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Mystic Healthcare & Rehabilitation Center, LLC 475 High St
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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.
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075271 11/25/2025

Mystic Healthcare & Rehabilitation Center, LLC 475 High St
Mystic, CT 06355

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, facility documentation review, facility policy review, and interviews for one 
resident (Resident #1) reviewed for abuse, the facility failed to ensure the resident was free from verbal 
mistreatment. The findings include:Resident #1 was admitted with diagnoses that included stroke with 
resultant hemiplegia and hemiparesis (loss of movement on one side of the body), anxiety, and major 
depression. An admission Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 had a 
Brief Interview for Mental Status (BIMS) score of 13 (was alert and oriented), and was dependent for 
toileting, transfers and bed mobility. The Resident Care Plan (RCP) dated 8/18/2025 identified Resident #1 
was frequently incontinent of bowel and bladder was long term placement. The RCP directed to provide 
incontinent care upon request, toilet upon request and staff to provide emotional support. A facility 
investigation (A &I) report dated 8/28/2025 at 9:00 AM identified an allegation of staff-to-resident abuse 
regarding care provided by NA #1. NA #2 reported that on 8/27/2025, he heard NA #1 ask Resident #1 why 
are you even sh******, you don't eat anything we give you. When I heard I had you on my assignment, I was 
pissed. A facility A & I summary dated 9/2/2025 identified NA #1 denied the allegation and Resident #1 
reported he/she did not remember the incident. Further, the summary identified the allegation of abuse was 
unsubstantiated, however NA #1's communication style and tone was inconsistent with the facility 
expectations. Interview with NA #2 on 9/16/2025 at 10:12 AM identified he went to assist NA #1 around 
dinner time on 8/27/2025 when Resident #1 asked for assistance to go to the bathroom. NA #3 was with him 
as well as she was on orientation. As he entered into the room, he observed NA #1 at the foot of Resident 
#1's bed facing Resident #1. NA #1 said in a loud voice, why are you even sh******, you don't eat the food 
here. NA #2 stated he thought Resident #1 looked stunned. NA #2 stated NA #1 told Resident #1 that she 
was pissed when she found out Resident #1 was on her assignment. NA #1 told Resident #1 that he/she 
needed to use the bedpan and not go to the bathroom. NA #2 stated he told NA #1 that she shouldn't talk to 
a resident that way, and left to report the incident to the charge nurse (LPN #1) and the supervisor. NA #2 
continued that he told the supervisor that NA #1 had yelled and was rude to Resident #1, and stated he later 
apologized to Resident #1 for NA #1's behavior. Interview with NA #3 on 9/16/2025 at 10:25 AM identified 
that she was orienting with NA #2 when they went to assist NA #1 to provide care for Resident #1. NA #3 
stated she left the room and NA #1 and NA #2 stayed to assist Resident #1 to the bathroom. As she walked 
out of Resident #1's room and into the hallway, she heard NA #1 say loudly, why do you want to sh**, you 
don't even want to eat the food here. NA #2 later told her they needed to tell the supervisor and they both 
reported that NA #1 had yelled at Resident #1. Interview with NA #1 was not obtained during the survey. 
Interview with RN #1/nursing supervisor, on 9/16/2025 at 11:19 AM identified NA #2 notified her on 
8/27/2025 around 10:00 PM that NA #1 was rude to Resident #1 and she did not ask for any specific 
information regarding the interaction because she was aware that NA #1 had been reported in the past as 
loud and directive in her communications with residents and that it had been addressed by the DON 
previously. She could not recall if NA #2 had identified that NA #1 was yelling or directive and he did not 
report that NA #1 had used vulgar language. RN #1 asked LPN #1 if any resident had complained about a 
staff member and LPN #1 reported no resident complaints were made. RN #1 stated she asked NA #1 if any 
residents had complaints and NA #1 had replied no. RN #1 stated she reminded NA #1 that the residents 
don't always know her style and that she needed to be mindful of her approach. RN #1 identified that if staff 
were observed to be yelling, directive towards residents or using vulgar language, she would consider that 
abusive. Interview with the DON on 9/16/2025 at 12:19 PM identified NA #2 had reported to her on 
8/28/2025 at 9:00 AM that on 8/27/2025 evening at 5:00 PM, NA #1 had yelled at Resident #1 and had 
asked Resident #1 why did he/she need to sh** as he/she didn't eat the food and that NA #1 was pissed that 
she had Resident #1 on her assignment. The DON stated the facility investigation did not substantiate 
abuse, but determined that NA #1's communication style was inconsistent with the facility's expectations and 
terminated her employment. The facility's Reporting Abuse to Facility Management Policy directed in part, 
that it is the policy of the facility not to condone any form of resident abuse or neglect by anybody including 
staff members. Verbal abuse is defined as the use of oral, written or gestured language that willfully includes 
disparaging and derogatory terms to residents or within their hearing distance, The facility's Resident Rights 
policy, dated July 2021, directed in part that the resident's living quarters are treated as their home and 
residents have the right to be free from verbal, sexual, physical, or mental abuse.
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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075271 11/25/2025

Mystic Healthcare & Rehabilitation Center, LLC 475 High St
Mystic, CT 06355

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, facility documentation review, facility policy review, and interviews for one 
resident (Resident #1) reviewed for abuse and neglect, the facility failed to ensure staff reported an 
allegation of abuse timely. The findings include: Resident #1 was admitted with diagnoses that included 
stroke with resultant hemiplegia and hemiparesis (loss of movement on one side of the body), anxiety, and 
major depression. An admission Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 
had a Brief Interview for Mental Status (BIMS) score of 13 (was alert and oriented), and was dependent for 
toileting, transfers and bed mobility. The Resident Care Plan (RCP) dated 8/18/2025 identified Resident #1 
was frequently incontinent of bowel and bladder was long term placement. The RCP directed to provide 
incontinent care upon request, toilet upon request and staff to provide emotional support. A facility 
investigation (A &I) report dated 8/28/2025 at 9:00 AM identified an allegation of staff-to-resident abuse 
regarding care provided by NA #1. NA #2 reported that on 8/27/2025, he heard NA #1 ask Resident #1 why 
are you even sh******, you don't eat anything we give you. When I heard I had you on my assignment, I was 
pissed. A facility A & I summary dated 9/2/2025 identified NA #1 denied the allegation and Resident #1 
reported he/she did not remember the incident. Further, the summary identified the allegation of abuse was 
unsubstantiated, however NA #1's communication style and tone was inconsistent with the facility 
expectations. Interview with NA #2 on 9/16/2025 at 10:12 AM identified he went to assist NA #1 around 
dinner time on 8/27/2025 when Resident #1 asked for assistance to go to the bathroom. NA #3 was with him 
as well as she was on orientation. As he entered into the room, he observed NA #1 at the foot of Resident 
#1's bed facing Resident #1. NA #1 said in a loud voice, why are you even sh******, you don't eat the food 
here. NA #2 stated he thought Resident #1 looked stunned. NA #2 stated NA #1 told Resident #1 that she 
was pissed when she found out Resident #1 was on her assignment. NA #1 told Resident #1 that he/she 
needed to use the bedpan and not go to the bathroom. NA #2 stated he told NA #1 that she shouldn't talk to 
a resident that way, and left to report the incident to the charge nurse (LPN #1) and the supervisor. NA #2 
continued that he told the supervisor that NA #1 had yelled and was rude to Resident #1, and stated he later 
apologized to Resident #1 for NA #1's behavior. Interview with NA #3 on 9/16/2025 at 10:25 AM identified 
that she was orienting with NA #2 when they went to assist NA #1 to provide care for Resident #1. NA #3 
stated she left the room and NA #1 and NA #2 stayed to assist Resident #1 to the bathroom. As she walked 
out of Resident #1's room and into the hallway, she heard NA #1 say loudly, why do you want to sh**, you 
don't even want to eat the food here. NA #2 later told her they needed to tell the supervisor and they both 
reported that NA #1 had yelled at Resident #1. Interview with RN #1/nursing supervisor, on 9/16/2025 at 
11:19 AM identified NA #2 notified her on 8/27/2025 around 10:00 PM that NA #1 was rude to Resident #1 
and she did not ask for any specific information regarding the interaction because she was aware that NA #1 
had been reported in the past as loud and directive in her communications with residents and that it had 
been addressed by the DON previously. She could not recall if NA #2 had identified that NA #1 was yelling or 
directive and he did not report that NA #1 had used vulgar language. RN #1 asked LPN #1 if any resident 
had complained about a staff member and LPN #1 reported no resident complaints were made. RN #1 
stated she asked NA #1 if any residents had complaints and NA #1 had replied no. RN #1 stated she 
reminded NA #1 that the residents don't always know her style and that she needed to be mindful of her 
approach. RN #1 identified that if staff were observed to be yelling, directive towards residents or using 
vulgar language, she would consider that abusive. Interview failed to identify that RN #1 notified the DON of 
the allegation of abuse, initiated an incident report or removed NA #1 from the schedule/unit to protect 
residents from potential abuse. Interview with the DON on 9/16/2025 at 12:19 PM identified NA #2 had 
reported to her on 8/28/2025 at 9:00 AM that on 8/27/2025 evening at 5:00 PM, NA #1 had yelled at 
Resident #1 and had asked Resident #1 why did he/she need to sh** as he/she didn't eat the food and that 
NA #1 was pissed that she had Resident #1 on her assignment. The DON stated RN #1 should have notified 
her of the allegation on 8/27/2025 when NA #2 reported the allegation, and she did not know why she was 
not notified. The facility's Reporting Abuse to Facility Management Policy directed in part, that it is the policy 
of the facility not to condone any form of resident abuse or neglect by anybody including staff members. 
Verbal abuse is defined as the use of oral, written or gestured language that willfully includes disparaging 
and derogatory terms to residents or within their hearing distance. All personnel should promptly report 
incidents of abuse or suspected abuse to the DON, Administrator or nurse supervisor. If such incidents are 
discovered after hours, the Administrator /designee and the DOB/designee must be called at home. Review 
of facility documentation review identified staff education was initiated on 8/28/2025 and included directing 
staff to report allegations immediately, and allegations are required to be reported promptly to supervisor, 
DON or Administrator. Audits were initiated on 8/28/2025 and a QAPU staff meeting was held on 9/4/2025, 
to review the quality initiative. Based on review of facility documentation, past non-compliance was identified.
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