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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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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview, and record review, the facility failed to protect the resident's right to be free from abuse 
for two (R51, R92) in a sample of 21 residents. Findings include: Facilities incident report form (11/11/2025 
at 5:45 PM) documents in part: R51 and R92 had an altercation in their room. R51 stated R92 hit him in the 
stomach. R92 stated R51 took his belongings, placed his profile picture on his television, and was blowing 
kisses at him. R51 has a medical history of schizoaffective disorder, bipolar disorder, and a brief interview for 
mental status (BIMS) score of 14, which means R51 is cognitively intact. R92 has a medical history of bipolar 
disorder, and schizophrenia and a BIMS score of 12, which means R92 is moderately impaired. On 
12/15/2025 at 11:12 AM, Surveyor observed R92 laying on his bed while watching television. R92 seems 
comfortable and free of pain. R92 stated he had an altercation with his roommate R51. R92 stated the 
altercation started because he caught his roommate stealing his clothes. R92 stated he got into a physical 
and verbal altercation due to that reason. Surveyor asked R92 if he can describe the physical altercation in 
detail. R92 stated he cannot remember all the details of the altercation, but he does remember it became into 
a physical and verbal altercation. On 12/16/2025 at 9:25 AM, R51 stated he had an altercation with R92 a 
few weeks ago. R51 stated when R92 was not in the room he went through his personal belongings. R51 
stated he took some Kool-Aid from R92's bedside drawer. R51 stated he made a cup of Kool-Aid and went 
back to his bed. R51 stated when R92 came back to the room, he noticed that R51 had gone through R92' s 
personal belongings. R51 stated R92 became very angry and started yelling. R51 stated R92 walked up to 
him while he was laying down on the bed and punched him in the stomach. R51 stated he was sent to the 
hospital for further evaluation. R51 stated a police report was made on that day due to the incident. R51 
stated he returned from the hospital 1-2 days later, he was free of any injuries. R51 stated he was moved to 
another room across the facility and has not had any contact with R92 ever since the altercation. On 
12/16/2025 12:15 PM, V1 (Administrator) stated she is part of the abuse prevention program in the facility. 
V1 was called to come to the first floor, the D hallway on the day of the incident. V1 stated the second shift 
nurse on duty informed her of an altercation that was taking place between R51 and R92. V1 stated R92 
admitted to hitting R51 in the stomach because he was upset that R51 was going through his belongings. V1 
stated R92 was also upset that R51 was blowing kisses at him, hung a profile picture of himself on R92 
television, and took some of his Kool-Aid. V1 stated R51 admitted to taking R92's Kool-Aid, denied hanging 
up his profile picture of himself on R92's television and denied blowing kisses to R92. V1 stated the 
ambulance was called, and R51 was sent to the emergency department for further evaluation, he had no 
injuries. V1 stated we had a room ready for him as soon as he came back. V1 stated the new room is located 
across the other side of the facility in the H hallway. V1 stated it took a while to calm R92 down, he was very 
upset and wanted to leave the facility against medical advice (AMA). V1 stated the psychiatrist ordered a 
one-time order of Haldol 5 mg intramuscular, and a Haldol 5 mg every 6 hours by mouth or intramuscular as 
needed for 14 days. V1 stated R51 is intrusive, he likes to socialize with everyone, he likes to walk 
throughout the facility. V1 states R92 is always in his room, he hardly ever comes out. V1 stated the staff is 
aware to monitor both R51 and R92, if they encounter each other, especially in the activity room. V1 stated 
both residents smoke on different patios, and there has been no other issues after the incident. Progress 
notes by V5 (Social Services Director) for R92 documents in part: on 11/13/2025, the social worker met with 
resident about altercation with another resident. Resident stated that his roommate has been going through 
his belongings and blowing kisses at him. Resident also stated that his roommate put his profile picture on 
his television. R92 is receiving coping mechanisms for managing anger. R92 on monitoring. Progress notes 
by V5 for R51 documents in part: on 11/17/2025, the social worker met with resident due to him displaying 
inappropriate behavior with another resident. During the session, the social worker check- in on how the 
coping skills is going for the resident. According to the resident, he feels like they are making him more self- 
aware of impulses as relates to his sexuality, and he has a better understanding of accepting boundaries. 
R51 is receiving counseling for emotional support. R51 is on monitoring. Reviewed care plan from 
10/09/2025 for R51 documents in part: R51 is at risk for abuse due to living in a nursing home with other 
residents. R51 has a history of displaying behavioral symptoms inappropriate sexual behaviors towards 
peers and staff i.e entering female resident's room without their permission. Making inappropriate sexual 
advances/ remarks on 11/11/2025 blowing kisses at his roommate. Policy titled Abuse Policy with review 
date of 05/19/2025 documents in part This facility affirms the right of our residents to be free from abuse, 
neglect, exploitation, misappropriation of property, deprivation of goods and services by staff or 
mistreatment. Physical abuse includes hitting, pinching, kicking, and controlling behavior through corporal 
punishment. Residents who allegedly abused another resident shall be immediately evaluated to be 
determined the most suitable therapy, care approaches, and placement, considering his or her safety of 
other residents and employees of the facility.
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