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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** Based on
safety interview and document review the facility failed to protect 1 of 1 resident (R1) from abuse when

nurse aid (NA)-B physically and verbally abused R1 during cares. This resulted in serious
Residents Affected - Few psychosocial harm for R1 who became withdrawn, had a decreased appetite, and increased crying

following the incident. ~ The 1J began on 2/21/26 at 7:45 p.m., when NA-B was witnessed to make
derogatory statements, used foul and aggressive language, and slapped R1 on the backside. NA-B
was not removed from shift and continued to work with R1 and other vulnerable residents despite an
internal report being made. The administrator and director of nursing (DON) were notified of the 1J on
3/4/25 at 1:00 p.m. The facility implemented corrective action by 2/25/25 prior to the start of the
survey and therefore is issued as past non-compliance. Findings include: Facility incident report
submitted 2/22/26 at 4:22 p.m., identified on 2/22/26 at 2:00 p.m., staff reported R1 was more tearful
today with a decreased appetite. on-call nurse received a call from charge nurse and inquired if
anything had been reported regarding concern from the previous evening shift. Director of nursing
(DON) and administrator were notified, and an investigation was started. It was explained that on
2/21/26 at 7:45 p.m., two staff were caring for R1, the trained medication assistant (TMA)-A was
outside R1's door and heard NA-B speaking loudly and demandingly to R1. Following, TMA-A asked
NA-A who was in the room with her, what happened and stated NA-B was assisting R1 with peri
cares, R1 swung her arms at staff and NA-B started raising her voice at R1 and used an open hand to
slap R1's bottom, stating, if you want to act like a child, you will be treated like a child. "R1's

quarterly Minimum Data Set (MDS) dated [DATE], identified she had unclear speech, with limited
verbal and non-verbal skills, would respond adequately to simple, direct communication only, had
disorganized thinking, and moderately impaired cognition with long-term and short-term memory loss.
R1 was dependent upon staff for personal and toileting hygiene, all transfers, bathing, and lower body
dressing. She was always incontinent of bladder and frequently incontinent of bowel. R1's medical
diagnoses included: non-Alzheimer's dementia, depression, and a psychotic disorder. Medications
taken during look back period: antipsychotic, antianxiety, and antidepressant. ~ R1's care plan dated
11/18/25, identified activities of daily living (ADL) self-care performance deficit related to dementia.
Staff were directed to aid of one for bathing and hygiene and assistance of two for toilet use,
ambulation, transfers, bed mobility, and dressing. R1 had impaired cognitive function/dementia or
intellectual disability and can act out with attention seeking behaviors towards others in line with
estimated age of an 8-year-old per family. Staff were directed to face her when speaking, making eye
contact, and reduce distractions. She understood simple, directive sentences. Provide R1 with
necessary cues, stop and return if agitated. R1 used anti-anxiety mediations (Ativan) related to
anxiety disorder. Her target behaviors included: peri area scratching, refusal to talk, slamming doors,
and throwing objects. Staff were directed to use non-pharm interventions: leave her and return later
to complete an activity to allow her time to calm self-down, do not ask me what is wrong, use quiet
voice, allow freedom to refuse as she is safe to do so. Observe R1 for changes in mood and update
provider with concerns. ~ R1's progress notes from 2/21/26 through 2/25/26, identified: -No
(continued on next page)
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documentation in progress notes for 2/21/26. -On 2/22/26 at 11:56 a.m., R1 was sitting in the
coliseum in her wheelchair and started crying. When approached by writer, tried to talk to her and
continued to cry. She was asked if she wanted to lay down and she shook her head yes. R1 was taken
to her room and laid down. -On 2/22/26 at 12:11 p.m., R1 refused to get up for dinner and was
assisted to the side of the bed. She placed her feet back in the bed and rested quietly at this time. -On
2/23/26 at 10:04 a.m., R1 was very vocal with staff this morning with cares when they tried to get

her up. R1 calmed down after she got in her wheelchair. -On 2/23/26 at 2:03 p.m., Yelling at staff. God
Damn [sic] it when they are toileting her. Staff redirected her to task at hand. -On 2/25/26 at 9:18
a.m., Yelling, hitting, and scratching staff when they were doing her morning cares. Tried to calm her.
R1 was ok and went to breakfast after cares being done. -On 3/2/26 at 2:20 p.m., Late Entry: After
initial report was filed. DON contacted provider via telephone and spoke to her about the incident. DON
called guardian to discuss vulnerable adult (VA) was filed on R1 and she was safe and did not suffer
any physical harm. Guardian was very thankful for the update. -On 3/2/26 Late Entry: On 2/22/26 at
9:30 a.m., R1 was taken to her room and laid down, a full body assessment was done and no bruises
were noted. R1 did not verbalize any pain or discomfort. ~ R1's Nursing Assistant (NA) Behavior
Monitoring and Interventions Report from 2/16/26 through 2/26/26:- 2/16/26 at 7:32 p.m., screaming
at others. Intervention: moved to calm environment. Behavior better/improved. -On 2/22/26 at 7:22
p.m., Sad, tearful, withdrawn, and isolating. Intervention: Provide calm environment. Behaviors:
better/improved. -On 2/23/26 at 10:03 a.m., Expressed frustration/anger at others and agitated.
Intervention: Toilet. Behaviors: worsened. -On 2/23/26 at 1:59 p.m., Screaming at others. No
interventions identified. -On 2/24/26 at 9:53 a.m., Cursing at others, express frustration/anger at
others, and agitated. Intervention: reapproach. Behaviors: improved. -On 2/25/26 at 1:59 p.m., Hitting
and scratching others and physically aggressive towards others. Intervention: Provide calm
environment and toilet. Behaviors worsened. -On 2/25/26 at 7:22 p.m., Hitting, scratching, physically
aggressive to others, and screaming at others. Intervention: Provide calm environment and toilet.
Behaviors worsened. -On 2/26/26 at 1:59 p.m., Hitting, scratching, physically aggressive to others,
cursing and screaming at others. Intervention: Provide calm environment and toilet. Behaviors
worsened. ~ Review of NA Behavior Monitoring from 2/8/26 through 2/21/26, identified no behaviors
were observed/documented from 2/8/26 through 2/15/26 and 2/17/26 through 2/21/26 (13 days). ~
R1's nurse behavioral documentation from 2/1/26 through 2/28/26, my target behaviors (choices to
choose from): hitting, kicking, yelling, animal-like noises, seeing/hearing things, tantrums, feeling
down/having little energy, irritable, sad affect & refusing to talk. Peri-area-scratching causes
self-harm, slamming doors, throwing objects. Non pharm: turn on country music, leave me and return
later to complete an activity to allow me time to calm myself, do not ask me what is wrong use calm
quiet voice, allow her freedom to refuse as she is safe to do so. Every day (day and night shift) check
marks (indicated no behaviors) were entered except on two-day shifts 2/20/26 and 2/28/26 were left
blank. NA-B's timecard identified on 2/21/26, scheduled to work from 6:30 p.m. to 7:00 a.m. Time
clocked in 6:28 p.m. and time clocked out 7:01 a.m. Worked 12 hours. NA-B scheduled to work 2/22/26
at 6:30 p.m. to 7:00 a.m. no time entered. NA-A was not scheduled for any other shifts or dates. ~
Employee Concern document dated 2/21/26, at 7:04 p.m. The purpose of this form is to document
what performance or action is a concern based on facility core values. This form is routed to the
department supervisor for further investigation and follow-up. Staff person completing report and
witness to the incident: NA-A. Performance issue or concern (be specific): While putting R1 to bed at
7:04 p.m. during the washing and toileting, R1 was hollering while trying to wipe her. NA-B proceeded
to be vocally aggressive, and likewise R1 has a hard time getting off the toilet and hollered. NA-B then
smacked R1's butt and said you wanna [sic] act like a child you can get treated like one, etc. ~ NA-B
termination document dated 2/27/26, identified discharged . Supervisor comments: employee did not
respond regarding training, coming in, or texts. =~ During an interview on 3/2/26 at 12:25 p.m.,
registered nurse (RN)-A stated R1 functioned at the level of an 8 to [AGE] year-old, occasionally
(continued on next page)
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swore, hit, kicked, slapped during cares, and rarely spoke in sentences. On 2/21/26, at approximately
6:00 p.m. she brought R1 to supper in the wheelchair and no behaviors were noted. On 2/22/26, she
came back to work at 6:00 a.m. NA-B had worked the night shift (12 hours) and was still there when
she arrived. She received report from licensed practical nurse (LPN)-A and there had been no mention
about an incident with R1. RN-A completed treatment rounds when a NA approached her and asked, if
she had heard what happened, adding, R1 and NA-B were yelling at each other yesterday. Additionally,
a TMA-A informed her that she stood outside R1's closed door, heard her screaming and probably
should have gone into the room. But then NA-A came out of the room with a funny look on her face
(eyes wide open and bewildered look) and informed TMA-A, NA-B had told R1 to quit being a baby,
grab the bar, fucking get up, go to the bathroom, because you are not a baby, and swatted R1 on her
bottom. RN-A stated she was shocked and knew it was possible physical and verbal abuse. TMA-A
informed her she reported the incident to the charge nurse LPN-A right away that evening right away.
RN-A waited a couple more hours, most likely shouldn't have, but thought it had been reported to the
on-call nurse. She called the on-call nurse and realized it had not been reported. Within 15 minutes of
the call to the DON, she came to the facility. At 9:30 a.m. RN-A completed a skin assessment and no
skin concerns noted. The skin assessment was not documented and should have been. RN-A verified
NA-B had worked at the facility for approximately one month and she did not work directly with her.

R1 rarely cried on the night shift, was unable to verbalize what was bothering her, would usually say
ugh ugh and point at things, staff were expected to document her behaviors every shift in the
electronic medical record. ~ Follow-up interview on 3/3/26 at 5:15 p.m., RN-A stated on 2/22/26, R1
was out of bed and sat in her wheelchair for breakfast but refused to eat and started crying in the
coliseum. RN-A stated she was unaware of the incident when she approached R1, tried to talk to her,
but she kept crying. RN-A stated after she saw R1 crying, withdrawn, and refusing to eat, she knew
something was wrong. She had known her for three years and had only seen her like this one other
time. RN-A stated R1 does not cry for no reason, something was wrong. On 2/22/26, RN-A offered R1
snacks, meals and liquids and she refused all of them. This type of behavior for R1 was not
considered normal, it was obvious something had happened. RN-A stated R1 functioned like a child,
comparable to children, she would get really quiet and that's how she reacted on 2/22/26, like the
incident made her feel sad. ~ During an interview on 3/2/26 at 2:39 p.m., TMA-A stated on 2/21/26 at
6:45 p.m., she stood outside R1's closed door preparing medications and heard R1 and NA-B both
yelling. NA-B stated hurry up and grab the fucking bar, you know how to fucking walk, so walk to the
bed. The tone of NA-B ?s voice was rude and aggressive. TMA-A remained at the medication cart until
NA-A and NA-B exited R1's room. She was unaware NA-A was in the room and asked her what
happened. NA-A informed TMA-A, NA-B had swatted R1 on the butt. At 7:15 p.m. she completed a
medication count with the charge nurse LPN-A and informed her about the incident with R1. TMA-A
stated she told LPN-A what she had heard and about the smack on the butt by NA-B. TMA-A stated
because she considered this verbal and physical abuse and was not appropriate way for a resident to
be treated under no circumstances, she assumed LPN-A would have called the nurse on call. NA-B
continued to work with residents until at least 7:30 p.m. when TMA-A left for the day. TMA-A was
surprised NA-B was not pulled off work and sent home so that something similar did not happen to
another resident and no one would be around to see what happened. ~ During an interview on 3/2/26
at 3:37 p.m., social service designee (SSD) stated R1's cognition was severely impaired with
dementia, she was able to answer simple yes or no questions and chose not to speak at all at times.
Staff were expected to respond to R1's behaviors by allowing her time and/or another staff to
reapproach her. Staff would have been expected to monitor any residents unable to be interviewed
after incident, during cares and report it to the nurse on duty. SSD stated she visited with R1 daily

and had not seen any changes in behaviors. R1 had yelled at SSD this morning no but would not say
anything more. ~ During an interview on 3/2/26 at 7:51 p.m., NA-A stated on 2/21/26, she worked

from 2:30 p.m. to 9:30 p.m. with NA-B. She did not have concerns about NA-B prior to the incident that
(continued on next page)
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night, other than NA-B's tone of voice threw her off because she could be loud and intimidating. At
approximately 6:30 p.m., NA-A and NA-B assisted R1 in the bathroom. NA-A cleaned her bottom when
charge nurse LPN-A entered the room and told NA-B, R1 could walk to the bed with the walker and
left the room. While R1's brief was being placed she became combative, started yelling and grunting
loudly, at that time NA-B stated, stand up and R1 responded oh shut up. NA-B stated out loud, if you
want to act like a child then you will be treated like one and with an open hand smacked her on the
right buttock (skin to skin and sounded like a loud smack). NA-B grabbed R1's walker and said OK,
now let's walk to bed. R1 was whining and whimpering like she was in pain, laid down on bed, pillows
positioned under her legs, covered up with a blanket, and remote placed. NA-A stated NA-B was
verbally and physically abusive, made her very uncomfortable, and cannot imagine how R1 felt. NA-A
stated she felt uncomfortable in the bathroom with NA-B because of her stature, her tone of voice,
which was loud and aggressive, her use of foul language and R1 was most likely feeling the same
way. R1 was making grunting sounds like she was nervous. NA-A stated once she left R1's room she
talked to TMA outside R1's door and was asked if NA-B had been aggressive and she told her yes but
was afraid of retaliation from NA-B. Five minutes later she located the charge nurse LPN-A and
reported the incident of abuse. NA-A was provided with a complaint form with not a lot of room to
write, so she placed as much information in the small area as she could and placed it in the DON's
box. NA-A felt like nothing was done to protect the residents. The incident should have been reported
within two hours and found out the next day it was not reported until later the next day. NA-A stated
NA-B was allowed to work after incident, assisted NA-A with another resident transfer and toileting.
At 9:30 p.m. left the facility and NA-B remained working with residents. ~ During an interview on
3/3/26 at 1:15 p.m., clinical coordinator LPN-C stated she was notified about the allegation of abuse
incident on 2/22/26 at 2:00 p.m., by charge nurse RN-A instructed her to have TMA-A write out what
she heard and when. She was on call the entire weekend and would have expected LPN-A to notify
her on 2/21/26 immediately so that an investigation could start and reported according to the
guidelines. LPN-C stated she was not notified on 2/21/26, for concerns of physical and verbal abuse.
NA-B was allowed to finish working her shift on 2/21/26, but if she had been notified and known
about the allegations, she would have removed her from the facility and the schedule until the
investigation was completed. LPN-C stated she notified DON right away and came to facility
immediately, arrived just after 2:00 p.m. and started to investigate with staff and resident interviews.
The incident happened on 2/21/26 and there were concerns brought to our attention on 2/22/26 about
physical and verbal abuse. " During an interview on 3/3/26 at 2:40 a.m., LPN-A stated on 2/21/26

just after 7:00 p.m., TMA-A informed her she had stood outside R1's closed door preparing
medications and heard raised voices. R1 cried out while staff completed cares. NA-A and NA-B came
out of R1's room and NA-A and informed TMA-A she wanted to write a complaint about the other staff
NA-B but did not want her to know about it. LPN-A provided NA-A with the complaint form to fill out.
NA-A asked LPN-A what to do with the completed form. NA-A showed the form to LPN-A, asked if it
looked right. LPN-A did not read the document and probably should have, and informed NA-A the form
was to be submitted to the DON. LPN-A stated she received a phone call from DON the following day
on 2/22/26 and asked if she was aware of the incident with R1. She told DON the staff involved had
not offered any information about abuse or anything. LPN-A stated she had no idea until the next day
NA-B had been aggressive towards R1. She was aware staff were swearing at R1 and that was
concerning. She did not ask any specific questions and should have and should have made a report
sooner. LPN-A stated she thought the staff would have told her NA-B hit R1, more attention would
have been brought to it if they had. Knowing what she knew now, NA-B slapped R1's butt, roughed her
up, swore at her and this was considered abuse. LPN-A stated she thought it was just another staff
complaining about a staff due to age difference. LPN-A stated NA-B continued to work the remainder
of the shift and answered call lights and cared for residents without supervision until at least 7:00
a.m. LPN-A assisted NA-B with part of her rounds on a few residents (check and changes and
(continued on next page)
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toileting) and did not see any concerns. NA-B's tone of voice was gruffer, not sweet at all, loud when
she spoke, but appeared to be good with the residents. LPN-A stated she was unsure if NA-B had
contact with R1 after the incident. LPN-A stated she was unaware of many things that night, should
have asked more questions, sent NA-B home to protect the residents so that there would not have
been any chances of her abusing other residents. ~ During an interview on 3/3/26 at 2:53 p.m., DON
stated that on 2/22/26 at approximately 1:45 p.m., she had received a call from on-call nurse LPN-A
and asked her if she had received a call from the facility. The day charge nurse RN-A had called
LPN-A and asked why NA-B remained on the schedule because staff had told her how NA-B had
swatted R1. DON informed LPN-A she was not aware of this incident, immediately came to the
facility, and hit the floor running. DON stated she opened her office door and found a written
statement dated 2/22/26 from TMA-A and in the locked box dated 2/21/26 from NA-A. TMA-A was
pulled into the DON's office to give oral statement and interview. NA-A informed DON she heard
swearing and NA-B stated grab the fucking bar. DON asked TMA-A why she did not enter R1's room
when she heard NA-B speak to R1 like that. TMA-A informed DON she did not want to leave R1's
narcotics on the medication cart. DON stated she would have expected TMA-A to open R1's door and
check to see what was going on, for the protection of the residents. DON stated TMA-A could have
used her radio to contact the charge nurse LPN-A and asked her to come to R1's room immediately if
she had concerns. On 2/22/26, NA-A was called in for an interview/statement. NA-A demonstrated on
DON what she witnessed on 2/21/26. NA-A stated NA-B wiped R1's bottom and stated in a loud tone,
if you want to act like a child, you can get treated like one and swatted her on the bottom with an
open hand. NA-A did not indicate NA-B swore at R1. NA-A demonstrated physically on DON per her
request, how she witnessed the incident when NA-B swatted R1's bottom. DON stated the swat did
not feel like she was abused but felt it was not ok to do to a resident, and no staff should swat the
bottom of any resident. At 7:00 p.m. on 2/21/26, TMA -A talked to LPN-B during a medication count
and informed her she heard swearing and R1 was crying. Additionally, NA-A informed LPN-B after
incident on 2/21/26, she had a concern about NA-B and requested a concern form. Form was given to
NA-A, completed, and placed in DON's box. DON stated she would have expected the charge nurse
LPN-A to have read what NA-A wrote, immediately assess R1's skin and bottom, and contact the
on-call nurse LPN-B right away. We had only two hours to report abuse. DON would have wanted to
make sure all the residents were safe, and the staff (NA-B) was suspended and no longer in the
building so that residents would not suffer any other harm. R1 did not suffer any harm but there was
potential for harm, and all residents have the potential for harm. DON stated she believed R1
experienced verbal abuse during this incident. NA-B continued to work on 2/21/26 after the incident
until the following morning at 7:01 a.m. On 2/22/26. NA-B completed an interview over the phone; no
notes were taken. DON requested and received NA-B's written statement that included the same
information discussed on the phone on 2/22/26 and was suspended from work. The facility policy
was not followed by the charge nurse LPN-A, regarding communicating the incident with the on-call
nurse and if she had been notified in a timely manner, things would have been taken care of on
Saturday night and NA-B suspended from work. Maltreatment was verified by the witnesses: TMA-A
verified verbal abuse and NA-A verified verbal and physical abuse by NA-B. ~ During an interview on
3/4/26 at 10:21 a.m. NA-E stated R1's cognition was comparable to autism spectrum, struggled with
verbalizing how she felt and knew more than she was able to verbalize. NA-E stated she was familiar
with R1 and worked with her for over five years. R1 was a friendly and interactive person, loved
activities, animals especially dogs, and children. R1 experienced a mental decline which seemed to
have started approximately three years ago. R1 can get quite aggressive and overwhelmed at times,
interventions used to help avoid and/or deescalate behaviors were distraction with
music/pop/popcorn/stuffed animals, reapproach, remain calm, talk to her in a quiet voice in few
simple words, and avoid using a loud voice to tell her what you are about to do. NA-E stated on
2/22/26, she entered R1's room in the morning and she was dry, laid in a wet bed, got her up and had
(continued on next page)
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Residents Affected - Few

taken her to breakfast. R1 sat in her wheelchair and was very quiet, not aggressive, refused to eat or
drink, started crying, and laid her down in bed per RN-A's request. R1 refused to respond verbally
when asked what was bothering her. At 11:30 a.m. R1 placed her call light on, was incontinent of
urine, care provided, again she was not making any noises, withdrawn and not aggressive like she
usually was with cares, she was different than normal. At 1:00 p.m. NA-E noted R1 was not up for
lunch, went to her room, informed her it was time for lunch and assisted her up to the side of the bed.
R1 started to grunt, unable to keep herself from sitting up, NA-E supported her upper body with a
hand, and R1 started to cry and said no. NA-E asked R1, don't you want to get up, and she stated no
and laid back down. NA-E stated this behavior was not normal for R1 and reported to RN-A and on-call
nurse LPN-B was called. R1 stayed in bed all day, did not eat, drink or attend activities. NA-E offered
R1 pop with a straw in it (usually drank at least two to three pops a day) and not one drink accepted,
which was odd for her. NA-E stated during the incident on 2/21/26, R1 most likely felt helpless and
scared. She appeared impacted when she did not want to get out of bed, was exhausted, withdrawn,
refused food and pop and just wanted to sleep the next day. ~ Unable to interview NA-B, call placed
on 3/2/26 at 3:15 p.m. unable to leave message, phone disconnected. ~ Unable to interview
family/guardian on 3/2/26 at 4:23 p.m. and 3/3/25 at 5:13 p.m. messages left, no return call received.
Facility policy Maltreatment Reporting Guidelines dated 11/26/24, identified care center will report
any allegations of maltreatment of a vulnerable adult (VA) resident in our care center to the
appropriate authorities as required by abuse reporting for Federal Regulations and maltreatment
reporting for the Minnesota State Statues. Immediate notification to the administrator of any
suspected maltreatment is necessary to fully assess the situation and proceed with reporting to
officials according to regulation. Care center must report to the State Agency Minnesota Department
of Health (MDH) any suspected maltreatment (alleged violations involving abuse neglect, financial
exploitation or maltreatment, including injuries of unknown source and misappropriation of resident
property) immediately but not later than 2 hours after the allegation was made. If alleged
maltreatment occurs: Staff shall immediately report to their supervisor any suspected maltreatment,
ensure the resident is safe, complete an initial assessment to determine if there is potential abuse,
neglect or other type of maltreatment. The immediate supervisor or person responsible for
implementing actions of Maltreatment Prohibition Policy shall: immediately suspend staff person(s)
involved in the alleged maltreatment pending the outcome of the investigation. Begin investigating the
alleged maltreatment, which may include resident and staff interviews, observations and medical
record review and complete as much as possible within five working days as possible. ~ Facility
policy Maltreatment Prohibition Definitions dated 11/26/24, identified physical abuse was defined as:
occurs when an individual is injured (hit, slapped, pinched, kicked, scratched, bitten, pushed, burned,
controlling behavior through corporal punishment, assaulted or threatened with a weapon or
inappropriately restrained). Verbal abuse was defined as: the use of oral, written, or gestured
language that willfully includes derogatory terms to VA's or their families within hearing distance,
regardless of their age, ability to comprehend, or disability. Psychological, emotional or mental abuse
was defined as when a VA experiences trauma after exposure acts or coercive tactics. Examples
include but are not limited to threats of punishment or deprivation, and harassment. ~ The past
noncompliance immediate jeopardy began on 2/21/26. The immediate jeopardy was removed and the
deficient practice corrected by 2/25/26, after the facility implemented a systemic plan that included
the following actions: ~ -Reported Abuse to State Agency (SA). ~ -Investigated the circumstances
around allegations of physical and verbal abuse and implemented immediate resident protection. ~
-Re-educated the staff on Abuse/Neglect, reporting, abuse prevention and resident rights, dementia,
and vulnerable adult. ~ -Education verified through interview and training records. ~ The facility
implemented corrective actions prior to the start of survey on 2/25/25 and therefore this is issued in
past noncompliance.
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and documents review, the facility failed to report an allegation of abuse to the State

Residents Affected - Few Agency (SA) within two hours for 1 of 1 resident (R1) who was witnessed being verbally and

physically abused by NA-B. Finding include:Facility incident report submitted 2/22/26 at 4:22 p.m.,
identified on 2/22/26 at 2:00 p.m. Staff reported R1 was more tearful today with a decreased
appetite. on-call nurse received a call from charge nurse and inquired if anything had been reported
regarding concern from the previous evening shift. DON and administrator were notified, and
investigation started. It was explained that on 2/21/26 at 7:45 p.m., two staff were caring for R1, the
trained medication assistant (TMA)-A was outside R1's door and heard NA-B speaking loudly and
demandingly to R1. Following, TMA-A asked NA-A who was in the room with her, what happened and
stated NA-B was assisting R1 with perineal cares, R1 swung her arms twice at staff during the care
and NA-B started raising her voice at R1 and used an open hand to slap R1's bottom, stating, if you
want to act like a child, you will be treated like a child. R1's quarterly Minimum Data Set (MDS) dated
[DATE], identified she had unclear speech, with limited verbal and non-verbal skills, would respond
adequately to simple, direct communication only, had disorganized thinking, and moderately impaired
cognition with long- and short-term memory loss. R1 was dependent upon staff for personal and
toileting hygiene, all transfers, bathing, and lower body dressing. She was always incontinent of
bladder and frequently incontinent of bowel. R1's medical diagnoses included: non-Alzheimer's
dementia, depression, and a psychotic disorder. Medications taken during look back period:
antipsychotic, antianxiety, and antidepressant. During an interview on 3/2/26 at 2:39 p.m., TMA-A
stated on 2/21/26 at 6:45 p.m., she stood outside R1's closed door preparing medications and heard
R1 and NA-B both yelling. NA-B stated hurry up and grab the fucking bar you know how to fucking
walk so walk to the bed. The tone of NA-B ?s voice was rude and aggressive. TMA remained at the
medication cart until NA-A and NA-B exited R1's room. She was unaware NA-A was in the room and
asked her what happened. NA-A informed TMA, NA-B had swatted R1 on the butt. At 7:15 p.m. she
completed a medication count with the charge nurse LPN-A and informed her about the incident with
R1. TMA stated she told LPN-A what she had heard and about the smack on the butt by NA-B. TMA
stated because she considered this verbal and physical abuse and was not appropriate way for a
resident to be treated under no circumstances, she assumed LPN-A would have called the nurse on
call, LPN-B. NA-B continued to work with residents until at least 7:30 p.m. when TMA left for the day.
TMA was surprised NA-B was not pulled off work and sent home so that something similar did not
happen to another resident and no one would be around to see what happened. TMA stated she had
trained NA-B the first day she worked at the facility and had no concerns prior to 2/21/26, it was a
real surprise when she heard her yelling at R1. During an interview on 3/2/26 at 7:51 p.m. NA-A stated
on 2/21/26, NA-A worked from 2:30 p.m. to 9:30 p.m. with NA-B. While assisting R1 in the bathroom,
she became combative, started yelling and grunting loudly when NA-B stated, stand up and R1
responded oh shut up. NA-B stated out loud, if you want to act like a child then you will be treated like
one and with an open hand smacked her on the right buttock (skin to skin and sounded like a loud
smack). NA-B grabbed R1's walker and said OK, now let's walk to bed. R1 was whining and
whimpering like she was in pain, laid down on bed, pillows positioned under her legs, covered up with
a blanket, and remote placed. NA-A stated NA-B was verbally and physically abusive, made her very
uncomfortable, and cannot imagine how R1 felt. NA-A stated she felt uncomfortable in the bathroom
with NA-B because of her stature, her tone of voice, which was loud and aggressive, her use of foul
language and R1 was most likely feeling the same way. R1 was making grunting sounds like she was
nervous. NA-A stated once she left R1's room she talked to TMA-A, they reported the abuse to the
charge nurse LPN-A and was provided with a complaint form to complete and placed it in the DON's
(continued on next page)
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F 0609 box. NA-A felt like nothing was done to protect the residents. The incident should have been reported
within two hours and found out the next day it was not reported until later the next day. NA-A stated
Level of Harm - Minimal harm NA-B was allowed to work after incident, assisted NA-A with another resident transfer and toileting.
or potential for actual harm At 9:30 p.m. left the facility and NA-B remained working with residents. ~ During an interview on
3/3/26 at 2:40 a.m., LPN-A stated that on 2/21/26 just after 7:00 p.m., TMA-A informed her she had
Residents Affected - Few stood outside R1's closed door preparing medications and heard raised voices. R1 cried out while

staff completed cares. NA-A and NA-B came out of R1's room and NA-A and informed TMA-A she
wanted to write a complaint about the other staff NA-B but did not want her to know about it. LPN-A
provided NA-A with the complaint form to fill out. NA-A asked LPN-A what to do with the completed
form. NA-A showed the form to LPN-A, asked if it looked right. LPN-A did not read the document and
probably should have, and informed NA-A the form was to be submitted to DON. LPN-A stated she
received a phone call from DON the following day on 2/22/26 and asked if she was aware of the
incident with R1. She told DON the staff involved had not offered any information about abuse or
anything. LPN-A stated she had no idea until the next day NA-B had been aggressive towards R1. She
was aware staff were swearing at R1 and that was concerning. She did not ask any specific

questions and should have and should have made a report sooner. LPN-A stated she thought the staff
would have told her NA-B hit R1, more attention would have been brought to it if they had. Knowing
what she knew now, NA-B slapped R1's butt, roughed her up, swore at her and this was considered
abuse. LPN-A stated she thought it was just another staff complaining about a staff due to age
difference. LPN-A stated NA-B continued to work the remainder of the shift and answered call lights
and cared for residents without supervision until at least 7:00 a.m. LPN-A assisted NA-B with part of
her rounds on a few residents (check and changes and toileting) and did not see any concerns. NA-B's
tone of voice was gruffer, not sweet at all, loud when she spoke, but appeared to be good with the
residents. LPN-A stated she was unsure if NA-B had contact with R1 after the incident. LPN-A stated
she was unaware of many things that night, should have asked more questions, sent NA-B home to
protect the residents so that there would not have been any chances of her abusing other residents.
“During an interview on 3/3/26 at 2:53 p.m., DON stated she would have expected LPN-A to have read
what NA-A wrote, immediately assess R1's skin and bottom, and contact the on-call nurse LPN-B

right away. We had only two hours to report abuse. DON would have wanted to make sure all the
residents were safe, and the staff (NA-B) was suspended and no longer in the building so that
residents would not suffer any other harm. R1 did not suffer any harm but there was potential for
harm, and all residents have the potential for harm. DON stated she believed R1 experienced verbal
abuse during this incident. NA-B continued to work on 2/21/26, after the incident until the following
morning at 7:01 a.m. LPN-A employee records did indicate she was retrained related to abuse and
neglect reporting on 2/23/26. According to the facility schedule, LPN-A was allowed to work on
2/22/26, prior to this training. Additionally, the facility had yet to retrain all employees on abuse and
neglect reporting policies prior to survey entrance. Facility policy Maltreatment Reporting Guidelines
dated 11/26/24, identified immediate notification to the administrator of any suspected maltreatment

is necessary in order to fully assess the situation and proceed with reporting to officials according to
regulation. Care center must report to the State Agency (Minnesota Department of Heath) (MDH) any
suspected maltreatment (all alleged violations involving abuse, neglect, financial exploitation or
maltreatment, including injuries of unknown source and misappropriation of property) immediately, but
not later than 2 hours after the allegation is made.
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F 0610

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and document review, the facility failed to provide sufficient resident protections and
assessment following an allegation of abuse for 1 of 1 resident (R1) following a staff to resident

abuse allegation. Additionally, the facility failed to complete a thorough investigation following a staff
to resident abuse allegation for 1 of 1 resident (R1) when only verbally responsive residents were
interviewed for concerns of abuse.Findings include: Facility incident report submitted 2/22/26 at 4:22
p.m., identified on 2/22/26 at 2:00 p.m. Staff reported R1 was more tearful today with a decreased
appetite. on-call nurse received a call from charge nurse and inquired if anything had been reported
regarding concern from the previous evening shift. DON and administrator were notified, and
investigation started. It was explained that on 2/21/26 at 7:45 p.m., two staff were caring for R1, the
trained medication assistant (TMA)-A was outside R1's door and heard NA-B speaking loudly and
demandingly to R1. Following, TMA-A asked NA-A who was in the room with her, what happened and
stated NA-B was assisting R1 with perineal cares, R1 swung her arms twice at staff during the care
and NA-B started raising her voice at R1 and used an open hand to slap R1's bottom, stating, if you
want to act like a child, you will be treated like a child. R1's quarterly Minimum Data Set (MDS) dated
[DATE], identified she was admitted to the facility on [DATE]. She had unclear speech, responded
adequately to simple, direct communication only, disorganized thinking, moderately impaired cognition
with long and short term memory loss. R1 was dependent upon staff for all cares and transfers. R1's
medical diagnoses included: non-Alzheimer's dementia, depression, and a psychotic disorder. During
an interview on 3/2/26 at 12:25 p.m., registered nurse (RN)-A stated on 2/21/26, at approximately

6:00 p.m. she brought R1 to supper in the wheelchair and no behaviors were noted. On 2/22/26, she
came back to work at 6:00 a.m. NA-B had worked the night shift (12 hours) and was still there when
she arrived. She received report from LPN-A and there had been no mention about an incident with R1.
TMA-A informed her she reported the incident to the charge nurse LPN-A right away that evening
right. RN-A waited a couple more hours, most likely shouldn't have, but thought it had been reported to
the on-call nurse. She called the on-call nurse after lunch and realized it had not been reported. Within
15 minutes of the call to the DON, she came to the facility. At 9:30 a.m. RN-A completed a skin
assessment and no skin concerns noted. The skin assessment was not documented and should have
been. RN-A verified NA-B had worked at facility for approximately one month and she did not work
directly with her. R1 rarely cried on the night shift, was unable to verbalize what was bothering her,
would usually say ugh ugh and point at things, staff were expected to document her behaviors every
shift in the electronic medical record. "R1's medical records lacked evidence of a skin check
completed on R1 following initial report of allegation of abuse or the following day.During an interview
on 3/2/26 at 2:39 p.m., TMA-A stated on 2/21/26 at 6:45 p.m., she stood outside R1's closed door
preparing medications and heard R1 and NA-B both yelling. NA-B stated hurry up and grab the fucking
bar you know how to fucking walk so walk to the bed. The tone of NA-B ?s voice was rude and
aggressive. TMA-A remained at the medication cart until NA-A and NA-B exited R1's room. She was
unaware NA-A was in the room and asked her what happened. NA-A informed TMA-A, NA-B had
swatted R1 on the butt. At 7:15 p.m. she completed a medication count with the charge nurse LPN-A
and informed her about the incident with R1. TMA-A stated she told LPN-A what she had heard and
about the smack on the butt by NA-B. TMA-A stated because she considered this verbal and physical
abuse and was not appropriate way for a resident to be treated under no circumstances, she assumed
LPN-A would have called the nurse on call, LPN-B. NA-B continued to work with residents until at
least 7:30 p.m. when TMA left for the day. TMA was surprised NA-B was not pulled off work and sent
home so that something similar did not happen to another resident and no one would be around to see
what happened. ~ During an interview on 3/2/26 at 3:37 p.m., social service designee (SSD) stated
staff would have been expected to monitor any residents unable to be interviewed after incident,
(continued on next page)
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F 0610 during cares and report it to the nurse on duty. SSD stated she visited with R1 daily and had not seen
any changes in behaviors. R1 had yelled at SSD this morning no but would not say anything more.
Level of Harm - Minimal harm During an interview on 3/2/26 at 7:51 p.m. NA-A stated she worked from 2:30 p.m. to 9:30 p.m. with
or potential for actual harm NA-B on 2/21/26 and at approximately 6:30 p.m. NA-B was verbally and physically abusive during
R1's evening cares. While R1's brief was being placed she became combative and NA-B stated, stand
Residents Affected - Few up and R1 responded oh shut up. NA-B stated out loud, if you want to act like a child then you will be

treated like one and with an open hand smacked her on the right buttock (skin to skin and sounded
like a loud smack). NA-B grabbed R1's walker and said OK, now let's walk to bed. R1 was whining and
whimpering like she was in pain, this made NA-A very uncomfortable, and she cannot imagine how R1
felt. NA-A stated she felt uncomfortable in the bathroom with NA-B, she was taller, her tone of voice
was loud and aggressive, and she used inappropriate language. R1 was most likely feeling the same
way but unable to verbalize how she was feeling and made grunting sounds like she was nervous.
NA-A stated once she left R1's room she talked to TMA -A outside R1's door and was asked if NA-B
had been aggressive and she told her yes and was afraid of retaliation from NA-B and moved down the
hallway with TMA to discuss. Five minutes later she located the charge nurse LPN-A and informed

her NA-B had been verbally aggressive and smacked her on her right buttock. LPN-A shook her head
and said oh my. NA-A was provided with the complaint form with not a lot of room to write so placed
as much information in the small area as she could and placed it in the DON's box. NA-A felt like
nothing was done to protect the residents. The incident should have been reported within two hours
and found out the next day it was not reported until later the next day. NA-A stated NA-B was allowed
to work after incident, assisted NA-A with another resident transfer and toileting. At 9:30 p.m. left the
facility and NA-B remained in facility working with residents. During an interview on 3/3/26 at 1:15

p.m. clinical coordinator LPN-C stated she was notified about R1's incident on 2/22/26 at 2:00 p.m. by
charge nurse RN-A. NA-B was allowed to finish working her shift on 2/21/26, but if she had been
notified and known about the allegations, she would have removed her from the facility and schedule
until the investigation was completed. If the allegations were accurate or correct, we would not want

it to continue happening and for the safety of the residents. LPN-C stated she notified DON right away
and came to facility immediately, arrived just after 2:00 p.m. and started to investigate with staff and
resident interviews. The incident happened on 2/21/26 and there were concerns brought to our
attention on 2/22/26 about physical and verbal abuse. LPN-C stated she worked her way down each
resident hallway randomly interviewed those residents located in their room for a total of 11. LPN-C
was unable to verify how or if resident skin checks or behavior chart checks were completed after

the incident and recommended checking with DON. LPN-C verified during interview no documentation
located in R1's electronic medical record on 2/21/26 regarding the incident and seemed unusual. DON
requested RN-A complete R1's assessment on 2/22/26 and would have expected her to document her
findings when done. During an interview on 3/3/26 at 2:53 p.m., DON stated she would have expected
the charge nurse LPN-A to have read what NA-A wrote, immediately assess R1's skin and bottom, and
contact the on-call nurse LPN-B right away. The staff nurses check R1's skin when they complete her
treatments every shift and the NAs are always monitoring R1's skin and report unusual skin issues.
We should have probably monitored R1's skin at least each shift for three days to ensure no bruise
came or was identified to make sure R1 did not have any injuries as a result of the allegations. We
would have wanted to make sure all the residents were safe, and the staff (NA-B) was suspended and
no longer in the building so that residents would not suffer any other harm. R1 did not suffer any harm
but there was potential for harm, and all residents have the potential for harm. DON stated she
believed R1 experienced verbal abuse during this incident. NA-B continued to work on 2/21/26 after
the incident until the following morning at 7:01 a.m. On 2/22/26, NA-B completed an interview on the
phone, no notes were taken. DON requested and received NA-B's written statement that included the
same information discussed on the phone on 2/22/26 and was suspended from work. Additional staff
involved in the allegation were interviewed and no other staff interviews were completed. DON stated
(continued on next page)
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F 0610 the night staff should have been interviewed that worked with NA-B, especially the NA working the
night shift with NA-B that night. The policy was followed, indicated staff interviews. There were no

Level of Harm - Minimal harm skin checks completed on all residents after the incident. DON stated she would have expected

or potential for actual harm herself to review resident behavior charting to make sure something was not missed and important to
see if there was anything unusual out of the norm to help protect the residents. The facility policy

Residents Affected - Few was not followed by the charge nurse LPN-A, regarding communicating the incident with the on-call

nurse and if she had been notified in a timely manner, things would have been taken care of on
Saturday night and NA-B suspended from work. Facility policy Maltreatment Reporting Guidelines
dated 11/26/24, identified staff shall immediately report to their supervisor any suspected
maltreatment. The supervisor shall first ensure the resident is safe and complete and initial
assessment in order to determine if there is potential abuse, neglect or other type of maltreatment.
The immediate supervisor or person responsible for the implementing actions of the Maltreatment
Prohibition Policy shall: 1. Immediately suspend staff person(s) involved in the alleged maltreatment
pending the outcome of the investigation. 2. Begin conducting an investigation of the alleged
maltreatment, which may include resident and staff interviews, observations, and medical record
review. The investigation shall be completed as much as able within five working days, at which time
the investigation findings will be updated on the MDH/OHFC website.
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