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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 - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility

safety identified a census of 93 residents. The sample included three residents. Based on observation, record
review, and interview, the facility failed to ensure Resident (R) 2 remained free from verbal abuse. On

Residents Affected - Few 01/19/26 at approximately 03:20 PM, Dietary Staff (DS) BB verbally abused R2, and Certified Medication
Aide (CMA) R had to step between DS BB and R2 in order to assist R2 out of the situation. Per the

Note: The nursing home is interview with Administrative Staff A and CMA R, DS BB called R2 an [expletive] during the incident. The

disputing this citation. facility's failure to ensure staff did not verbally abuse residents placed R2 in immediate jeopardy.Findings

Included:- R2's Electronic Medical Record (EMR) documented diagnoses of paranoid schizophrenia
(chronic mental health condition characterized by intense, irrational suspicions, persecutory delusions, and
auditory hallucinations), anxiety disorder (mental health condition characterized by persistent, excessive
fear or worry that is out of proportion to actual danger and interferes with daily life), shortness of breath,
and malignant neoplasm of the breast (breast cancer). The Quarterly Minimum Data Set (MDS) dated
[DATE] documented a Brief Interview for Mental Status (BIMS) score of 15, which indicated intact cognition.
The MDS documented R2 was independent for Activities of Daily Living (ADL).The Cognitive
Loss/Dementia Care Area Assessment (CAA) dated 07/11/25 documented R2 had periods of inattention
and disorganized thinking. R2 had diagnoses of paranoid schizophrenia and anxiety. The CAA documented
R2 had been psychotic (loss of contact with reality, characterized by symptoms like hallucinations and
delusions) and voiced delusions. R2 could stay focused during the beginning of the conversation, but as the
conversation went on, R2 became more delusional. The CAA documented R2 continued to be at risk for
fluctuations in cognition.R2's 01/07/17 Care Plan documented R2 had a diagnosis of paranoid
schizophrenia. The Care Plan documented the following interventions:06/05/21 - Staff were to allow R2 to
voice needs and concerns, redirect or offer distraction as needed.01/07/17 - Staff were to avoid colliding
with hallucinations, delusions, or attempts to argue, the resident of delusions.09/28/17 - Staff would know if
R2 was escalating, staff were to attempt to redirect R2 to a quiet area where R2 could calm down. Staff
would also consider giving R2 as needed medication to help R2 feel better. Staff were directed to recognize
that it may be difficult to redirect R2 when she was delusional. Staff needed to be patient with the resident
and offer quiet reassurance.01/12/17 - Staff were to encourage R2 to express her feelings or concerns and
will address them as appropriate. This may include encouraging R2 away from the triggering situation to
prevent further escalation and assist with de-escalation01/12/17 - Staff were to interact with R2 in naturally
occurring situations to build rapport and monitor for possible precursors to socially inappropriate behaviors.
An IDT Note: General dated 01/19/26 documented R2 was at 03:00 PM snack pass. R2 was yelling and
screaming with another staff member. The note documented that both the staff and R2 were separated.The
facility's investigation CP2721160 documented it was reported to Administrative Staff A that DS BB was
shouting in the dining room at R2. DS BB was sent home
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pending the investigation and cameras were reviewed. DS BB could be seen yelling and screaming at R2 in
front of other residents. DS BB could be heard shouting profanities and using vulgar and offensive
references at R2. Several nursing staff came to intervene and calm the situation. DS BB was then
immediately sent home. The investigation documented an interview was conducted with R2 and R2 stated
that she was asking DS BB for another snack when DS BB went off. R2 admitted that she shouted back at
DS BB. R2 reported staff intervened and helped calm her down and supported her, and that she felt
comfortable and safe at the facility. The investigation documented DS BB's behavior, as seen on camera,
was not accepted by the facility. The facility terminated DS BB's employment on 01/20/26 while she was still
away on suspension. The investigation documented the following corrective actions were taken: the facility
immediately separated residents and staff, suspended DS BB, reviewed cameras and terminated the staff
member. The investigation documented the plan for monitoring ongoing effectiveness was the staff member
was terminated.The investigation lacked any further corrective actions or plans for monitoring ongoing
effectiveness.The facility investigation lacked any staff witness statements.R2's EMR lacked evidence of
any follow-up psychosocial assessments or staff interviews with R2 related to the incident.On 01/28/26 at
01:04 PM, R2 lay in bed resting, in her room. R2 stated she remembered the incident but could not
remember what was said to her specifically. R2 stated she was only asking for more food when she was
yelled at. R2 stated it was nothing new or out of the ordinary to be yelled at by staff and stated she was
yelled at all of the time. R2 stated she did not feel safe when she was yelled at. During interview, R2 began
to fall asleep and did not answer any further questions.On 01/28/26 at 02:04 PM, CMA R stated staff and
residents were in the dining room doing snacks. CMA R stated she heard screaming coming from the
dining room. She stated there were residents around the snack area, but she could hear who was yelling.
CMA R stated she knew the voices and knew it was DS BB and R2. CMA R stated she heard DS BB call
R2 an [expletive]. She stated R2 yelled back | am not an [expletive]. You cannot talk to me that way. This is
my home you cannot treat us like this in our home. She stated DS BB tried to get in R2's face. CMA R
stated she got between them and got R2 to focus on her and tried to help remove R2 from the situation.
CMA R stated, | was trying to get R2 out of the hostile environment. She stated she was not sure if DS BB
threatened R2, but she did hear her call R2 an [expletive]. CMA R stated R2 was not getting into anyone's
face and was not going after staff. CMA R stated she was able to get R2 to back away and eventually got
her outside. CMA R stated she was unsure if there had been any training provided after the incident as she
was off work after it happened. She stated they normally did training with staff when there was an
altercation, but she was not sure about this time. CMA R stated staff did ANE training yearly and she had
taken it prior. CMA R stated R2 did not seem any different after the incident. She stated sometimes R2 had
good days and bad days. CMA R stated she had not observed R2 being afraid of anyone and she appeared
to be her normal self. On 01/29/26 at 12:20 PM, Social Services X stated she was not aware of the incident
between DS BB and R2. She stated she knew there was an incident but did not know the details of it.
Social Services X stated she had not completed any psychosocial follow up with R2 related to the incident.
She stated she or Social Services Y would often do psychosocial follow ups if they were warranted. Social
Services X stated psychosocial assessments are documented in progress notes or sometimes under
assessment in the EMR. On 01/29/26 at 02:17 PM, Social Services Y stated there was a verbal altercation
between DS BB and R2 and it was very rude and inappropriate. She stated DS BB used curse words
several times and it was very inappropriate and uncalled for. Social Services Y stated she spoke to R2 the
next day and R2 reported to Social Services Y she felt safe in the facility and went to the dining room.
Social Services Y stated R2 said she did not want to deal
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with DS BB anymore. Social Services Y stated DS BB had already been taken care of by leadership staff as
DS BB was fired before R2 encountered her again. Social Services Y stated she saw R2 every day and
would ask if R2 needed anything or had anything she needed to talk about. Social Services Y stated R2
would always go off on a tangent but had not talked about the incident with Social Services Y. Social
Services Y stated she did not want to bring up issues as she did not want to traumatize R2 again. Social
Services Y stated if residents had a problem they would tell her. Social Services Y stated she just did a
general check-in with R2. She stated when she heard about an issue she would check in to make sure
residents were not upset. Social Services Y stated the check ins were only done verbally, and were
generalized check ins. She stated nothing was officially documented related to her checking in with the
residents after an incident. Social Services Y stated R2 had cancer and a wide range of behaviors. Social
Services Y stated R2 would sometimes be alert and with it, and at other times R2 was delusional and yelled
at staff. She stated R2 was at baseline and denied any changes in behavior related to the incident.On
01/28/26 at 11:17 AM, Administrative Staff A stated the situation went from 0 to 100 quickly. Administrative
Staff A stated he sent DS BB home quickly and then reviewed the camera footage. He stated he did not
hear DS BB make threats but did hear DS BB use vulgar language. Administrative Staff A stated DS BB
called R2 an [expletive] and he could hear it on the camera's audio. Administrative Staff A stated staff
intervened and got between the two and nhamed CMA R as a direct witness to the incident. He stated after
he reviewed the camera footage DS BB was contacted and her employment was terminated. Administrative
Staff A stated he did not take down any witness statements in his investigation as he saw and heard
everything on camera. Administrative Staff A stated he typically leaned more on the camera footage as he
could see and hear everything. He stated that sometimes witness statements could be biased,
exaggerated, or downplayed. Administrative Staff A stated there was no staff education completed after the
incident as DS BB was terminated, and the other staff had previously had ANE training. Administrative Staff
A stated other staff knew what had happened was not okay and it was not acceptable. He stated staff
intervened appropriately in relation to the incident. Administrative Staff A stated R2 only asked for more
food when DS BB yelled at her. He stated R2 did not deserve to be treated like that and did not report any
concerns or grievances to him after the incident. The facility's Abuse Prevention Program F 600 policy,
dated 08/2025, documented residents had the right to be free from abuse, neglect, misappropriation of
resident property, corporal punishment, exploitation, and involuntary seclusion and any physical or
chemical restraint not required to treat the resident's medical condition. Abuse is the willful infliction of
injury, unreasonable confinement intimidation, or punishment resulting with physical harm, pain, or mental
anguish. Abuse also included the deprivation by an individual, including a caretaker, of goods and services
that are necessary to attain or maintain physical, mental or psychological well-being. Instances of abuse of
all residents, irrespective of any mental or physical condition, cause physical harm, pain or mental anguish.
It includes verbal abuse, sexual abuse, physical abuse, and mental abuse, including abuse facilitated or
enabled through the use of technology. On 01/29/26 at 05:01 PM, the facility received the Immediate
Jeopardy [IJ] Template and was informed that the facility's failure to ensure R2 remained free from verbal
abuse placed R2 in 1J.The facility provided an acceptable plan for removal of the immediate jeopardy on
01/29/26 at 06:39 PM. Which included the following:The facility would conduct interviews with each resident
to identify if any residents were having adverse outcomes due to staff yelling and shouting profanities
and/or any other incidents that may have gone unreported. This would be completed by 01/30/26 at 05:00
PM.The facility would educate all staff that shouting profanities, calling residents vulgar names, or acting in
any other excessive,
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obtuse, obscene, or nonsensical way would not be permitted at the facility. The facility would also complete
Abuse, Neglect, and Exploitation training with staff, with an emphasis on their duty to report. This would be
completed on 01/29/26 and/or prior to their next scheduled shift. The survey team validated the immediate
jeopardy was removed on 01/30/26 at 10:20 AM following the facility's implementation of the plan for
removal of the immediate jeopardy. The deficient practice remained at a G (isolated harm) following the
removal of the immediate jeopardy.
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