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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 (continued on next page)

Residents Affected - Few
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F 0600 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record reviews, the facility failed to prevent the verbal/mental abuse of a resident. This applies
Level of Harm - Minimal harm or to 1 of 3 (R1) reviewed for abuse in a sample of 17. The findings include:On 9/15/25 at 12:30 PM, R1 stated

potential for actual harm V4 (CNA- Certified Nursing Assistant) and V5 (CNA) were harassing him at the facility. R1 alleged V4 called
him Honey Bunn7 and came into his room uninvited in a threatening manner making threatening comments
Residents Affected - Few such as her father purchased her a gun and telling R1 he had not better be talking about V4. R1 stated one

day V4 was standing in the hall and pointed to R1 and began a hoola dance. R1 stated he reported the
harassment to V1 (Administrator) and V1 prohibited V4 and V5 from working near the unit on which R1 was
residing. R1 stated on 9/13/25, R1 left his room to warm up food and saw V4 and V5 at the nursing stating in
his hall. R1 stated he told his nurse that V4 and V5 were not to be near his hall and to call V1 to confirm they
needed to leave. R1 stated he began recording the episode on his phone. At 12:32 PM R1 played the video
he recorded on the phone which showed R1 continuously telling the nurse on his hall that the two staff were
not supposed to be present in the back of the building near his hall, that V1 gave the two staff a stern
warning, that they would not receive any more warnings, and to call V1 and confirm the information. The
video showed as R1 repeatedly told the nurse the staff were not to be on his unit, V4 and V5 remained near
R1 and eventually the floor nurse began to move the staff toward the front of the building. The video showed
the floor nurse on the phone walking behind V4 and V5 and the staff were walking toward the front of the
building. At 6 minutes and 6 seconds of the recording s the staff walked away from R1, a female voice off
camera stated, That's what he is. A little bitch! R1 immediately replied, Oh I'm a little bitch, huh? Thank you!
R1 stated he previously showed V1 the video and V1 was going to address the behavior with the staff.
Facility Email, dated 9/14/25, shows R1 told V1 on 9/13/25 V4 was on his wing in spite of V1 telling V4 that
she was only work in another part of the building. The email shows R1 brought his concern to the attention of
the nurse on duty. The email shows R1 recorded the interactions and V4 stated to R1, You are just a little
bitch. On 9/15/25, V4 denied calling R1 any names and stated R1 was harassing V4 for some time including
following her around the building and calling her a bitch and racial slurs. V4 stated on 9/13/25, she arrived at
the facility and went to the back to look for her assignment. V4 stated she did not call R1 a bitch but that she
was on the phone with her dad and told her dad R1 called V4 a bitch. V4 stated R1 then followed V4 and V5
to the front of the building and continued to harass them. On 9/15/25 at 11:33 PM, V5 stated she did not hear
V4 swear at R1. V5 stated she was taking her break and performing charting at the back nursing station
when she saw R1. V5 stated V4 was also at the back nursing station putting her personal belongings down.
V5 stated she did not say anything to R1 and R1 did not say anything to V4 or V5. On 9/15/25 at 10:00 AM,
V1 (Administrator) stated he received an email from R1 alleging V4 and V5 were present in the back of the
building near R1 and V4 swore at R1. V1 stated V4 and V5 were previously instructed to remain in the front
of the building because of conflicts between R1 and V4 and V5. On 9/15/25 at 1:39 PM, V6 (Registered
Nurse) stated she was on duty 9/13/25 when R1 came out of his room and told her V4 and V5 should not be
working on his unit. V6 stated | needed to speak with administration which she did and administration told V6
the staff needed to move to the front of the building. V6 stated V4 and V5 moved away from the unit in 5 to
10 minutes of R1 initially stating they should not be on his unit. When asked if V6 felt the staff were lingering
at the nursing station after they were told they should not be there, V6 stated, Yeah, a little bit but not that
much. On 9/15/25, V7 (CAN) stated on 9/13/25 R1 was telling the nurse in the hall that V4 and V5 could not
be in the back of the building, and they were warned not to be in the back. V6 stated the nurse told the staff
they needed to go to the front hall nursing station and there was much talking back and forth and one of the
nurses was trying to calm it down. V7 stated V4 and V5 stayed at the back hall nursing station 10-20 minutes
before they went to the front of the building. Nursing note written by V6 (Registered Nurse) and effective
9/13/25, showed The nurse was passing the medication; the resident come to the nurse and was
complaining about staff CNA. He wants the CNA out of the unit. The CNA and the resident were arguing
each other. Facility email, dated 9/7/25, shows R1 expressed concern to V1 that V4 walked into his room in a
threatening way without his permission. Facility email, dated 9/5/25, shows R1 expressed concern to V1 that
V4 entered his room in a threatening way, allegedly called R1 Honey bunny, and R1 requested that V4 not
be anywhere near him in the future. Facility email by V8 (Human Resources), dated 9/16/25, shows the
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