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Level of Harm - 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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Bywood East Health Care 3427 Central Avenue Northeast
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F 0600

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review, the facility failed to comprehensively assess and develop or 
implement interventions to reduce the risk of ongoing potential physical and/or mental abuse for 1 of 3 
residents (R1) reviewed for resident-to-resident abuse allegations. R1 was repeatedly harassed and 
physically grabbed by another resident (R2) which contributed to ongoing emotional distress and 
hospitalization resulting in psychosocial harm.Findings include:R2's progress notes, dated 8/1/25 to 
12/19/25, identified over 20 recorded entries of R2 having behaviors with a note reading, Was behavior 
observed? YES. However, the notes lacked any additional information on what the behavior was, nor what 
interventions were done to reduce it. R2's progress note dated 9/5/25, indicated R2 was recorded as being 
physically and verbally aggressive towards another resident. The note recorded R2 rolled her wheelchair 
over another resident's foot and needed to be re-directed several times. The note did not identify who the 
other resident was involved. R2's progress dated 9/9/25 indicated R2 called out for her roommate and 
various other names aloud. The note recorded, She also comes up behind [R1] and attempts to pull her hair. 
The note included a section labeled, Immediate Intervention(s), which outlined that each time the behaviors 
are observed, R2 was redirected. However, the redirection is not successful adding, She acts as if she did 
not understand the words spoken to her . The progress note(s) lacked evidence of what, if any, other 
interventions were considered or done to reduce the risk of R2 seeking R1 and pulling on her hair. R2's 
annual Minimum Data Set (MDS), dated [DATE], identified R2 had moderate cognitive impairment, 
demonstrated both delusional thinking and hallucinations, and had multiple medical conditions including 
anxiety disorder and schizophrenia. The MDS identified R2 demonstrated both physical symptoms (i.e., 
hitting, scratching) and verbal symptoms at others for 1 to 3 days of the review period; however, these 
behaviors did not place others at significant risk of injury or intrude on their privacy. R2's POC (Point of Care) 
Response History, dated 12/3 to 12/19/25, identified R2's recorded behaviors in the POC charting along with 
what interventions were done for them and whether those interventions were successful or not. The charting 
identified R2 as grabbing others and pushing others on 12/9/25 and 12/18/25. The only recorded 
interventions for this were on 12/6/25 and 12/9/25; with one intervention recorded as, Redirect, with the 
behavior being, Same (Unchanged). R2's progress note dated 12/7/25, indicated R2 was recorded as having 
multiple behaviors which included, . pulling on the hair and dress of [R1] as she passes her in the main hall. 
The note identified R2 would also pass the staff in the hallway and raise her top exposing her breasts to 
them telling the male staff she was pregnant with their child. The note added R2 was redirected to not say 
things which were not accurate. R2's Associated Clinic of Psychology (ACP) note dated 12/5/25 indicated R2 
was seen in person diagnosis included schizoaffective disorder, bipolar type, anxiety, and personality 
disorders. Was last seen three months ago with no changes, continues to be disorganized, insight 
judgement, memory, and concentration were limited, R2 reports no concerns. Plan to continue stability within 
the facility, no does reductions with medications due to fears of decompensation. R2's ACP note dated 
12/10/25 indicated R2 was seen in person. Facility reports client pulled hair of peer. An examination was 
recorded which identified R2 had to have statements and questions repeated to her often stating, What? R2 
was asked about pulling R1's hair and denied recalling the event but stated she would ignore the individual 
and no longer talk to her. The note provided treatment recommendations which included allowing R2 to 
express her needs, directing her to things she can touch (i.e., purse), and staff giving her positive 
reinforcement when she behaves appropriately. R2's progress note dated 12/17/25 indicated the facility met 
with ACP to discuss any concerns or recommendations and none were provided. R2's progress noted dated 
12/17/25 indicated the facility was working with the county guardianship worker to assist R2 with moving to a 
smaller environment. R2's care plan, dated 12/19/25, identified R2's current potential and/or actual problems 
along with interventions to be done to mitigate their impact. The care plan identified consumed psychotropic 
medications due to her schizoaffective disorder. However, the care plan lacked any identified behavioral 
focus or interventions to demonstrate what, if any, actions the facility takes with R2 and her behaviors 
towards other residents. On 12/19/25 at 9:53 a.m., R2 was observed seated in a wheelchair in the main 
hallway of the first floor wheeling herself towards the outdoor smoking patio. R2 had a purse on her lap and 
as she wheeled towards the area, a male resident stood up from against the wall and yelled to her, You can't 
smoke right now. Turn around! R2 was interviewed by the surveyor and was unable to recall how long she 
had lived at the care center and just expressed aloud, Terrible, when asked how things at the center were 
going for her. R2 was asked about her interactions with R1 and expressed she had no issues with her and 
felt they got along fine before abruptly stating aloud, Can I go now? R2 then wheeled away, and the interview 
was stopped. R1's annual MDS, dated [DATE], identified R1 had moderate cognitive impairment and 
demonstrated delusional thinking. The MDS outlined R1 had multiple medical conditions including 
non-traumatic brain dysfunction, dementia, anxiety disorder, depression, and psychotic disorder. R1's 
progress notes, dated 8/1/25 to 12/19/25, identified R1 had a history of being fearful of her peers, at times 
calling 911 for various things (i.e., AC not working), and talking about events not relative to the current time. 
The notes also outlined the following: -On 12/7/25, R1 came down to the breakfast meal and was noted to be 
crying and talking rapidly about all the things that had happened last evening that had upset her. R1 calmed 
down and ate her meal. The note then outlined, She feared coming back to 2nd [floor] in the elevator. The 
note lacked documentation on what events R1 voiced being upset about causing her to be fearful. -On 
12/7/25, the police presented to the care center. R1 had called 911 and reported being afraid of being at the 
care center and wanting to go to the hospital. A behavioral health team was called and was enroute. A 
subsequent note on 12/7/25, identified the team responded and determined taking R1 to the hospital was not 
needed and R1 agreed to stay at the care center. -On 12/8/25, the police again presented to the care center 
to see R1 who had called 911. R1 complained about not feeling safe and still being anxious. R1's guardian 
was called and agreeable to hospitalization. R1 was taken via EMS to the local hospital. Registered nurse 
(RN)-A. authored this note. R1's care plan, dated 12/19/15, identified all R1's current potential and/or actual 
problems along with interventions to be done to mitigate their impact. The care plan identified R1 had a 
history of calling 911 for her basic needs and staff had encouraged her to call internal numbers instead. The 
care plan outlined R1 was a vulnerable adult (VA) and had previous reported incidents of being touched 
inappropriately by a male resident (11/2024), and reporting to MDH that her roommate was calling her 
names (4/2025). The care plan directed staff would follow the VA policy and monitor or report incidents of 
abuse. This section was last revised 4/2025. R1's care plan lacked any specific identified issues or 
interventions related to R2 and their interactions. When interviewed on 12/19/25 at 9:04 a.m., hospital social 
worker (HSW)-A stated R1 had reported the allegation of being physically assault by R2 which made her feel 
uncomfortable. HSW-A stated the stress of that incident with R2 likely contributed to R1 needing to be 
hospitalized on the psychiatric unit due to her anxiety and becoming increasingly paranoid. During interview 
and observation on 12/19/25 at 10:00 a.m., nursing assistant (NA)-A explained they had worked with R2 
multiple times prior and R2 would often ask staff and other residents if she could touch them repeatedly. 
NA-A stated they had seen R2 ask R1 to touch her which bothered R1. NA-B joined the interview and stated 
R2 grabbing at R1 happened all the time. NA-B stated R2 often would pass by R1's room and open the door 
to look for her. NA-B stated they believed R2 was trying to target her [R1] as she knew R1 was bothered by 
the repeated grabbing and touching. NA-B stated they attempt to redirect R2, but it often did not work. NA-B 
stated R1 was currently hospitalized and R2 seemed to miss her since she left as now R2 has nobody to 
bully. At 10:06 a.m., R2 was observed wheeling past R1's room and stopped to open the room door. NA-B 
then pointed to R2 and expressed aloud, See! She is looking for her [R1]! NA-B reiterated they try to redirect 
R2 but added the facility needs to do more. NA-B stated staff had not been given any new interventions to 
attempt for R2's behaviors with R1 to their recall, and expressed R2 seeming to seek R1 out and continue 
with the behaviors of hair pulling and grabbing had been happening for several months. NA-B stated the 
management was very well aware of the concerns with R2 and R1. When interviewed on 12/19/25 at 10:11 a.
m., trained medication aide (TMA)-A stated R2 and R1 used to be roommates but they were separated after 
the most recent health survey (exited 4/2025) as R2 was attacking R1 repeatedly. TMA-A stated despite R2 
being moved to a different room on the same floor, R2 continued to seek R1 out and have behaviors with her 
adding she is still attacking her. TMA-A stated staff attempt to redirect R2, but it was not effective as R2 had 
dementia and could not remember things most of the time. TMA-A stated R1 was bothered a lot by R2's 
behaviors toward her and at times would start crying because of it and try to move positions in the hallway to 
avoid R2 when she saw her coming towards her. TMA-A stated they felt more interventions needed to be 
done to protect R1 from R2 and wondered if a room change to a different floor or closer to the elevator, 
which would make it so R2 didn't have to pass R1's room to get to her own, would help the situation. R2's 
medical record was reviewed and lacked evidence the facility had comprehensively assessed the repeated 
seeking out of R1 to determine what, if any, interventions were needed to ensure R1 remained safe from 
potential physical and mental harm from R2 despite repeated incidents being documented, direct care staff 
having knowledge of R1 being in distress about the interactions, and redirection for R2 not being consistently 
effective. During interview on 12/19/25 at 10:22 a.m., RN-A stated R1 had a history of anxiety and would 
easily become really anxious with interactions with other residents. RN-A reviewed R1's medical record and 
verified they were working when R1 was sent to the hospital on [DATE]. RN-A explained the staff had 
reported to them on 12/7/25, that R2 had pulled on R1's hair and caused her to get really agitated. RN-A 
stated on 12/8/25, R1 was again upset and reported not feeling safe at the care center, however, R1 did not 
express a specific reason. RN-A stated R2 would often touch other residents which could cause a reaction 
by them, however, felt it was never intended to hurt someone. RN-A stated they knew being grabbed and 
touched by R2 bothered R1 adding R1 had repeatedly expressed it while being really scared and using 
anxious words. RN-A stated staff needed to watch them both closely and intervene when they are close to 
each other, but it was not always possible. RN-A stated moving R2 to another room would likely help reduce 
the interactions between R2 and R1, and verified R2 was not on any one-to-one monitoring or safety checks 
relating to R1 despite the repeated altercations. On 12/19/25 at 10:46 a.m., a group interview was held with 
the director of nursing (DON), facility social worker (SW)-B, licensed practical nurse MDS coordinator 
(LPN)-A. DON explained they had worked at the campus for approximately four months now, and SW-B 
stated they were on their third week at the campus. DON verified R1 remained hospitalized since being 
taken there on 12/8/25. DON stated ACP was involved with R2 and staff were trying a lot of redirections to 
keep R2 from R1 and others she was known to bother. SW-B stated they had secured a discharge location 
for R2 which would happen within the next week or so. DON stated R2's interactions bothered more than 
one resident but added R1 seemed to notice it the most and have the biggest reaction to it. DON stated R1 
did become upset when R2 was physically near her but added R1 is often scared of many things and people, 
too. LPN-A stated they felt it was more anxiety with R1 than fearful feelings. DON verified they were notified 
about R2 pulling on R1's hair back on 12/8/25, however, did not report or act on that as an allegation of 
potential abuse and reiterated R1 becomes easily upset with many things. SW-B stated they felt R2 was 
learning to refrain from touching others despite her cognitive impairment adding they believed R2 to retain 60 
percent (%) of things told to her. DON stated a floor change for either R2 or R1 was not likely possible due to 
both needing some activities of daily living (ADL) help but acknowledged that had not been something the 
IDT had discussed or considered thus far, either. SW-B stated they had just that week been talking with R1's 
guardian to help decide how to make R1 feel safer at the center. However, the DON and SW-B both 
expressed none of the direct care staff had reported to them the ongoing seeking out of R1 that R2 was 
doing from their perspective. DON stated had that information been reported to them, they would have 
involved ACP and assessed it to develop a plan using their Behavioral Assessment Form. DON verified there 
were no recent 1:1 or 15-minute safety checks being done for R2 related to R1 and expressed the team 
would have considered more interventions when R1 returned from the hospital. SW-B reviewed R1's care 
plan and verified there were no specific goals or interventions listed to help R1 specifically with R2 despite 
R2 being a known agitator of them. DON attributed this to the previous social worker having poor job 
performance. At 11:26 a.m., the administrator joined the interview, and they explained an allegation of 
potential abuse should be reported and investigated. The administrator expressed they felt R2 was not 
willfully seeking anyone out, rather R1 was just more paranoid and anxious which caused her to believe R2 
was after her. The administrator stated R2 needed a better care venue, and the facility was working on 
discharging her soon. LPN-A reiterated the main intervention for R2 had been redirection, and the 
administrator added such intervention happened daily with R2. DON and the administrator both 
acknowledged the lack of documentation in the medical record to demonstrate what, if any, other 
interventions, or actions the facility had considered or were doing to keep R1 safe from R2 aside from 
redirection and working on securing another placement. The administrator added, I think we're not taking 
credit for a lot of the redirection we are doing. SW-B stated the facility was still working on a process to 
determine if R1's reported fears are more general-based or specific to a single event or person which would 
help them determine in the future what is reportable or not. The facility Vulnerable Adult Abuse Prevention 
Policy, 2218, (revised 10/1[SIC]) identified abuse was the willful infliction of injury, unreasonable 
confinement, intimidation, or punishment with resulting physical harm, pain, or mental anguish. The policy 
outlined mental abuse could happen with either verbal or nonverbal contact that caused fear, shame, 
agitation, or degradation. The policy directed the center would identify events, such as patterns and trends, 
which may constitute abuse and those would be investigated. The policy directed all allegations of potential 
abuse were to be immediately reported to the administrator and then investigated.
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure a resident-to-resident physical altercation which 
contributed to feelings of fear and mental anguish was reported to the State agency (SA) immediately, but 
not later than two hours after the allegation is made of abuse for 1 of 3 residents (R1) reviewed reporting. R1 
was grabbed and had her hair pulled by R2 which caused R1 psychosocial harm. Findings include: R2's 
progress note, dated 9/9/25, identified R2 called out for her roommate and various other names aloud. The 
note recorded, She also comes up behind [R1] and attempts to pull her hair. The note included a section 
labeled, Immediate Intervention(s), which outlined that each time the behaviors are observed, R2 was 
redirected. However, the redirection is not successful adding, She acts as if she did not understand the 
words spoken to her . R2's progress note, dated 12/7/25, recorded her as having multiple behaviors which 
included, . pulling on the hair and dress of [R1] as she passes her in the main hall. The note identified R2 
would also pass the staff in the hallway and raise her top exposing her breasts to them telling the male staff 
she was pregnant with their child. The note added R2 was redirected to not say things which were not 
accurate. R2's ACP note dated 12/10/25 indicated R2 was seen in person. Facility reports client pulled hair 
of peer. An examination was recorded which identified R2 had to have statements and questions repeated to 
her often stating, What? R2 was asked about pulling R1's hair and denied recalling the event but stated she 
would ignore the individual and no longer talk to her. The note provided treatment recommendations which 
included allowing R2 to express her needs, directing her to things she can touch (i.e., purse), and staff giving 
her positive reinforcement when she behaves appropriately. R1's annual MDS, dated [DATE], identified R1 
had moderate cognitive impairment and demonstrated delusional thinking. The MDS outlined R1 had 
multiple medical conditions including non-traumatic brain dysfunction, dementia, anxiety disorder, 
depression, and psychotic disorder. R1's progress notes, dated 8/1/25 to 12/19/25, identified R1 had a 
history of being fearful of her peers, at times calling 911 for various things (i.e., AC not working), and talking 
about events not relative to the current time. The notes also outlined the following: -On 12/7/25, R1 came 
down to the breakfast meal and was noted to be crying and talking rapidly about all the things that had 
happened last evening that had upset her. R1 calmed down and ate her meal. The note then outlined, She 
feared coming back to 2nd [floor] in the elevator. The note lacked documentation on what events R1 voiced 
being upset about causing her to be fearful. -On 12/7/25, the police presented to the care center. R1 had 
called 911 and reported being afraid of being at the care center and wanting to go to the hospital. A 
behavioral health team was called and was enroute. A subsequent note on 12/7/25, identified the team 
responded and determined taking R1 to the hospital was not needed and R1 agreed to stay at the care 
center. -On 12/8/25, the police again presented to the care center to see R1 who had called 911. R1 
complained about not feeling safe and still being anxious. R1's guardian was called and agreeable to 
hospitalization. R1 was taken via EMS to the local hospital. Registered nurse (RN)-A. authored this note. 
R1's care plan, dated 12/19/15, identified all R1's current potential and/or actual problems along with 
interventions to be done to mitigate their impact. The care plan identified R1 had a history of calling 911 for 
her basic needs and staff had encouraged her to call internal numbers instead. The care plan outlined R1 
was a vulnerable adult (VA) and had previous reported incidents of being touched inappropriately by a male 
resident (11/2024), and reporting to MDH that her roommate was calling her names (4/2025). The care plan 
directed staff would follow the VA policy and monitor or report incidents of abuse. This section was last 
revised 4/2025. R1's care plan lacked any specific identified issues or interventions related to R2 and their 
interactions. When interviewed on 12/19/25 at 9:04 a.m., hospital social worker (HSW)-A stated R1 had 
reported the allegation of being physically assault by R2 which made her feel uncomfortable. HSW-A stated 
the stress of that incident with R2 likely contributed to R1 needing to be hospitalized on the psychiatric unit 
due to her anxiety and becoming increasingly paranoid. During interview and observation on 12/19/25 at 
10:00 a.m., nursing assistant (NA)-A explained they had worked with R2 multiple times prior and R2 would 
often ask staff and other residents if she could touch them repeatedly. NA-A stated they had seen R2 ask R1 
to touch her which bothered R1. NA-B joined the interview and stated R2 grabbing at R1 happened all the 
time. NA-B stated R2 often would pass by R1's room and open the door to look for her. NA-B stated they 
believed R2 was trying to target her [R1] as she knew R1 was bothered by the repeated grabbing and 
touching. NA-B stated they attempt to redirect R2, but it often did not work. NA-B stated R1 was currently 
hospitalized and R2 seemed to miss her since she left as now R2 has nobody to bully. At 10:06 a.m., R2 was 
observed wheeling past R1's room and stopped to open the room door. NA-B then pointed to R2 and 
expressed aloud, See! She is looking for her [R1]! NA-B reiterated they try to redirect R2 but added the 
facility needs to do more. NA-B stated staff had not been given any new interventions to attempt for R2's 
behaviors with R1 to their recall, and expressed R2 seeming to seek R1 out and continue with the behaviors 
of hair pulling and grabbing had been happening for several months. NA-B stated the management was very 
well aware of the concerns with R2 and R1. During interview on 12/19/25 at 10:22 a.m., RN-A stated R1 had 
a history of anxiety and would easily become really anxious with interactions with other residents. RN-A 
reviewed R1's medical record and verified they were working when R1 was sent to the hospital on [DATE]. 
RN-A explained the staff had reported to them on 12/7/25, that R2 had pulled on R1's hair and caused her to 
get really agitated. RN-A stated on 12/8/25, R1 was again upset and reported not feeling safe at the care 
center, however, R1 did not express a specific reason then. RN-A stated they knew R1 being grabbed and 
touched by R2 bothered her (R1) adding R1 had repeatedly expressed it while being really scared and using 
anxious words. On 12/19/25 at 10:46 a.m., a group interview was held with the director of nursing (DON), 
facility social worker (SW)-B, licensed practical nurse MDS coordinator (LPN)-A. DON explained they had 
worked at the campus for approximately four months now, and SW-B stated they were on their third week at 
the campus. DON verified R1 remained hospitalized since being taken there on 12/8/25. DON stated R2's 
interactions bothered more than one resident but added R1 seemed to notice it the most and have the 
biggest reaction to it. DON stated R1 did become upset when R2 was physically near her but added R1 is 
often scared of many things and people, too. DON verified they were notified about R2 pulling on R1's hair 
back on 12/8/25, however, staff did not report the reaction R1 had to it. DON stated it was hard to always 
determine what or why R1 is upset as she becomes easily upset with many things. DON and SW-B both 
expressed no staff had reported the ongoing issues between R1 and R2 to them or it would have been 
addressed using a Behavioral Assessment Form which helps the facility investigate those allegations. DON 
verified a report of the 12/7/25 incident was not reported to the SA as they did not think of it as a reportable 
physical altercation despite R1's reaction of agitation and potential fear to being grabbed by R2. At 11:26 a.m.
, the administrator joined the interview. They explained any allegation of abuse should be reported and 
investigated. The administrator denied thinking R2's actions were willful towards R1 but acknowledged R1's 
reaction to the event. The facility Vulnerable Adult Abuse Prevention Policy, 2218, (revised 10/1[SIC]) 
identified abuse was the willful infliction of injury, unreasonable confinement, intimidation, or punishment with 
resulting physical harm, pain, or mental anguish. The policy outlined mental abuse could happen with either 
verbal or nonverbal contact that caused fear, shame, agitation, or degradation. The policy directed the center 
would identify events, such as patterns and trends, which may constitute abuse and those would be 
investigated. The policy directed all allegations of potential abuse were to be immediately reported to the 
administrator and, if needed in reference to the policy, to the SA and then investigated.
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