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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure one of four sampled residents (Resident 1) received 
the necessary behavioral health care and services to attain or maintain the highest practicable physical, 
mental, and psychosocial well-being, in accordance with Order Summary Report for 
psychological/psychiatrist consult follow-up treatment dated 9/23/2025 and the facility's policy and 
procedures titled Behavior Management reviewed on 1/2025, when:1. Resident 1's exhibited episodes of 
aggressive behavior towards Resident 4 (roommate) and became extremely agitated, disruptive, thrashing 
arms, uncontrolled screaming, and yelling on 9/23/2026 at 9:30 am., and used curse words, derogatory 
names, and racial slurs directed at Resident 4 and Resident 4's family members.2. Resident 1 became 
verbally abusive, extremely agitated, and physically aggressive towards Resident 4's family members. These 
deficient practices risked the safety of Resident 4, Resident 4's family members, other residents and staff 
negatively impacting the psychosocial wellbeing of Resident 4, Resident 4's family members, other residents 
and staff in the facilityA review of Resident 1's (Resident 4's roommate) admission record indicated the 
facility admitted the resident on 8/29/2025 , with diagnoses that included diabetes mellitus, hypertension, and 
cerebra infarction (stroke), post-traumatic stress disorder (PTSD-is a mental health condition that can 
develop after experiencing or witnessing a traumatic event, like combat, assault, accidents, or disasters, 
causing severe anxiety, intrusive memories [flashbacks/nightmares], avoidance of reminders, emotional 
numbness, and hyperarousal, significantly impairing daily life), and major depressive disorder (MDD-is a 
serious mood disorder causing persistent sadness, hopelessness, and loss of interest in activities, 
significantly affecting daily life, work, and relationships). A review of Resident 1's care plan on The Resident 
has a behavior problem extreme agitation m/b (manifested by) verbally and physically aggressive towards 
staff and other residents initiated on 9/23/2025. A review of Resident 1's Order Summary Report, indicated, 
Resident 1 for psychological/psychiatrist consult follow-up treatment as indicated dated 9/23/2025. A review 
of Resident 1's Order Summary Report, indicated, Please add diagnosis: PTSD MDD and Cluster B 
Personality Disorder (a group of conditions characterized by dramatic, emotional, or erratic behaviors, 
intense emotions, and significant challenges with impulse control and stable relationships, including 
antisocial, borderline, histrionic, and narcissistic personality disorders [a personality disorder characterized 
by an exaggerated sense of self-importance, a need for admiration, and a lack of empathy for other people], 
often leading to interpersonal chaos and difficulty managing feelings) on 9/23/2025. A review of Resident 1's 
Progress Note dated 9/23/2025, indicated that Resident 1 was yelling, screaming, and hitting others 
including other residents. The progress note indicated that Resident 1 was coughing and spitting in the 
rehabilitation (rehab) sink; The patient (Resident 1) was asked to leave the rehab area to protect 
others/residents. The patient (Resident 1) became violent and putting others in danger. A review of Resident 
1's care plan (CP) on The Resident has a behavior problem extreme agitation m/b (manifested by) verbally 
and physically aggressive towards staff and other residents initiated on 9/23/2025, indicated that on 
9/30/2025, Resident 1 with episode of verbally abusive towards family member of Resident 4. Resident 1 has 
a behavior problem of extreme agitation m/b verbally and physically aggressive towards staff and other 
residents. The CP goal indicated that Resident 1 will have no evidence of agitation, will have fewer episodes 
of agitation daily. The CP interventions initiated on 9/24/2025, indicated, If reasonable, discuss the resident's 
behavior. Explain/reinforce why behavior is inappropriate and/or unacceptable to the resident. Intervene as 
necessary to protect the rights and safety of others. Remove from situation and take to alternate location as 
needed. Psychiatry and psychology consult as indicated. A review of Resident 1's Behavior Note dated 
9/23/2026 at 9:30 am, indicated that Resident 1 became, extremely agitated, disruptive in behavior thrashing 
arms, uncontrolled screaming, yelling towards others after being told by physical therapy staff that he cannot 
be coming to the rehab sink to spit out secretions, gagging, coughing out in the sink. and not to empty urinal 
(a device to collect urine) into the sink multiple times. Resident 1 continued to be agitated and began 
scratching, biting, hitting, spitting and yelling. Resident 1 continued with disruptive behavior . and roommate 
(Resident 4) feeling unsafe towards Resident 1. A review of Resident 1's Minimum Data Set (MDS- a 
resident assessment tool) dated 9/28/2025, indicated the resident had moderate cognitive impairment (poor 
decision-making requiring cues and supervision). The same MDS indicated Resident 1 required between 
supervision or touching assistance to set up or clean-up-assistance for Activities of Daily Living (ADLs) such 
as eating, oral hygiene, toileting hygiene, shower/bathe, upper and lower body dressing, and putting 
on/taking off footwear. A review of Resident 1's Behavior Note dated 10/1/2025 at 9:04 pm, indicated that 
IDT met with Resident 1 regarding the resident's Moody, temperamental sudden outburst anger behavior . 
Resident 1 would not listen or adhere to staff instructions. A review of Resident 1's care plan on The 
Resident has a behavior problem extreme agitation m/b (manifested by) verbally and physically aggressive 
towards staff and other residents indicated that on 11/20/2025, Resident 1 had an episode of yelling curse 
words and racial slurs towards Resident 4's family member. the goal indicated that Resident 1 will have no 
evidence of agitation. The CP interventions indicated that staff to intervene as necessary to protect the rights 
and safety of others.Psychiatry consult and psychology consult as indicated. A review of Resident 1's 
Behavior Note dated 11/20/2025 at 1:45 pm, indicated that Resident 1 was heard yelling curse words and 
racial slurs towards roommate (Resident 4) family member. The behavior note indicated Resident 1 
expresses that no one crosses his boundaries. (Resident 1) Is unable to calm down or able to reason. A 
review of Resident 1's Behavior Note dated 12/5/2025 at 10:55 pm indicated that Resident 1 was made 
aware that Resident 4's family was visiting to collect Resident 4's dirty clothes and Resident 1 became 
frustrated and stated he did not want anybody in the room. A review of Resident 1's Psychological (refers to 
anything related to the mind, emotions, thoughts, and behavior, influencing health and illness) Consultations 
dated 12/5/2025, indicated, .Initial evaluation. Treatment goals. 3. Stabilization of irritability/anger and 
increase appropriate expression of angry feelings. The psychological consultations indicated that Pt 
(patient/Resident 1) discussed frustration with being physically impaired and having to be in this facility . 
endorsed . ongoing sadness and difficulty adjusting to current living situation and loss of independence. A 
review of Resident 1's CP on The resident (Resident 1) has depression r/t Dx (diagnosis) MDD, PTSD, 
Cluster B personality disorder. initiated on 12/5/2025, indicated interventions included to arrange for psych 
(psychiatry) consult, follow up as indicated. A review of Resident 4's admission record indicated the facility 
initially admitted the resident on 10/24/2024 and readmitted on [DATE], with diagnoses that included major 
depressive disorder (a serious mood disorder causing persistent sadness, hopelessness, and loss of interest 
in enjoyable activities, lasting at least two weeks and significantly interfering with daily life, work, or 
relationships, differing from temporary sadness by its severity and long-lasting impact on feelings, thinking, 
and behavior), dementia (is a general term for loss of memory, language, problem-solving and other thinking 
abilities that are severe enough to interfere with daily life), metabolic encephalopathy (a disorder that affects 
brain function), cognitive communication deficit (trouble with communication because of underlying thinking 
problems, like issues with attention, memory, problem-solving, organizing thoughts, or social skills), and 
Parkinson's disease (a brain disorder that makes it hard to control movements, causing shaking [tremors], 
stiffness, slow movement, and balance problems because brain cells that make dopamine [ chemical for 
movement] die off). A review of family member (FM) 1's letter to the facility dated 12/3/2025 , indicated that 
FM 1 complained that since the beginning of 10/2025 to present and on several negative encounters, 
Resident 1 called FM 2 a derogatory term N*** when FM 2 was assisting Resident 4 and FM 1 was on 
facetime with FM 2. The letter indicated that the encounter when FM 2 bumped into Resident 1's table which 
was unseen due to drawn curtain. Resident 1 made the derogatory comment that FM 2 was careless and . 
FM 2 was taken aback and stated it could be dangerous not just for Resident 4. FM 2 left but feared for 
Resident 4 as Resident 4 is unable to defend himself. A review of Resident 4's MDS dated [DATE], indicated 
the resident had severe cognitive impairment (when thinking, memory, concentration, and decision-making 
are so impacted that a person can't live independently or fully understand their world, often losing the ability 
to talk, write, or perform basic self-care like eating, requiring constant support). The MDS indicated Resident 
4 required between supervision or touching assistance to being dependent on staff for ADLs such as eating, 
oral hygiene, toileting hygiene, shower/bathe, upper and lower body dressing, and putting on/taking off 
footwear. During an interview with Resident 1 on 12/18/25 at 1:26 pm, Resident 1 stated that Resident 4's 
bedside table is placed right at the privacy curtain between Resident 1 and Resident 4. Resident 1 stated 
that when Resident 4's family come in the room, they push the side table towards his side knocking down his 
water and urinal (a device for collecting urine). Resident 1 stated this has happened three times and told the 
Administrator and the ombudsman (is a neutral, independent advocate who investigates and resolves 
complaints for patients, residents, or consumers regarding their care, billing, or rights, acting as a liaison 
between individuals and healthcare systems) but he felt like the Administrator and ombudsman didn't care. 
Resident 1 stated Resident 4's come in after 9 pm, 11 pm and 2 am in morning. Resident 1 stated that that 
the ombudsman found that the roommate (Resident 4) had the right for visitation which made Resident 1 
very upset. Resident 1 stated that he was frustrated with the table issue and called Resident 4, a n****r, and 
Resident 4's family members the N word because of free speech. Resident 1 stated and confirmed that 
Resident 4 never called Resident 1 any names or racial slurs. However, Resident 1 was quiet for a moment 
and then stated that, it would appear to be abusive to be called a racial slur. During an interview with 
Registered Nurse Supervisor (RNS) on 12/18/25 at 2:14 pm, RNS stated that there were some issues 
between Resident 1 and roommate (Resident 4). RNS stated that Resident 1 was admitted to the facility on 
[DATE]. RNS stated that when she wheeled Resident 4 to share a room with Resident 1. RNS stated that 
when Resident 1 saw Resident 4 in the room, Resident 1 stated that he did not like *b.* people and did not 
want Resident 4 in the same room with him (Resident 1). RNS stated she left Resident 4 in the same room 
with Resident 1 and did not think there were going to be issues because Resident 1 had a window view. 
RNS stated that Resident 1 was later offered a different room (room change) on several occasions occasion, 
however, Resident 1 declined because Resident 1 wanted Resident 4 to be moved instead to another room. 
RNS stated that Resident 1 has constant mood changes where one minute Resident 1 is upset and the next 
minute Resident 1 is interactive. When asked why the facility allowed Resident 1 and Resident 4 to remain in 
the same room, RNS stated, can you imagine moving him (Resident 1) to another resident's room and the 
issues? During an interview with the facility administrator (FA) on 12/18/2025 at 3:47 pm, FA stated, that 
there is a history between Resident 1 and roommate's (Resident 4) family. Resident 1 had a tendency of 
calling them (Resident 4's) derogatory names. He (Resident 1) was upset that they (facility) did not restrict 
the visitors which is their right. The FA stated that the facility does not restrict and place time limits on the 
visitation. The FA stated that whenever the roommate's (Resident 4) family come to visit, they (family 
members) are not even in the room, but Resident 1 still gets upset maybe because Resident 1 felt left out 
that he (Resident 1) did not have visitors. During a telephone interview with the Resident 4's FM 1 on 
12/18/2025 at 5:40 pm, FM 1 stated that Resident 4 has been in the facility for about four to five years. FM 1 
stated that when Resident 1 first moved into the room, Resident 4's family and FM 1 had no issues until a 
few days later when Resident 1 had placed his bedside table so close to the privacy curtain and FM 1 
accidentally bumped it. FM 1 stated Resident 1 yelled at FM 1 and started to curse even though FM 1 quickly 
apologized and told Resident 1 that it was an accident. FNM 1 stated that another time when FM 1 was on 
FaceTime with FM 2 who was at bedside visiting Resident 4, FM 2 accidentally bumped into the Resident 1's 
table that's always constantly at the privacy curtain and cutting into Resident 4's space. FM 1 stated she 
couldn't hear that resident one became so I read and agitated called her the N word. FM 1 stated that 
Resident 1 was very upset and said so many words forcing FM 2 to leave. FM 1 stated FM 2 verbalized to 
FM 1 concerns about Resident 4's safety given that Resident 4 was remaining in the room with Resident 1 
who seemed agitated given that Resident 1 is bedridden and could not physically protect himself. FM 1 
stated that she did not want Resident 4 moved out of the because Resident 4 has dementia and Parkinson's 
which may cause Resident 4 to get even more confused. FM 1 stated that one time she was visiting 
Resident 4 when Resident 1 started yelling and cursing so badly that the staff ran into the room to find out 
what was going on. FM 1 stated the facility asked her to report or file a grievance but refused because she 
wanted the incident documented. FM 1 stated that FM 1 wrote a very detailed letter to the facility outlining 
everything of how FM 1 and Resident 4's family members felt about Resident 1's behavior. During an 
interview with Social Services Director (SSD) on 12/19/2025 at 1:06 pm, SSD stated that Resident 1 does 
not get along with Resident 4's family members. SSD stated that Resident 1 has been offered a room 
change but refuses and that SSD feels like Resident 1 wants a private room. SSD stated FM 1 and FM 2 
was offered a room change for Resident 4 but FM 1 and FM 2 (decision makers) declined. SSD stated that 
on 9/25/2025, Resident 1 was agitated in the lobby and that other residents were also present. SSD stated 
that on 10/1/2025, IDT was conducted with Resident 1 because Resident 1 risked the safety of other 
residents by kicking, screaming, yelling and scratching. SSD stated that Resident 1 used racial slurs against 
Resident 4. During an interview with Physical Therapist Assistant (PTA) on 12/19/2025 at 2:50 pm, PTA 
stated Resident 1 uses the rehab therapy room sink to washes his face, spit phlegm, and to brush his teeth 
and that other residents come to do therapy in the rehab therapy room. PTA stated that Resident 1 gets 
agitated when things don't go Resident 1's way. A review of the facility's P&P titled Behavior Management 
reviewed on 1/2025, indicated that, The facility will ensure that when a resident displays a mental disorder, 
psychosocial adjustment difficulties (e.g. crying, yelling, hitting, etc) or has a history of trauma and /or 
post-traumatic stress disorder, they will receive appropriate treatment to address the problem . Efforts will be 
made by the interdisciplinary Team (IDT) to implement non-pharmacological interventions to alleviate 
behavior symptoms before initiating any psychoactive medications.
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