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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to protect one of three sampled residents 
(Resident 1) from physical abuse (any intentional act causing injury or trauma to another person by way of 
bodily contact) by failing to: -Ensure Certified Nursing Assistant 2 (CNA2) notified Registered Nurse 2 (RN2) 
that Resident 1 was agitated (to be visibly worried, upset, or restless, often showing this feeling through your 
movements or voice, like fidgeting or speaking in a tense way) when CNA1 did not allow Resident 1 to go 
smoke on 9/9/2025 at approximately 1AM. -Ensure Resident 2 did not hit Resident 1 who was blind on the 
left jaw (the lower part of the face below the mouth) on 9/9/2025 at 1AM. On 9/9/2025 at approximately 1AM, 
Resident 1 wanted to go smoke and CNA2 told Resident 1 to sit down. Resident 1 became agitated Resident 
2 thought Resident 1would hit CNA2 and Resident 2 hit Resident 1 on Resident 1's left jaw. As a result, on 
9/9/2025 at 1AM Resident 2 hit Resident 1 on the jaw causing Resident 1 to experience pain in the jaw and 
required an x-ray (medical imaging that uses radiation to take pictures of the inside of your body). Findings: 1.
During a review of Resident 1's admission Record, the admission Record indicated the facility originally 
admitted Resident 1 on 7/26/2025 and readmitted Resident 1 on 8/26/2025 with diagnoses of lack of 
coordination, blindness of both eyes, schizophrenia (a mental illness that is characterized by disturbances in 
thought), and bipolar disorder (sometimes called manic-depressive disorder; mood swings that range from 
the lows of depression to elevated periods of emotional highs). During a review of Resident 1's History and 
Physical (H&P), dated 7/26/2025, the H&P indicated Resident 1 had no capacity (ability) for decision-making. 
The H&P indicated Resident 1 had a history of nicotine dependence (your brain and body rely on nicotine 
from tobacco or vaping products to feel normal and avoid withdrawal). During a review of Resident 1's 
Minimum Data Set (MDS - a resident assessment tool), dated 8/2/2025, the MDS indicated Resident 1 had 
the ability to make himself (Resident 1) understood, and had the ability to understand others. During a review 
of Resident 1's Care Plan Report dated 8/12/2025, the Care Plan Report indicated the CNAs (in general) 
would monitor Resident1 for unsafe smoking practices. The Care Plan Report indicated the CNAs (in 
general) would notify the charge nurse immediately if it was suspected Resident 1 violated the facility's 
smoking policy. During a review of Resident 1's Progress Note dated 9/9/2025 at 1 AM, the Progress Note 
indicated Resident 1 became agitated and Resident 2 hit Resident 1 because Resident 2 believed Resident 
1 was going to hit the sitter (CNA2). The Progress Note indicated Resident 2's hand landed on Resident 1's 
jaw. The Progress Note indicated the facility staff (unidentified) separated Resident 1 and Resident 2. During 
a review of Resident 1's Progress Note, dated 9/9/2025 at 2:59 AM, the Progress Note indicated Resident 1 
became agitated around 1 to 1:15 AM on 9/9/2025 and stood up from the bed. The Progress Note indicated 
the sitter (CNA2) approached Resident 1 and tried to calm Resident 1 down. The Progress Note indicated 
Resident 2 moved from his bed to his wheelchair and swung his hand and hit Resident 1 on the jaw. The 
Progress note indicated a Registered Nurse (RN2) and Charge Nurse (LVN2) separated Resident 1 and 
Resident 2 with the help of the sitter (CNA2). The Progress Note indicated Resident 2 was later moved 
(unknown time) to another room. The Progress Note indicated Resident 1 wanted to smoke and the RN 
(RN2) explained to Resident 1 the facility's designated smoking times. During a review of Resident 1's 
Radiology (the medical specialty that uses imaging techniques, such as X-rays) Results Report, dated 
9/9/2025 at 2:15 PM, indicated the reason for the study was jaw pain and the results of the x-ray was no 
fracture (broken bone). During a review of Resident 1's Progress Note, dated 9/12/2025 at 3:57 PM, the 
Progress Note indicated the Interdisciplinary Team (IDT - group of people from different professions who 
work together by sharing knowledge and methods to solve a complex problem) met to discuss what 
happened on 9/9/2025 when Resident 2 hit Resident 1. The Progress Note indicated Resident 1 wanted to 
go to the smoking patio around 1 AM (date not indicated) and the sitter told Resident 1 it was not time for 
smoking. The Progress Note indicated Resident 2 shouted at Resident 1, kneeled on his (Resident 2) 
wheelchair, wheeled himself (Resident 2) toward Resident 1 and struck (hit) him (Resident 1) on the left jaw 
with his (Resident 2) right hand. The Progress Note indicated Resident 2 believed Resident 1 had struck the 
sitter and that Resident 2 felt he had a sense of duty to intervene (step in) in defense of the sitter because he 
(Resident 2) believed a man (in general) should hit a woman (in general). 2.During a review of Resident 2's 
admission Record, the admission Record indicated the facility originally admitted Resident 2 on 7/2/2025 and 
readmitted Resident 2 on 7/29/2025 with diagnoses of type 2 Diabetes Mellitus (DM-a disorder characterized 
by difficulty in blood sugar control and poor wound healing), blindness in the left eye, and major depressive 
disorder (a mood disorder that causes a persistent feeling of sadness and loss of interest). During a review 
of Resident 2's H&P dated 7/3/2025, the H&P indicated Resident 2 had the capacity to understand and make 
decisions. During a review of Resident 2's MDS dated [DATE], the MDS indicated Resident 2 had the ability 
to make himself (Resident 2) understood and had the ability to understand others. 3.During a revied of 
Resident 3's admission Record, the admission Record indicated the facility originally admitted Resident 3 on 
6/12/2025, and readmitted Resident 3 on 8/31/2025 with diagnoses of unsteadiness on feet, and displaced 
intertrochanteric fracture of right femur (a severe break in the upper part of your right thigh bone that caused 
the broken pieces to shift out of their correct position). During a review of Resident 3's MDS, dated [DATE], 
the MDS indicated Resident 3 had the ability to make himself (Resident 3) understood and usually had the 
ability to understand others. During a review of Resident 3's H&P, dated 7/29/2025, the H&P indicated 
Resident 3 did not have the capacity to understand and make decision. During an interview on 9/16/2025 at 
10:53 AM with Resident 1 in Resident 1's room, Resident 1 stated Resident 2 hit him on the face last week 
(exact date not known). Resident 1 stated Resident 2 told him to shut up and stated he (Resident 1) did not 
know why Resident 2 hit him (Resident 1). Resident 1 stated he (Resident 2) just hit me. Resident 1 stated 
he (Resident 1) was blind and knew it was Resident 2 who hit him because he (Resident 1) recognized 
Resident 2's voice. Resident 1 stated he (Resident1) was angry at Resident 2 for hitting him (Resident 1). 
During an interview on 9/16/2025 at 11:42 AM with Resident 2 in Resident 2's room, Resident 2 stated he 
(Resident 2) heard the CNA (CNA, unidentified) told Resident 1 to sit down because Resident 1 was going to 
fall. Resident 2 stated he (Resident 2) saw Resident 1 get up and the CNA (unidentified female) stood in 
front of Resident 1. Resident 2 stated he (Resident 2) saw Resident 1 make threats and pushed the CNA 
(unidentified female). Resident 2 stated he (Resident 2) saw Resident 1 make a fist to hit the CNA 
(unidentified female) so he (Resident 2) got on his wheelchair by placing his knees on the seat of the 
wheelchair facing the back of the wheelchair and wheeled himself backwards in the wheelchair toward 
Resident 1. Resident 2 stated he (Resident 2) hit Resident 1 because I had to hit him (Resident 1). Resident 
2 stated he (Resident 2) deliberately hit Resident 1 because his (Resident 1) behavior warranted him 
(Resident 2) to hit Resident 1. Resident 2 stated the incident began when Resident 1 wanted to smoke early 
in the morning (unknown date). Resident 2 stated he hit Resident 1 because he (Resident 2) was brought up 
to protect women referring to the female CNA (undentified) who was trying to prevent Resident 1 from falling. 
During an interview on 9/16/2025 at 12:04 PM with LVN 1, LVN 1 stated he (LVN1) received a report from 
the night charge nurse (LVN 2) during the morning shift change on 9/9/2025. LVN 1 stated LVN 2 reported 
an incident between Resident 1 and Resident 2. LVN 1 stated LVN 2 reported Resident 1 had been agitated 
because he (Resident 1) wanted to smoke outside of the facility's designated smoking hours. LVN 1 stated 
Resident 1 and Resident 2 were in a room with a sitter (CNA2) in the Resident 1 and Resident 2's room 
because Resident 1 and Resident 2 were at risk for a fall. During an interview on 9/16/2025 at 12:28 PM with 
the Director of Nursing (DON) and Director of Staff Development (DSD), the DON stated she (DON) received 
a call from the facility on 9/9/2025 approximately between 1:30AM and 2 AM. The DON stated she (DON) 
interviewed LVN 2 and RN 2 over the phone. The DON and the DSD stated the incident began when 
Resident 1 wanted to smoke outside of the facility's designated (officially chosen) smoking hours which were 
from 9 AM to 8:30 PM daily. The DON stated Resident 2 reported he (Resident 2) wanted to protect CNA 2 
from Resident 1 who was agitated after CNA 2 tried to educate Resident 1 about the facility's smoking hours. 
The DON stated Resident 1 attempted to get up and CNA 2 positioned herself (CNA 2) to prevent Resident 1 
from falling. During an interview on 9/16/2025 at 12:56 PM with CNA 2, CNA 2 stated Resident 1 wanted to 
smoke in the early morning of 9/9/2025 and she (CNA2) tried to get out of bed. CNA 2 stated Resident 1 was 
blind and at risk for falling so CNA 2 tried to keep Resident 1 from getting up. CNA 2 stated Resident 2 
thought Resident 1 was going to hit her (CNA 2). CNA 2 stated Resident 2 got up, and CNA 2 called for help. 
CNA 2 stated Resident 2 then hit Resident 1. During an interview on 9/16/2025 at 1:24 PM with Resident 3, 
Resident 3 stated he (Resident 3) was awake on the night when Resident 2 hit Resident 1. Resident 3 stated 
Resident 1 had been very rough with the staff and Resident 1 had been aggressive. During an interview on 
9/16/2025 at 1:35 PM with LVN 2, LVN 2 stated he (LVN2) was the Charge Nurse on the night/early morning 
of 9/9/2025. LVN 2 stated he (LVN2) heard a call for help and went to the room where Resident 1 and 
Resident 2 were located. LVN 2 stated CNA 2 tried to keep Resident 1 from falling. LVN 2 stated he (LVN2) 
saw Resident 2 hit Resident 1 on 9/9/2025 approximately 1 AM in the morning. During an interview on 
9/16/2025 at 1:44 PM with RN 2, RN 2 stated he (RN2) heard a commotion (a sudden, noisy, and confusing 
burst of activity) coming from Resident 1 and Resident 2's room and he (RN2) went to investigate. RN 2 
stated he (RN2) observed CNA 2 positioned between Resident 1 and Resident 2. RN 2 stated Resident 1 
was agitated because he (Resident 1) wanted to smoke. RN 2 stated he (RN2) gave Resident 1 Tylenol 
(over-the-counter medicine that relieves mild to moderate pain and reduces fever) because Resident 1 
complained of an aching jaw pain that was rated at 3 out of 10 (mild pain [0 means no pain and 10 means 
having the worst pain]). During a review of the facility's policy and procedure (P&P), titled Identifying Types 
of Abuse, last reviewed 1/23/2025, the P&P indicated the facility's employees were expected to identify 
different types of abuse that may occur against residents as part of the facility's abuse prevention strategy. 
The P&P indicated abuse of any kind is strictly prohibited (not allowed). The P&P indicated a type of abuse is 
resident to resident and includes, but not limited to hitting, slapping, biting, punching, or kicking. During a 
review of the facility's policy and procedure (P&P), titled Abuse Prevention Program, last reviewed 
1/23/2025, the P&P indicated the facility's residents have the right to be free from abuse including mental 
and physical abuse. The P&P indicated the facility would protect residents from abuse by anyone including 
but not limited to facility staff, other residents, consultants, volunteers, staff from other agencies, family 
members, legal representatives, friends, visitors, or any other individual. The P&P indicated the facility staff 
would require staff training/orientation for abuse prevention, identification and reporting of abuse, stress 
management and handling of verbal or physically aggressive resident behavior. The P&P indicated the 
facility would implement (put into place) measures to address factors that may lead to abusive situation 
including helping staff to understand how cultural, religious, and ethnic (a group of people who share a 
common cultural background, which can include things like their language, traditions, ancestry, religion, or 
way of life, often passed down through generations) can lead to misunderstandings and conflict.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to supervise two of three residents (Resident 1 
and Resident 2) by failing to: -Ensure Certified Nursing Assistant 2 (CNA2) notified Registered Nurse 2 
(RN2) that Resident 1 was agitated (to be visibly worried, upset, or restless, often showing this feeling 
through your movements or voice, like fidgeting or speaking in a tense way) when CNA1 did not allow 
Resident 1 to go smoke on 9/9/2025 at approximately 1AM. -Ensure Resident 2 did not hit Resident 1 who 
was blind on the left jaw (the lower part of the face below the mouth) on 9/9/2025 at 1AM. -Ensure Resident 
1 and Resident 2 had adequate supervision to prevent Resident 2 from hitting Resident 1 on his jaw. On 
9/9/2025 at approximately 1AM, Resident 1 wanted to go smoke and CNA2 told Resident 1 to sit down. 
Resident 1 became agitated Resident 2 thought Resident 1would hit CNA2 and Resident 2 hit Resident 1 on 
Resident 1's left jaw. As a result, on 9/9/2025 at 1AM Resident 2 hit Resident 1 on the jaw causing Resident 
1 to experience pain in the jaw and required an x-ray (medical imaging that uses radiation to take pictures of 
the inside of your body). Findings: 1.During a review of Resident 1's admission Record, the admission 
Record indicated the facility originally admitted Resident 1 on 7/26/2025 and readmitted Resident 1 on 
8/26/2025 with diagnoses of lack of coordination, blindness of both eyes, schizophrenia (a mental illness that 
is characterized by disturbances in thought), and bipolar disorder (sometimes called manic-depressive 
disorder; mood swings that range from the lows of depression to elevated periods of emotional highs). 
During a review of Resident 1's History and Physical (H&P), dated 7/26/2025, the H&P indicated Resident 1 
had no capacity (ability) for decision-making. The H&P indicated Resident 1 had a history of nicotine 
dependence (your brain and body rely on nicotine from tobacco or vaping products to feel normal and avoid 
withdrawal). During a review of Resident 1's Minimum Data Set (MDS - a resident assessment tool), dated 
8/2/2025, the MDS indicated Resident 1 had the ability to make himself (Resident 1) understood, and had 
the ability to understand others. During a review of Resident 1's Care Plan Report dated 8/12/2025, the Care 
Plan Report indicated the CNAs (in general) would monitor Resident1 for unsafe smoking practices. The 
Care Plan Report indicated the CNAs (in general) would notify the charge nurse immediately if it was 
suspected Resident 1 violated the facility's smoking policy. During a review of Resident 1's Progress Note 
dated 9/9/2025 at 1 AM, the Progress Note indicated Resident 1 became agitated and Resident 2 hit 
Resident 1 because Resident 2 believed Resident 1 was going to hit the sitter (CNA2). The Progress Note 
indicated Resident 2's hand landed on Resident 1's jaw. The Progress Note indicated the facility staff 
(unidentified) separated Resident 1 and Resident 2. During a review of Resident 1's Progress Note, dated 
9/9/2025 at 2:59 AM, the Progress Note indicated Resident 1 became agitated around 1 to 1:15 AM on 
9/9/2025 and stood up from the bed. The Progress Note indicated the sitter (CNA2) approached Resident 1 
and tried to calm Resident 1 down. The Progress Note indicated Resident 2 moved from his bed to his 
wheelchair and swung his hand and hit Resident 1 on the jaw. The Progress note indicated a Registered 
Nurse (RN2) and Charge Nurse (LVN2) separated Resident 1 and Resident 2 with the help of the sitter 
(CNA2). The Progress Note indicated Resident 2 was later moved (unknown time) to another room. The 
Progress Note indicated Resident 1 wanted to smoke and the RN (RN2) explained to Resident 1 the facility's 
designated smoking times. During a review of Resident 1's Radiology (the medical specialty that uses 
imaging techniques, such as X-rays) Results Report, dated 9/9/2025 at 2:15 PM, indicated the reason for the 
study was jaw pain and the results of the x-ray was no fracture (broken bone). During a review of Resident 
1's Progress Note, dated 9/12/2025 at 3:57 PM, the Progress Note indicated the Interdisciplinary Team (IDT 
- group of people from different professions who work together by sharing knowledge and methods to solve a 
complex problem) met to discuss what happened on 9/9/2025 when Resident 2 hit Resident 1. The Progress 
Note indicated Resident 1 wanted to go to the smoking patio around 1 AM (date not indicated) and the sitter 
told Resident 1 it was not time for smoking. The Progress Note indicated Resident 2 shouted at Resident 1, 
kneeled on his (Resident 2) wheelchair, wheeled himself (Resident 2) toward Resident 1 and struck (hit) him 
(Resident 1) on the left jaw with his (Resident 2) right hand. The Progress Note indicated Resident 2 
believed Resident 1 had struck the sitter and that Resident 2 felt he had a sense of duty to intervene (step in) 
in defense of the sitter because he (Resident 2) believed a man (in general) should hit a woman (in general). 
2.During a review of Resident 2's admission Record, the admission Record indicated the facility originally 
admitted Resident 2 on 7/2/2025 and readmitted Resident 2 on 7/29/2025 with diagnoses of type 2 Diabetes 
Mellitus (DM-a disorder characterized by difficulty in blood sugar control and poor wound healing), blindness 
in the left eye, and major depressive disorder (a mood disorder that causes a persistent feeling of sadness 
and loss of interest). During a review of Resident 2's H&P dated 7/3/2025, the H&P indicated Resident 2 had 
the capacity to understand and make decisions. During a review of Resident 2's MDS dated [DATE], the 
MDS indicated Resident 2 had the ability to make himself (Resident 2) understood and had the ability to 
understand others. 3.During a revied of Resident 3's admission Record, the admission Record indicated the 
facility originally admitted Resident 3 on 6/12/2025, and readmitted Resident 3 on 8/31/2025 with diagnoses 
of unsteadiness on feet, and displaced intertrochanteric fracture of right femur (a severe break in the upper 
part of your right thigh bone that caused the broken pieces to shift out of their correct position). During a 
review of Resident 3's MDS, dated [DATE], the MDS indicated Resident 3 had the ability to make himself 
(Resident 3) understood and usually had the ability to understand others. During a review of Resident 3's 
H&P, dated 7/29/2025, the H&P indicated Resident 3 did not have the capacity to understand and make 
decision. During an interview on 9/16/2025 at 10:53 AM with Resident 1 in Resident 1's room, Resident 1 
stated Resident 2 hit him on the face last week (exact date not known). Resident 1 stated Resident 2 told 
him to shut up and stated he (Resident 1) did not know why Resident 2 hit him (Resident 1). Resident 1 
stated he (Resident 2) just hit me. Resident 1 stated he (Resident 1) was blind and knew it was Resident 2 
who hit him because he (Resident 1) recognized Resident 2's voice. Resident 1 stated he (Resident1) was 
angry at Resident 2 for hitting him (Resident 1). During an interview on 9/16/2025 at 11:42 AM with Resident 
2 in Resident 2's room, Resident 2 stated he (Resident 2) heard the CNA (CNA, unidentified) told Resident 1 
to sit down because Resident 1 was going to fall. Resident 2 stated he (Resident 2) saw Resident 1 get up 
and the CNA (unidentified female) stood in front of Resident 1. Resident 2 stated he (Resident 2) saw 
Resident 1 make threats and pushed the CNA (unidentified female). Resident 2 stated he (Resident 2) saw 
Resident 1 make a fist to hit the CNA (unidentified female) so he (Resident 2) got on his wheelchair by 
placing his knees on the seat of the wheelchair facing the back of the wheelchair and wheeled himself 
backwards in the wheelchair toward Resident 1. Resident 2 stated he (Resident 2) hit Resident 1 because I 
had to hit him (Resident 1). Resident 2 stated he (Resident 2) deliberately hit Resident 1 because his 
(Resident 1) behavior warranted him (Resident 2) to hit Resident 1. Resident 2 stated the incident began 
when Resident 1 wanted to smoke early in the morning (unknown date). Resident 2 stated he hit Resident 1 
because he (Resident 2) was brought up to protect women referring to the female CNA (undentified) who 
was trying to prevent Resident 1 from falling. During an interview on 9/16/2025 at 12:04 PM with LVN 1, LVN 
1 stated he (LVN1) received a report from the night charge nurse (LVN 2) during the morning shift change on 
9/9/2025. LVN 1 stated LVN 2 reported an incident between Resident 1 and Resident 2. LVN 1 stated LVN 2 
reported Resident 1 had been agitated because he (Resident 1) wanted to smoke outside of the facility's 
designated smoking hours. LVN 1 stated Resident 1 and Resident 2 were in a room with a sitter (CNA2) in 
the Resident 1 and Resident 2's room because Resident 1 and Resident 2 were at risk for a fall. During an 
interview on 9/16/2025 at 12:28 PM with the Director of Nursing (DON) and Director of Staff Development 
(DSD), the DON stated she (DON) received a call from the facility on 9/9/2025 approximately between 
1:30AM and 2 AM. The DON stated she (DON) interviewed LVN 2 and RN 2 over the phone. The DON and 
the DSD stated the incident began when Resident 1 wanted to smoke outside of the facility's designated 
(officially chosen) smoking hours which were from 9 AM to 8:30 PM daily. The DON stated Resident 2 
reported he (Resident 2) wanted to protect CNA 2 from Resident 1 who was agitated after CNA 2 tried to 
educate Resident 1 about the facility's smoking hours. The DON stated Resident 1 attempted to get up and 
CNA 2 positioned herself (CNA 2) to prevent Resident 1 from falling. During an interview on 9/16/2025 at 
12:56 PM with CNA 2, CNA 2 stated Resident 1 wanted to smoke in the early morning of 9/9/2025 and she 
(CNA2) tried to get out of bed. CNA 2 stated Resident 1 was blind and at risk for falling so CNA 2 tried to 
keep Resident 1 from getting up. CNA 2 stated Resident 2 thought Resident 1 was going to hit her (CNA 2). 
CNA 2 stated Resident 2 got up, and CNA 2 called for help. CNA 2 stated Resident 2 then hit Resident 1. 
During an interview on 9/16/2025 at 1:24 PM with Resident 3, Resident 3 stated he (Resident 3) was awake 
on the night when Resident 2 hit Resident 1. Resident 3 stated Resident 1 had been very rough with the staff 
and Resident 1 had been aggressive. During an interview on 9/16/2025 at 1:35 PM with LVN 2, LVN 2 stated 
he (LVN2) was the Charge Nurse on the night/early morning of 9/9/2025. LVN 2 stated he (LVN2) heard a 
call for help and went to the room where Resident 1 and Resident 2 were located. LVN 2 stated CNA 2 tried 
to keep Resident 1 from falling. LVN 2 stated he (LVN2) saw Resident 2 hit Resident 1 on 9/9/2025 
approximately 1 AM in the morning. During an interview on 9/16/2025 at 1:44 PM with RN 2, RN 2 stated he 
(RN2) heard a commotion (a sudden, noisy, and confusing burst of activity) coming from Resident 1 and 
Resident 2's room and he (RN2) went to investigate. RN 2 stated he (RN2) observed CNA 2 positioned 
between Resident 1 and Resident 2. RN 2 stated Resident 1 was agitated because he (Resident 1) wanted 
to smoke. RN 2 stated he (RN2) gave Resident 1 Tylenol (over-the-counter medicine that relieves mild to 
moderate pain and reduces fever) because Resident 1 complained of an aching jaw pain that was rated at 3 
out of 10 (mild pain [0 means no pain and 10 means having the worst pain]). During a review of the facility's 
policy and procedure (P&P), titled Identifying Types of Abuse, last reviewed 1/23/2025, the P&P indicated 
the facility's employees were expected to identify different types of abuse that may occur against residents 
as part of the facility's abuse prevention strategy. The P&P indicated abuse of any kind is strictly prohibited 
(not allowed). The P&P indicated a type of abuse is resident to resident and includes, but not limited to 
hitting, slapping, biting, punching, or kicking. During a review of the facility's policy and procedure (P&P), 
titled Abuse Prevention Program, last reviewed 1/23/2025, the P&P indicated the facility's residents have the 
right to be free from abuse including mental and physical abuse. The P&P indicated the facility would protect 
residents from abuse by anyone including but not limited to facility staff, other residents, consultants, 
volunteers, staff from other agencies, family members, legal representatives, friends, visitors, or any other 
individual. The P&P indicated the facility staff would require staff training/orientation for abuse prevention, 
identification and reporting of abuse, stress management and handling of verbal or physically aggressive 
resident behavior. The P&P indicated the facility would implement (put into place) measures to address 
factors that may lead to abusive situation including helping staff to understand how cultural, religious, and 
ethnic (a group of people who share a common cultural background, which can include things like their 
language, traditions, ancestry, religion, or way of life, often passed down through generations) can lead to 
misunderstandings and conflict.
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