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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
staff interviews, review of clinical record and policy review, the facility failed to protect the rights of
Residents Affected - Few 2 of 4 residents sampled (#1, #2) to be free from verbal abuse between residents. The deficient

practice could result in resident injury, psychological, or behavioral harm as well as continued
resident to resident abuse.Findings include:Resident # 1, the alleged victim, was re-admitted to the
facility on [DATE], with a diagnosis of noninfective gastroenteritis and colitis, unspecified protein
deficiency, alcohol use, and dependence on renal dialysis.A comprehensive care plan initiated on April
30, 2025 revealed that Resident #1 had behavioral problems related to attention seeking. The care
plan revealed that on June 22, 2025 Resident #1 stated that if someone is going to be physically
aggressive or say derogatory remarks towards him he would defend himself. Interventions included
not to use joking or kidding language when speaking with resident as this causes confusion or
agitation.A quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed a Brief Interview
for Mental Status (BIMS) score of 13 indicating he was cognitively intact. A comprehensive care plan
revised on July 6, 2026 revealed that on July 5, 2026 Resident #1 had behaviors of being impulsive
when someone is verbally aggressive with words. Interventions included allowing the resident to talk
about his feelings and find a positive outcome. A Psychiatric progress note dated July 8, 2026,
revealed that Resident #1 had described a recent incident involving interpersonal conflict with
Resident #2 who was calling him names, which triggered frustration and a gesture toward Resident
#2, though no physical aggression occurred. Resident # 2, the alleged perpetrator, was re-admitted to
the facility on [DATE], with a diagnosis of encounter for palliative care, unspecified dementia severe
without behavioral disturbance, and Parkinsonism.A comprehensive care plan initiated on July 1,
2026, revealed that Resident #2 had behavioral symptoms related to dementia and Parkinson's and
can be impulsive at times. Interventions included keeping his environment calm and relaxed and
monitoring and treating for constipation as needed.An admission MDS assessment dated [DATE]
revealed a Brief Interview for Mental Status (BIMS) score of 13, indicating he was cognitively intact.
A comprehensive care plan revised on July 6, 2026, revealed that on July 5, 2026 Resident #2 had
attention seeking behavior related to calling his friends names when he is frustrated. Interventions
initiated on July 6, 2026 included allowing resident to express his thoughts and feelings and find
positive outcomes. A Psychiatric progress note dated July 9, 2026, revealed that two days prior to the
visit, Resident #2 was involved in a verbal altercation with another resident, admitting he called
Resident #1 a 'bitch' when frustrated.A facility report, undated, revealed that on July 5, 2026 at
approximately 12:00 p.m. Resident #1 and Resident #2 were eating lunch in the main dining room with
Resident #6 at the same table. The report documented that Resident #2 started calling Resident #1
derogatory names. Resident #2 did not stop calling Resident #1 names even though Resident #1 had
(continued on next page)
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F 0600 asked him to stop calling him names. Resident #1 then approached Resident #2 when Resident #2 said
another derogatory name and Resident #1 raised his hand up and made a motion to brush him on the

Level of Harm - Minimal harm shoulder and chest. The facility report concluded that no contact was made by Resident #1 to

or potential for actual harm Resident #2 but did not make a conclusion regarding the verbal abuse allegations. In an interview
conducted on July 21, 2026, at 12:02 p.m. with Resident #2 who stated that he called Resident #1 a

Residents Affected - Few bitch. Resident #2 was observed to become frustrated and asked the surveyor to leave.In an interview

conducted on July 21, 2026, at 12:59 p.m. with a Dietary Aide (Staff #19) who reported that on July 5,
2026 he was working the dining room when he came out into the dining room Resident #2 was trying
to get his attention. Staff #19 heard Resident #1 say ‘come on say it louder to my face'. The Staff #19
stated that Resident #2 said 'Shut up bitch' really loud to Resident #1. The Staff #19 stated that
Resident #1 came over and flung his arm at Resident #2's chest to back off Resident #1. The dietary
aid stated that is when staff came in and separated the residents. Staff #19 stated at no time

Resident #1 and Resident #2 were joking around and that they were angry with each other. Staff #19
stated that he thought this was verbal abuse by Resident #2 because he was not joking and calling
Resident #1 derogatory names for no reason.In an interview conducted on July 21, 2026, at 1:26 p.m.
with Resident #6 who stated that Resident #2 crossed a line and should have never called Resident #1
a bitch. Resident #6 stated he was seated with Resident #1 and Resident #2 when Resident #2 started
calling Resident #1 a 'bitch' loudly in the dining room. Resident #6 stated he was shocked and angry
that Resident #2 did this. Resident #6 stated that Resident #1 got very angry and told Resident #2 not
to call him that. Resident #6 stated that Resident #2 began yelling other expletives, that he could not
remember, at Resident #1 causing Resident #1 to go over to Resident #2. Resident #6 stated that
Resident #1 held his position at Resident #2 with his fist wanting to hit him but then ended up pushing
him back in the chest. Resident #6 stated it took a while before staff came in and separated the two
residents.An interview was conducted with Director of Nursing (DON/Staff #67) on July 21, 2026 at
3:07 p.m. who stated that abuse can be physical, verbal, emotional, or financial. Staff #67 stated that
examples of verbal abuse include derogatory statements made to other residents and racial slurs.
Staff #67 stated that she was notified after the incident happened with Resident #1 and Resident #2
and it was alleged Resident #1 hit Resident #2. Staff #67 stated that through her investigation she
found the two residents had grown up together and would sometimes joke around but Resident #1 had
told her he did not hit Resident #2. Staff #67 stated that it was confirmed in her investigation that
Resident #2 had a history of being impulsive and utilizing aggressive language which he did during the
incident. A review of facility documentation revealed a policy and procedure titled Resident Abuse,
Neglect, Misappropriation Policy reviewed & updated on April 16, 2026. The policy and procedure
stated, that the facility will not condone abuse by anyone including other residents. The policy goes

on to define verbal abuse as any use of oral, written or gestured language that includes disparaging
and derogatory term to residents or their families, or within hearing distance, to describe resident,
regardless of their age, ability to comprehend or disability.
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