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Larkin Chase Center 15005 Health Center Drive
Bowie, MD 20716

F 0550

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.

Based on observations, interview, and record review, it was determined that the facility failed to
ensure that staff interacted with residents in a courteous, respectful and responsive manner. This
was evident for 1 (Resident #71) of 1 Resident monitored for a dignified existence and 1 (Resident #2)
of 2 residents investigated for abuse.

The findings include:

1) During an observation on 7/06/2026 at 12:03 PM Resident #71 was observed hunched over while
being pushed in a wheelchair at a moderate pace through the hallway near the North Wing Nursing
Station by Occupation Therapy Assistant (OTA) #30. During continued observation it was noted that
the legs of Resident #71 were observed to be bent at the knees with the legs being dragged on the
floor below the seat of the wheelchair, his/her ankles were flexed backwards with the tops of his/her
toes dragging on the floor. Additional observation revealed there were no footrest attached to the
wheelchair. OTA #30 continued with transporting Resident #71 to the North Wing Dining room.

During an interview with OTA #30 on 7/06/2026 at 12:04 PM she reported she was returning Resident
#71 from therapy. She advised she needed a wheelchair so she grabbed the first one she could find
for Resident #71. She reported the wheelchair didn't have any leg rest attached when she chose it for
Resident #71 and advised there were no other chairs available.

During an interview with Director of Rehab #31 on 7/06/2026 at 12:15 PM she reported the
expectation for using leg rest with wheelchairs was that if the resident can self-propel themselves,
leg rest are not required and if the resident is unable to self-propel themselves, they should have leg
rest on their wheelchair.

During an interview with Occupational Therapist #32 on 7/06/2026 at 12:26 PM she reported the
expectations are for Residents that can't control their legs to have leg rest on their wheelchair
because we don't want them dragging on the floor. She advised she had provided therapy to Resident
#71 previously and advised the Resident was totally dependent on staff, the resident would not be
able to lift his/her legs and did not have the ability follow commands. She confirmed that Resident
#71 cannot self-propel his/herself and that she/he should have had the leg rests on the wheelchair
for transport when leaving therapy. She reported we try to make sure everyone has leg rest. She
confirmed that leg rest are not always available as some leg rest go missing and we have to find new
ones.
(continued on next page)
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Larkin Chase Center 15005 Health Center Drive
Bowie, MD 20716

F 0550

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

2) On 7/1/26 at 2:50 PM, a facility reported incident (FRI) #2974437 was reviewed. The report
indicated that Licensed Practical Nurse (LPN) #25 argued with and stated That's what's wrong with
people in America, they want things done immediately, when a family member reported an hour-long
delay in pain medication administration for Resident #2. Further review of the FRI revealed a witness
statement by Registered Nurse (RN) #33 that confirmed what LPN #25 said.

On 07/02/2026 at 11:08 AM, in a record review of employee file for LPN #25, it is noted that he/she
completed online continuing education for customer service and effective communication as well as
culturally competent care on 4/9/26.

On 07/02/2026 at 1:08 PM, in an interview with the Administrator and after review of residents file,
he confirms that there is evidence that LPN #25 made these statements in front of residents.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

Based on record review and interview, the facility failed to thoroughly investigate an allegation of
verbal abuse for 1 (Resident #2) of 2 residents reviewed for abuse investigations. The findings
include:On 7/1/26 at 2:50 PM, a review of the facility reported incident (FRI) #2974437 was initiated.
The report indicated that Licensed Practical Nurse (LPN) #25 argued with and stated That's what's
wrong with people in America, they want things done immediately, when a family member reported an
hour-long delay in pain medication administration for Resident #2. Further review of the FRI revealed
a witness statement by Registered Nurse (RN) #33 that confirmed what LPN #25 said. Additional
review of the FRI documents revealed an interview between the Administrator and LPN #25 where it
is documented that LPN #25 had said the statement was not intended in the way that it was
interpreted. In the report investigation, it is stated that other residents who may have had contact
with LPN #25 denied any such experiences. However in the witness statements, one resident had
remarked that LPN #25 was snappy, a statement which was not included in the investigation report.
The facility also failed to include in the documentation that RN #33 witnessed the alleged event and
provided his/her account. The conclusion of the investigation stated, The allegation was unable to be
verified because interviews with other residents who may have had contact stated they had no
similar experiences and the perpetrator stated his words were misinterpreted. The report cites Not
applicable (N/A) for any corrective action for the employee. 07/02/2026 at 1:08 PM, in an interview
with the Administrator regarding the FRI investigation, this surveyor questioned the missing
information about witness statements in the report. He admitted that was an error, and he interviewed
staff but failed to include the information. When questioned why the report from the resident
interviews did not include the one resident statement that LPN #25 could be snappy, his response
was that it was discussed and found to be differences in culture, but could not say why he did not
include that statement in the investigative report. When asked about RN #33's witness statement not
being included in the investigative report, he did not have an answer. When asked to provide
documentation of any corrective action taken as a result of this incident, he produced documents for
facility - wide training on customer service, but no specific corrective action for LPN #25. When asked
if this witness statement had proven the complainant's allegation, he agreed.
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