her. She stated that Resident #2 kept rolling back and forth with her wheelchair and kept hitting
Resident #3, and Resident #3 told her to stop because it was hitting her, but Resident #2 did not
understand Resident #3 because she mostly spoke Spanish. Staff #4 stated that as she was properly
trying to translate that to Resident #2 to stop, Resident #3 pulled her hair hard. She stated that she
and staff #1 stayed with the resident until staff showed up and separated the resident from each
other. Multiple call attempts were made on July 8, 2026, at 08:43 AM, 09:38 AM, and 09:40 AM to
Volunteer (Staff #5), but was unreachable. An interview was conducted on July 8, 2026, at 10:27 AM
with the Witness (Volunteer/Staff #1), who stated that her role at the facility is to help residents with
activities, make beds for the residents, help answer call lights, and pass out trays in the dining room.
She stated that Resident #2 and Resident #3 were sitting in the activities room and watching a movie
on TV, and Resident #2 kept bumping into Resident #3's wheelchair. She stated that Resident #3 told
Resident #2 to stop in rudely manner, and Resident #2 said she was trying to, then Resident #3 pulled
her hair. She stated that then a staff member came to stop, but does not remember the name of the
staff member. An interview was conducted on July 8, 2026 at 12:25 PM with ADON (Staff #9), who
stated that the different types of abuse are sexual, financial, physical, and emotional. She stated the
expectation of staff members when they witness a resident-to-resident altercation is to report abuse
immediately to the ADON, abuse coordinator, or the DON. She stated that the expectation of staff
members to ensure safety during this incident is to separate the residents, implement a 15-minute
check, and have the social services director conduct a well-being assessment for the residents. She
stated that she does not remember the exact time or date of the incident that occurred between
Resident #2 and Resident #3, but she was made aware that Resident #3 pulled Resident #2's hair in
the activities room and they were separated by staff #10. She stated that at that time they were
assessed and family was called for Resident #2, and Resident #3 did not want her family to be
notified as she was her responsible party. She further stated that Resident #2 complained about
having pain in her head and her nail was broken. Resident #3 had pain in the foot, and exams were
done for her, but there were no injuries noted. She stated that the ADON stated that that was physical
abuse because it was not appropriate when a resident pulled another resident's hair. A call attempt
(continued on next page)
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was made on July 8, 2026 at 12:49 PM to Infection Preventionist (IP/Staff #10), but she was
unreachable.An interview was conducted on July 08, 2025 at 1:15 PM with the ED (Abuse
Coordinator/Staff #12), who stated that her role as abuse coordinator is that staff and residents know
who she is, prevent abuse, investigate abuse, and report. She stated her number is posted at the
nurses' station so anyone had access to her. She stated that when resident-to-resident abuse is
reported to her, she would speak to the resident if they were able to be interviewed to get the story
from them regarding what happened. She stated that if she was present on scene, she would separate
them. She stated that the expectation of staff members when resident to resident alteration occurs is
to separate the residents from each other, then they assess for any injuries, pain, psychosocial
issues, and do a full assessment for both residents. She stated that the last time she received
reporting on a physical resident-to-resident altercation was for Resident #2 and Resident #3 via
phone. She stated that it was reported to her that Resident #2 accidentally bumped into Resident #3's
chair or foot; it upset Resident #3, and then she pulled Resident #2's hair, and they were separated
immediately. She further stated that a resident pulling another resident's hair would not meet facility
expectations because it is physical abuse and all the residents' hands should be on themselves.A
Policy titled Abuse & Neglect was revised November 19, 2024, revealing that the resident has the right
to be free from abuse, neglect, misappropriation of resident property, and exploitation.
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