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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake 1268402Based on observations, interview, and record review, the facility failed to ensure 1 
resident (Resident#1) of 3 was free from verbal abuse when a staff member swore about the resident's 
behavior. Findings include:Review of Policy Abuse, Neglect and Exploitation last revised 1/10/24 revealed, It 
is the policy of this facility to provide protections for the health, welfare, and rights of each resident by 
developing and implementing written policies and procedures that prohibit and prevent abuse, neglect, 
exploitation, and misappropriation of resident property. The policy defined Abuse means the willful infliction 
of injury, unreasonable confinement, intimidation, or punishment with resulting physical harm, pain, or mental 
anguish, which can include staff to resident abuse and certain resident to resident altercations. Abuse also 
includes deprivation by an individual, including a caretaker, of goods or services that are necessary to attain 
or maintain physical, mental, and psychosocial 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.Findings:Review of an admission Record reflected Resident #1 (R1) admitted to the facility with 
pertinent diagnoses that include Bipolar Disorder, Obsessive Compulsive Disorder, persistent mood disorder, 
anxiety disorder and frontal lobe and executive function deficit (Damage to the frontal lobe can lead to 
deficits in functions resulting in difficulties with planning, organization, decision-making and emotional 
regulation.)During an interview on 7/08/25 at 9:10 AM, DON revealed R1 is behavioral, has hoarding 
tendencies, he scrubs his body raw while cleaning himself using the bathroom sink and floods the flooring. 
DON further revealed resident is afraid of the dark/night, has poor eyesight, is derogatory towards women, a 
germaphobe, and is followed by CMH (Community Mental Health).During an interview on 7/08/25 at 11:30 
AM, NHA & DON provided past non-compliance for this intake. DON stated, We wrote ourselves up. On 
7/08/2025 at 12:10 PM, Lunch was observed being delivered to R1's room. Resident was observed in bed 
wearing a brief and sheet. During the interview R1 stated, I am a sick, sick man. Staff come when I do not 
want to see them and don't come when I want to see them. Resident#1 was asked if staff came when he 
pushed his call light. R1 replied, of course staff come when I push my call light, they have to, it's their job. 
The resident further revealed he did not like 3rd shift, and that he did have a problem with someone, but 
she's gone. They have to wait on me and do everything I say cause it's their job. (Resident#1 became very 
loud and agitated during the interview.) Interview concluded when R1 started muttering under his breath, I'm 
done, done, done.During an observation/interview on 7/08/25 at approximately 12:15 PM, R1's Guardian D 
was observed sitting in a chair and stated, He is in a bad mood today. He is acting like he can't hear a thing. 
R1's Guardian D states her son likes the staff; he just does not like nights. Staff are very good overall & I 
have no issues with them communicating with me. She further stated that he needs to go away for a psyche 
stay. Review of an Incident Report dated 5/24/25 reflected that Certified Nurse Aide (CNA) L and Registered 
Nurse (RN) K witnessed/heard R1 yelling and swearing at CNA J in his room and the hallway about ice and 
ice water. R1 further yelled to CNA J she was to listen to him and no one else. CNA J responded to R1 
stating you have the wrong butt wiper, and I don't F*cking care. CNA J then shut R1's door and walked to the 
desk. The report reflected initial actions taken were to ensure R1's safety, contact NHA, DON and guardian, 
remove/suspend staff member (CNA J), assess the resident and collect statements. Review of CNA J's 
written statement 5/23/25 at 12:30AM, I answered his call light with ice water in hand. I had gloves on, he 
opened the lid to the cup and said there is only four cubes in there, but the cup was full of ice, and so he was 
getting upset, I walked to his bathroom and cleaned up the wet linen and dried up the wet floor. He wanted a 
cup with just ice so I came out to get his ice and when I came back to his room the nurse was talking to me, 
and the resident was still in bed yelling at me about the ice. I couldn't hear the nurse, so I told him to wait a 
minute because I was talking to the nurse. He didn't like that and started yelling and cursing at me and 
saying I'm to only listen to him and no one else. So, I spoke his language and said I didn't F*cking care, and 
he didn't have to yell at me like that. He says I hurt him, but I don't see how, I was never close to him.Review 
of CNA L's handwritten statement on 5/24/25 at 12:30 AM, CNA L wrote I was sitting at the nurses' station 
when she heard patient and (Name of) CNA J arguing about ice in a cup. CNA L stated she was trying to tell 
CNA J how he liked it when he yelled to (Name of CNA J) to listen to him and not out there. She responded 
you got the wrong butt wiper. I don't F*cking care. As the patient was yelling, she shut the door and walked 
to the desk. He came out and stuck his head out yelling at her to get him ice and she needed to call (Name 
of NHA) and if she doesn't, he was going to call the police. She said, ok you do that and shut the door while 
he was by it. CNA L further stated I did not see if the door hit him or pulled him when she pulled the door 
shut. But he started yelling and screaming that she hurt his bad arm when she shut the door. As soon as this 
happened (Name of RN K) then went in and checked on patient. Patient was on the phone with his mom. 
Review RN K's written statement dated 5/24/25 at 12:30AM, I was sitting at nurse's station when I heard the 
patient and CNA ( J) start arguing about ice water. He was still yelling at her, and she told him he has got the 
wrong butt wiper, and she don't f*cking care. He said to get him ice, and she needed to call (Name of NHA), 
or he was going to call the police then she stated you go ahead and do that I don't care. She grabbed the 
door and shut it, he was on the other side shutting it and claimed it hurt his left inner arm. Because of it being 
slammed shut. RN K reported she talked to patient's mom, NHA and DON.Review of Certified Nurse Aide 
(CNA) M's written statement dated 5/24/25 (no time provided) I was charting on North and heard yelling 
coming from South, then I heard a door slam on South. I told my nurse (Name of Registered Nurse (RN) N) 
on North that something's going down there!Review of RN N's written statement dated 5/24/25(No time 
provided) I heard a man yelling from South. Could not understand what was being said.Review of a Facility 
Reported Incident (FRI) dated 5/24/25 reflected the facility reported an allegation of staff to resident abuse 
on 5/24/25 and the facility substantiated verbal abuse based on employee admission and corroborating 
witness accounts. No physical abuse was substantiated following medical assessment, reenactment, and 
resident report.During the onsite survey, past noncompliance (PNC) was cited after the facility implemented 
actions to correct the noncompliance which included:1. On 5/24/25 at approximately 1:30 AM, it was reported 
to the facility administrator that resident (Name of R1), wasn't a verbal altercation with the staff member 
(Name of CNA J). (Name of) CNA J was immediately suspended pending investigation. Dr. and Guardian 
notified.2. On 5/24, 5/25 and 5/26 skin and pain assessments were completed. No new concerns identified. 
3. On 5/24/25 at 2:45 AM the incident was reported to the state by the facility administrator.4. On 5/24/25 
Witness statements from staff were gathered.5. On 5/24/25 Residents in the immediate vicinity were 
interviewed regarding the incident. No Concerns identified.6. On 5/24/25 at approximately 11:00 AM DON 
and the Administrator spoke with the resident's mother/guardian, the witness statement completed.7. On 
5/26/25 IDT review of resident Care Plan. Updated it with water preference and added a laundry basket to 
the resident room. It was determined that Resident's linen situation and water preference could increase his 
behaviors.8. 5/26/25 an audit of (Name of CNA J's) file was conducted. No concerns were identified.9. 
5/26/25 Abuse PNC in place, residents with BIM's (Brief Interview for Mental Status) score &gt;10 and staff 
audits are being conducted.10. 5/28/25 NHA and DON reviewed the policy and procedure for Abuse, neglect 
and Exploitation and deemed it appropriate.11. 5/29/25 An AD_HOC QAPI meeting was held and reviewed 
the abuse PNC plan.12. 5/30/25 [NAME] Police Department Notified and investigated.13. 6/2/25 Facility 
substantiated verbal abuse and (Name of CNA J) was terminated. On 7/09/2025, this surveyor reviewed 
documentation, conducted interviews and made observations the preceding interventions were completed 
prior to the abbreviated survey. A determination of past non-compliance was cited by the state agency as of 
6/02/2025.The facility was able to demonstrate monitoring of the corrective action and maintained 
compliance.
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