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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 a
review of clinical records, staff and resident interviews, and a review of facility policies and
procedures, the facility failed to ensure that one (#1) out of 3 sampled residents was not abused by
another resident (#2). The Universe was 62. The deficient practice could lead to physical and
psychosocial harm to residents.Findings include:-Regarding Resident #1:Resident #1 was initially
admitted to the facility on [DATE] with diagnosis that included unspecified dementia, bipolar, and
difficulty in walking.A care plan initiated on October 14, 2025 revealed a focus related to behavioral
disturbances related to dementia. Interventions included to distract the resident from wandering.A
behavior progress note dated January 7, 2026, at 12:35 p.m., revealed that the resident propelled
down the hallway and told one of the staff move out of his fucking way and shut up your fat Bitch.
The note included that the resident was educated on the importance of not being rude and the
resident raised his arm threatening to hit the staff, if the staff did not move.A behavior progress note
dated March 38, 2026, at 5:41 p.m., revealed that the resident was ambulating in the hall with shirt
and briefs on and no pants. The note further revealed that the Aide asked the resident to return to the
room to don (put on) pants then the resident began to yell and stated Shut up talking to me you black
bitch.A behavior progress note dated April 19, 2026, at 4:42 p.m., revealed that the resident exhibited
verbally aggressive behaviors towards the female Certified Nursing Assistant (CNA) attempting to get
the resident dressed and out of bed. The resident began telling the female CNA to leave him alone and
get out of his room in a very loud and aggressive voice. The note then revealed that a male CNA then
entered the resident's room after hearing the resident yelling at which time the resident began yelling
obscenities at male CNA then called male CNA a nigger. The note then revealed that the Staff gave
the resident space and the resident was eventually able to calm himself down before allowing female
CNA to assist him in getting out of bed, dressed for the day then into a wheelchair.A care plan
initiated on April 22, 2026 revealed a focus related to potential for verbal aggressive behavior related
to dementia, ineffective coping skills, and poor impulse control. Interventions included to monitor
behaviors.A behavior progress note dated April 26, 2026, at 3:48 p.m., revealed that the resident was
yelling at another resident from the hallway I will beat your ass, you fat son of bitch.A minimum data
set (MDS) dated [DATE], revealed a BIMS (Brief Interview for Mental Status) score of 0, which
indicated severe cognitive impact. The assessment revealed no behaviors present during the
assessment period.A facility incident progress report dated July 13, 2026, at 7:16 a.m. revealed that
Resident #1 was observed by Licensed Practical Nurse (LPN, staff # 17) with visible bleeding from
the eye area, forehead, and bilateral lower extremities. The report further revealed that the resident
was assessed from head to toe and was transferred to the hospital for further evaluation.A physician
progress note dated July 13, 2026, at 8 p.m., revealed that the physician received a report from a floor
(continued on next page)
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nurse indicating that Resident #1 had an altercation with another resident. The note included that the
resident had multiple areas with bleeding on the forehead, around the right eye and right lower
extremity. The note relayed that the resident was transferred to the ER (emergency room) for further
evaluation.A July 14, 2026 revised care plan focus for potential to be verbally aggressive, revealed on
July 13, 2026 a resident to resident altercation occurred and initiated additional interventions to
monitor behaviors and that the resident's triggers are unfamiliar surroundings, de-escalate by
redirection. A hospital records dated July 14, 2026, revealed that Resident #1 came to the hospital
after having an altercation with another resident and had some abrasions on his right shin. A CT scan
revealed no acute significant neurosurgical relevant injuries. The note included that the resident
relayed pain to his right shin and knee when bearing pain.A hospital neurosurgery consult note dated
July 14, 20266, revealed the patient arrived with abrasion to face and laceration to the right shin after
getting into an altercation with another resident. An alert progress note dated July 15, 2026, revealed
that the resident returned from the hospital. An interview was conducted with the resident on July 30,
2026, at 9:25 a.m., who stated that he did not recall the incident between him and Resident
#2-Regarding Resident #2Resident #2 was admitted to the facility on [DATE], with diagnosis that
included insomnia, delusional, depression, and anxiety.A care plan dated June 11, 2026, revealed that
Resident #2 had behavioral disturbances, which included refusal of cares intrusive behaviors related
to depression. A care plan dated July 13, 2026, revealed that Resident #2 had an altercation with
another resident and interventions included one on one sitter for monitoring behavior and two on one
for all cares.A review of the shower sheet dated July 13, 2026, revealed no indication of skin injury.A
Psychology progress note dated July 14, 2026, at 11:45 a.m., revealed that Resident #2 was involved
in an altercation with another resident who made offensive comments directed at Resident #2, his
girlfriend, and his friend which caused a verbal confrontation, disrespectful language, and had
escalated for two days due to the residents being in close proximity. A minimum data set (MDS) dated
[DATE], revealed a BIMS score of 15, which indicated intact cognition. The assessment included that
the resident had a behavior of rejection of care for 1 to 3 days in the last 7 days.An interview was
conducted with Resident #2 on July 30, 2026, at 9:06 a.m., who stated that he recalled the incident
with Resident #1 that occurred a couple of weeks ago. The resident stated that Resident #1 said fuck
you to Resident #2 and his girlfriend, and also called Resident #2's girlfriend is a bitch. Resident #2
also stated that Resident #1 punched him in the face. Resident #2 then stated that he could not punch
Resident #1 back because he is paraplegic and could not lift his arm so he used his wheelchair to hit
Resident #1. Resident #2 then stated that staff separated both residents and assessed them both for
injuries. Resident #2 further stated that he did not get any injury, however, Resident # 1 was sent to
the hospital.An interview was conducted on July 30, 2026, at 9:38 a.m., with a Licensed Practical
Nurse (LPN/staff # 95) who stated that abuse included verbal, physical, and financial. The LPN
stated that the facility process related to a resident-to-resident altercation included separating both
residents, notifying the abuse coordinator immediately, and assessing both residents for injuries. The
LPN stated that Resident #1 had dementia and would sometimes talk to himself and use the profanity
Fuck for himself and that other residents would misconstrued that he was talking to them. The LPN
then stated that she heard about the incident between Resident #1 and Resident #2, where one
resident hit another resident both residents were separated and assessed for injury after the incident.
The LPN stated that Resident #1 was sent to hospital for injuries and assessment, however Resident
#2 sustained no injury. The LPN further stated that she would consider the incident between the two
residents as a physical altercation.An interview was conducted on July 30, 2026, at 10:36 p.m., with a
witness Resident #6, who stated that the incident between Resident #1 and #2 happened
(continued on next page)
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approximately 2 weeks ago in the west hallway at night. The Resident stated that she was in coming
out when she saw Resident #1 in his wheelchair and was bleeding in his ankle and eyes. Resident #6
then stated that she took Resident #1 to the nurse station and Resident #2 went to the smoking patio.
Resident #6 then stated that Resident #1 told Resident #2, her girlfriend, and her Fuck you. The
resident then stated that Resident #1 has dementia and that was the first time when altercation
happened between Resident #1 and Resident #2. The resident further stated that the incident could
have been prevented if Resident #1 was kept close to the nurse station.An interview was conducted
on July 30, 2026, at 11:03 a.m., with a Certified Nursing Assistant (CNA, staff # 67) who stated that
abuse could be unwanted exploitation, harm to other residents and different types of abuse included
verbal, physical, and financial. The CNA stated that the facility process for resident to resident abuse
would include separating both residents and notifying the ed supervisor or abuse coordinator
immediately. The CNA stated that Resident #1 had dementia and would curse people and use Fuck
word for residents. The CNA then stated that she heard from a nurse that Resident #1 was in hospital
due to an altercation with Resident #2. The CNA then stated she saw Resident #1 after coming back
from the hospital and Resident #1 was wearing a bandage and appeared to have an injury to his right
leg between the knee and ankle. The CNA further stated that she would consider the incident as
physical abuse from what she heard.An interview was conducted on July 30, 2026, at 2:12 p.m., with
an Administrator (staff #77) and a Chief Nursing officer (staff #110). The Administrator stated that the
different types of abuse are verbal, physical, sexual, and financial. The Administrator also stated that
when staff become aware of abuse they are expected to report the incident immediately to the
supervisor, Director of Nursing (DON) or to the administrator. The Administrator stated that on July
13, 2026, in the evening, LPN (staff #17) reported to him via a telephone that Resident #2 had notified
LPN regarding hitting Resident #1, and was nervous. The Administrator stated that both residents
were then assessed by a nurse for injury. The Administrator stated that as per LPN, Resident #1 had
visible bleeding on and around his eyes, forehead, and lower extremities. The Administrator stated
that Resident #1 was then sent to hospital for injury and assessment, however no injury was found on
Resident #2. The Administrator then stated that he talked to Resident #2 the day after the incident
and Resident #2 stated that he hit Resident #1 with his electrical wheelchair. The Administrator
stated that Resident #1 had dementia with psychiatric disturbance and behavior of outburst, and
Resident # 2 was moved to another room after the incident. , The Administrator also stated that
Resident #2's electric wheelchair was replaced with a manual wheelchair for safety. The
Administrator then stated that one resident hitting another resident willfully would be considered as a
physical abuse, however he stated that the incident between Resident #1 and #2 was not willful hit
because there was no intent to harm each other so he would not consider the incident as a physical
abuse.A facility policy titled, Resident Rights, dated October 1, 2025, revealed that the resident has a
right to be treated with respect and dignity.A facility policy titled, Abuse, Neglect, and Exploitation,
dated October 1, 2025, revealed that the facility will make efforts to ensure all residents are protected
from physical and psychosocial harm, as well as additional abuse.
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