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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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265167 12/02/2025

Highland Rehabilitation & Health Care Center 904 East 68th Street
Kansas City, MO 64131

F 0600

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review and interview, the facility failed to ensure one sampled resident (Resident #6) out 
of seven sampled residents, was free from physical abuse. On 11/21/25, Resident #5 kicked and punched 
Resident #6 in the left jaw resulting in a fracture of the jaw. The facility census was 125 residents. Review of 
the facility Abuse, Prevention and Prohibition Policy dated 11/2025 showed: -Each resident has the right to 
be free from abuse, corporal punishment, and involuntary seclusion. -Residents must not be subjected to 
abuse by anyone, including, but not limited to other residents. -The facility prohibited abuse of residents. 
-The resident must not be subjected to abuse by anyone. -Resident to resident abuse includes the term 
willful, which means that the individual's action was deliberate, regardless of whether the individual intended 
to inflict injury or harm. -Abuse meant the willful infliction of injury, intimidation, or punishment with resulting 
physical harm, pain, or mental anguish. -Physical abuse includes, but it not limited to, hitting, slapping, 
punching, biting, and kicking. -Willful as defined in the definition of abuse, and means the individual must 
have acted deliberately, not that the individual must have intended to inflict injury or harm. 1. Review of 
Resident #5's admission Record showed the resident was admitted on [DATE] with the following diagnoses: 
schizoaffective disorder (a mental condition that causes loss of contact with reality and mood problems), 
anxiety disorder (a psychiatric disorder causing feelings of persistent anxiety), restless, and agitation. Review 
of Resident 5#'s Minimum Data Set (MDS - a federally mandated assessment instrument completed by 
facility staff for care planning) dated 9/16/25 showed the resident was severely cognitively impaired. Review 
of Resident #5's undated Care Plan showed: -On 5/30/24 the resident had a potential psychosocial 
well-being problem related to nursing home placement and psychiatric background. --When conflict arises, 
remove resident to a calm safe environment and allow to vent and share feelings. --On 9/10/24 assist the 
resident to develop more appropriate methods of coping and interacting. Review of Resident #6's admission 
Record showed the resident was admitted on [DATE] with the following diagnoses: schizoaffective disorder 
and anoxic brain damage (oxygen supply to the brain is interrupted, the functioning of the brain is disturbed 
immediately, and irreversible damage can quickly follow). Review of Resident #6's MDS dated [DATE] 
showed the resident was cognitively intact. Review of Resident #6's progress note dated 11/21/25 at 6:02 P.
M. showed: -Resident # 6 was sent to the emergency room (ER) related to altercation with Resident #5. 
-Resident #6 was grabbing Certified Nursing Assistant (CNA) C's arm. Resident #5 did not like it. -Resident 
#5 told Resident #6 to move his/her arm. -Resident #6 did not move his/her arm, so Resident #5 kicked 
Resident #6, punched Resident #6 in the stomach then punched Resident #6 in the left side of the jaw. 
-Resident #6 fell to the ground, hit his/her head hard and his/her eyes rolled to the back of his/her head. 
Review of Resident #6's progress note dated 11/21/25 at 10:45 P.M. showed he/she returned to the facility 
with no new orders and the results of the x-ray showed fracture to coronoid process of the mandible (broken 
jaw). Review of the facility Resident Abuse Investigation Report dated 11/25/25 showed: -The Administrator 
received report from the second floor by CNA E of a resident to resident event with Resident #5 and 
Resident #6.-CNA C and Resident #5 were walking up the hall when Resident #6 approached and grabbed 
CNA C's arm.-Resident #5 asked Resident #6 to let go of CNA C's arm.-Resident #6 continued to hold CNA 
C's arm.-Resident #5 then grabbed Resident #6's hand and Resident #6 said let's fight.-Resident #5 kicked 
and punched Resident #6.-The investigation concluded as substantiated physical contact made between 
Resident #5 and Resident #6 related to a misinterpretation of thoughts between Resident #5 and Resident 
#6 that resulted in the physical contact.-Resident #6 was diagnosed with a small fracture to the left mandible. 
During an interview on 11/24/25 at 11:30 A.M., the Director of Nurses (DON) said: -Resident #5 was waking 
up the hall and Resident #6, who often grabs or reaches out to staff, grabbed CNA C.-Resident #5 told 
Resident #6 to let go. -Resident #6 asked if Resident #5 wanted to fight and they engaged in a physical 
altercation. -Resident #6 was struck by Resident #5 and hit the floor. -Resident #6 had a fracture to the jaw. 
Observation and interview on 11/24/25 at 3:27 P.M., showed Resident #6:-Was in his/her room in bed 
-He/She recalled having an x-ray done. -He/She complained of jaw pain on both sides, rated pain a 5 on a 
scale of 0-10 (0=no pain, 10=the worst pain ever). During an interview on 11/24/25 at 3:40 P.M., Resident #5 
said: -He/She was on 1:1 because he/she assaulted someone. -He/She hit Resident #6 on the left side of the 
face. -Resident #6 came towards him/her, so he/she kicked Resident #6 and then hit Resident #6 with 
his/her right fist to Resident #6's left jaw. -Resident #6 fell to the floor and it was over at that time. During an 
interview on 11/26/25 at 12:51 P.M., CNA C said: -Resident #5 tried to remove Resident #6's hand from 
his/her wrist and Resident #6 got upset. -Resident #5 was cussing at Resident #6 when Resident #5 kicked, 
smacked, and then punched Resident #6. -After Resident #5 kicked and hit Resident #6, he/she just walked 
off and was quiet. -Resident #6 was laying on the ground for a while. During an interview on 11/26/25 at 
12:35 P.M., CNA G said Resident #5 hit Resident #6 in the face with his/her fist. During an interview on 
11/26/25 at 1:17 P.M, CNA E said: -He/She saw Resident #5 and CNA C walking when Resident #6 came 
up and grabbed CNA C. -Resident #5 tried to take Resident #6's hands off CNA C. -He/She saw Resident #6 
go towards Resident #5, then Resident #5 kicked and punched Resident #6 causing Resident #6 to fall to the 
floor. During an interview on 11/26/25 at 1:52 P.M., Licensed Practical Nurse (LPN) B said: -He/She was 
sitting at the nursing station and looking on the computer. -Resident #5 was upset when Resident #6 
grabbed CNA C. -Resident #5 tried to remove Resident #6's hand from CNA C, then Resident #5 kicked, hit, 
and punched Resident #6. During an interview on 11/25/25 at 2:50 P.M., the Nurse Practitioner (NP) said: 
-The incident between Resident #5 and Resident #6 was abuse by definition. -Resident #6 sustained a jaw 
fracture. During an interview on 12/2/25 at 1:47 P.M., the Assistant Director of Nursing (ADON) said the 
resident to resident incident between Resident #5 and Resident #6 was considered abuse. During an 
interview on 12/2/25 at 2:50 P.M., the DON said the incident with Resident #5 and Resident #6 was abuse. 
During an interview on 12/2/25 at 3:15 P.M., the Administrator said the incident with Resident #5 was abuse 
by definition. 2675696 and 2675687
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Kansas City, MO 64131

F 0689

Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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265167 12/02/2025

Highland Rehabilitation & Health Care Center 904 East 68th Street
Kansas City, MO 64131

F 0689

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review and interview, the facility failed to provide adequate care and supervision to 
prevent accidents for one sampled resident (Resident #2) out of seven sampled residents, when on 11/12/25 
CNA A failed to position the resident properly in the bed and then turned away from the resident which 
resulted in a fall from the bed onto the floor with bruising and abrasions. The facility had further failed to 
transfer the resident with a Hoyer lift (mechanical transfer) and two staff per policy. The facility census was 
125 residents. Review of the facility Safe Lifting and Movement of Residents Policy, dated December 2024, 
showed: -Resident safety, dignity, comfort and medical condition will be incorporated into goals and decision 
regarding the safe lifting and mobbing of residents. -Manual lifting of resident shall be eliminated when 
feasible. -Staff responsible for direct resident care will be trained in the use of manual and mechanical lifting 
devices. Review of the facility undated Skills Checklist showed two staff must always assist with Hoyer lift 
(mechanical lift) transfers. Review of the facility Senior Living Fall Policy, dated April 2025, showed: -The 
purpose of the fall program in senior living is to develop, implement, observe and evaluate an 
interdisciplinary approach and manage strategies and interventions that foster resident independence and 
quality of life. -The fall program promotes safety, prevention and education of both staff and resident. -The 
community shall ensure that the fall program is maintained to reduce the occurrence of falls, reduce risk of 
injury, and promote independence and safety. -A fall is defined as the unintentional coming to the rest on the 
ground, floor or other lower lever. -If a resident loses balance and would have otherwise fallen, if not for 
someone intervening, it is considered a fall. --This includes witnessed and unwitnessed falls. --The includes 
falls with or without injury. -Serious injury includes but is not limited to fracture, laceration requiring sutures, 
any fall related injury that requires an evaluation in the emergency room or admission to the hospital. 1. 
Review of the Resident #2's admission Record showed the resident was admitted on [DATE] with the 
following diagnoses: muscle weakness, need for assistance with personal care and history of falling. Review 
of the resident's Minimum Data Set (MDS- a federally mandated assessment instrument completed by facility 
staff for care planning), dated 11/14/25, showed the resident was severely cognitively impaired. Review of 
the resident's undated Care Plan showed: -The resident had impaired cognitive function related to vascular 
dementia (a progressive organic mental disorder characterized by chronic personality disintegration, 
confusion, disorientation, stupor, deterioration of intellectual capacity and function, and impairment of control 
of memory, judgment, and impulses). --Staff were to reduce any distractions, turn off TV and ensure the 
resident understands, and provide with necessary cues. --Stop and return if agitated. -The resident was at 
risk for falls due to cognitive and functional disabilities. --Staff to ensure bolsters and/or scoop mattress was 
on the bed. --Monitor for safe positioning in the bed. --The resident needed assistance to turn and reposition 
frequently. -The resident needed assistance with self-care due to co-morbidities. --The resident was totally 
dependent on staff for mobility. --The resident required the assistance of one staff to turn and reposition in 
bed. --The resident required two person assist with Hoyer for transfers. -The resident was resistive to care at 
times. --Staff to give clear explanation of all care activities prior to and as they occur during each contact. --If 
the resident resists with activities of daily living (ADLs), reassure resident, leave and return 5-10 minutes 
later and try again. Review of the camera footage still frame (screenshot) provided by Family Member A, 
dated 11/17/25 at 9:53 P.M., showed Certified Nursing Assistant (CNA) A was operating the Hoyer lift 
independently and by him/herself to transfer the resident to bed. Review of camera footage provided by 
Family Member A, dated 11/17/25 at 10:02 P.M., showed: -CNA A bent over the resident's bed with the 
resident laying on his/her right side wearing a hospital gown and no protective boots on his/her feet/lower 
legs, facing away from CNA A. -CNA A was standing on the door side of the bed and the resident was 
positioned on the edge of the window side of the bed in close proximity of the wall. -The resident's head was 
hanging face down over the edge of the bolster on the window side of the bed. -The resident's right leg was 
slightly bent and hanging off the edge of the bed between the bolsters. -CNA A had his/her right hand on the 
posterior left hip while wiping the resident's buttocks. -As CNA A removed his/her hand from the resident's 
hip the resident's body tilted forward towards the window/wall. -CNA A was positioning what appeared to be 
a turn sheet on the bed, his/her hands were not on the resident when he/she turned away from the resident 
looking towards his/her left.-CNA's back was to the resident and CNA A shifted his/her whole body away 
from the resident. -The resident drew the left arm up towards his/her body, and he/she began rolling in a 
forward motion off the bed headfirst. -As the resident fell from the bed headfirst onto the floor CNA A 
attempted to reach for the resident but was too far away from the resident. -The resident's left hip and left leg 
made contact with the wall as the resident fell from the bed. -As the resident hit the floor headfirst, landing on 
his/her left side, his/her body contracted slightly inward twice before coming to rest on the floor with his/her 
back against the wall. -The resident was not combative or resistive to cares during this timeframe.-The 
resident audibly groaned on impact. -CNA A dropped the turn sheet, climbed onto the bed on his/her hands 
and knees, extending across the bed to view the resident on the opposite side of the bed on the floor. -CNA 
A walked to the foot of the bed and slide the foot of the bed away from the wall. -CNA A bent down and 
grabbed both of the resident's ankles. -CNA A then left the resident on the floor.-CNA A was heard asking, 
Can I get some help please? once he/she was out of the visible frame. Review of the camera footage still 
frame provided by Family Member A, dated 11/17/25 at 10:07 P.M., showed:-CNA A had positioned his/her 
arms under the resident shoulders and another (CNA F) had his/her hands around the resident's ankles to lift 
the resident back into bed. Review of the resident's Progress Note, dated 11/17/25 at 10:30 P.M., showed: 
-Witnessed non-injury fall occurred about 10:15 P.M. -CNA A reported assisting resident in bed, I was trying 
to the clean resident and he/she became resistant, therefore I lowered the resident down. -CNA A exited the 
room immediately. -No complaints of pain, bruising or swelling noted. -Vital signs obtained and notification to 
physician, family, and Director of Nursing (DON). Review of the resident's Progress Note, dated 11/17/25 at 
10:45 P.M., showed he/she had bruising to right toes, right face, right knee, and right cheek. During an 
interview on 11/24/25 at 1:09 P.M., Family Member A said: -He/she had camera footage the resident had 
fallen off the right side of the bed next to the wall onto the floor resulting in bruising to his/her left brow, left 
hip and left arm.-The facility notified him/her at 10:25 P.M. on 11/17/25 the fall was non-injury and that the 
fall was witnessed by the staff when the staff lowered the resident to the floor. -During his/her visit to the 
facility on [DATE] the resident said ow, winced, and refused touch on the left side areas of the resident's arm.
-He/she lifted the resident's sleeves and found the bruising. Review of undated photos provided by Family 
Member A showed the resident:-Had deep purplish-red bruising on the left lower arm from the elbow to the 
wrist that was red and blotchy in coloring with swelling to the left hand/wrist region.-Had a reddish-purple 
bruise at the corner of his/her left eyebrow with bluish bruising around the eye toward the temple. The 
resident's left eyelid/eyebrow was swollen in appearance from the eye lid to the cheekbone and a pinpoint 
purple bruise on the top of his/her earlobe-Had a dark red purplish colored bruising in a circular placement 
on the left jaw line over an older appearing brownish bruise to the left jaw line. During an interview on 
11/24/25 at 2:15 P.M., CNA A said: -That day, 11/17/25, the resident fell while he/she was helping the 
resident in bed. -The resident was a Hoyer lift. -The nurse was supposed to watch from the door while 
he/she used the Hoyer to transfer the resident from the wheelchair to the bed. -He/She had been using the 
Hoyer without a second person because he/she can't get anyone to help him/her. -The facility Hoyer policy 
states there was supposed to be two people when using the lift. -All they need was for someone to watch, 
not necessarily assist with the transfer. -He/She put the resident in bed, pulled the Hoyer sling out from 
under him/her, then rolled him/her in the bed onto his/her right side towards the wall. -While he/she was 
cleaning the resident's buttocks, the resident kicked his/her leg and slid off the bed. -He/She was holding the 
resident's side when he/she was cleaning him/her and he/she helped keep the resident from hitting the floor. 
-He/She was holding the resident's upper side with his/her right hand on left shoulder while he/she was 
cleaning him/her with his/her left hand. -The resident's body fell off the bed and his/her head stayed on the 
bed. -He/She climbed into the bed and lowered the resident to the floor, then got the nurse. -The resident 
was in the fetal position on the floor, he/she was not sure if the resident hit his/her head on the wall. -He/She 
has been transferring the resident with a Hoyer by him/herself although he/she knew the resident was a two 
person assist for Hoyer transfer, and the facility policy was to make sure there were two people present. -The 
only mistake he/she made was not making sure he/she had someone to help with the transfer into bed 
before the fall. During an interview on 11/25/25 at 12:18 P.M., LPN A said: -The resident was a total care and 
transferred with a Hoyer with two people. -The resident was not combative but could be rigid during cares. 
-He/She has only had one instance when a CNA was transferring a resident alone with the Hoyer last week 
and he/she educated the CNA on the spot. -On 11/18/25 when he/she came in that morning the night nurse 
reported the resident had a noninjury fall and was lowered to the floor. -It was reported the resident was 
resistive and was lowered to the floor. -Later that day he/she spoke to the Family Member A who wanted 
X-rays done. -He/She denied noticing any injuries immediately. -Either later in the day or the day after he/she 
was informed it was a fall and the bruise was revealed. -When he/she observed the resident's injuries he/she 
did not feel that was from being lowered to the floor. -The mattress on the bed was a regular mattress with 
bolsters (to prevent rolling) and fall mats on both sides of the bed. -With the resident's size and mobility, 
he/she would typically not fall off the bed even with kicking leg out. -In order to fall off the bed he/she would 
have been positioned on the edge of the bed. -The resident should always be placed in the middle of the bed 
during cares. -His/Her bed should always be in a low position, maybe a foot off the floor. During an interview 
on 11/25/25 at 1:57 P.M., CNA A said: -The resident had a mattress with bolsters and fall mats on the floor 
next to the bed. -The resident was laying in the middle of the bed and he/she rolled the resident over to clean 
and change him/her. -He/She should have had a second person. -The resident had a bruise on his/her face 
prior to this fall. It was on his/her cheek but not recall which side. -Everybody uses the Hoyer by themselves 
and was told the resident was a one person assist. -The resident's family placed a camera in the resident's 
room, it was on ceiling over the bed. It would have been able to see the position of him/her and the resident 
on 11/17/25 and be verification the resident did not fall out of the bed. -He/She removed the sling, rolled the 
resident, the resident fell, he/she checked the resident and got help. During an interview on 11/25/25 at 2:50 
P.M., Nurse Practitioner (NP) said: -He/She was notified on 11/17/25 of the discovery of bruising. -The 
resident had diagnoses that could lead to bruising. -On 11/19/25 he/she did an assessment on the resident. 
-He/She was told it was a non-injury witnessed fall and was not aware of the resident hitting his/her head. 
-The resident should have been aligned in the middle of the bed. -There was a camera in the resident room 
and he/she expected staff to report the incident accurately. -They did an Xray which was indicated no 
fractures.-The mattress on the resident's bed wings (bolsters) were to prevent the resident from slipping off 
the bed. -It was common sense to place the resident in center of the bed while providing cares. During an 
interview on 11/26/25 at 11:12 A.M., CNA H: -It takes two of staff to use the Hoyer. -It was the first or second 
of November he/she used the Hoyer without help and got wrote up for it. -In the handbook it states that it 
takes two people to use the Hoyer. During an interview on 11/25/25 at 11:37 A.M., CNA F said: -He/She was 
walking down the hall when the nurse flagged him/her for help. -He/She went into the room; CNA A was at 
the head of the bed with the resident on the floor. -They turned the resident over to get him/her up off the 
floor, the nurse and CNA A tried to lift the resident up. -Then he/she assisted the nurse and CNA A to lift the 
resident onto the bed. -The staff grabbed the resident's arms, legs, and body to lift him/her into bed. -The 
resident was just lying there and was twisted up on the floor when he/she walked in. -The resident was kind 
of groaning when they picked him/her up and put him/her to bed. -The resident transfers with the Hoyer. 
-He/she has used the Hoyer to transfer the resident with two staff. -There has been times when he/she has 
used the Hoyer alone due to not enough people and everybody was busy. -The last time he/she used the 
Hoyer alone was about a month ago. -He/she was not asked to assist with transferring him into bed on the 
evening of 11/17/25. -There is a policy for the Hoyer to have two people when using the Hoyer. During an 
interview on 11/25/25 at 12:51 P.M., CNA C said: -The resident required full assistance and staff had to turn 
him/her. -The resident should be placed in the middle of the bed as close to the top as possible on top of a 
sheet or chuck. -There was never a time he/she would place the resident at the edge on his/her side, always 
in the middle. -He/She would not be able to stop him/herself from falling if on the edge of the bed while on 
his/her side. During an interview on 11/25/25 at 1:52 P.M., LPN B said: -The resident was completely 
dependent on others and had no mobility outside of moving extremities. -The resident transferred with a 
Hoyer lift and the transfer required two people. -The resident was expected to be placed in the center of the 
bed between bolsters with bed low. -With the bolster and the limitation of mobility the resident wouldn't be 
able to push out of bed by him/herself. -The resident was not appropriate to leave alone, all you would have 
to do is turn for a second, because the resident cannot control his/her own weight. During an interview on 
12/2/25 at 1:47 P.M., Assistant Director of Nursing ADON said: -On 11/17/25 there was an alleged fall. 
-Initially he/she wondered how the resident fell and was told he/she did not fall completely out of bed. 
-He/She had not seen the video. -He/She now thought CNA C turned to clean him/her, his/her boots were 
on, his/her legs slid off the bed, and CNA C tried to catch him/her. -There was supposed to be two staff when 
using the Hoyer for transfers. -He/She heard Family Member A say the resident was transferred with one 
person in the lift. -The facility just had re-education for Hoyer lifts after 11/12/25. -There should not have 
been anyone transferring with the Hoyer alone. -When picking up the resident off the floor, they should have 
used the Hoyer to move him/her from the floor back to the bed. -The resident should not have been moved 
from the floor without the lift or an assistive device. -The staff should not have lifted the resident by grabbing 
his/her legs and under arms. -While performing cares for dependent residents, they should be positioned in 
the middle of the bed to ensure the resident will not tip and fall over out of the bed. -Bolsters were on the bed 
and placed to prevent a resident from rolling out of bed. -He/She was told the bunny boots (protective 
footwear) were over the edge of the bed, his/her legs slid out of the bed and pulled him/her out of the bed. 
-When CNA C first told him/her about the fall he/she said it was the legs that pulled the resident from the 
bed. -At no time did CNA C report the resident falling and hitting his/her head. - CNA C reported the resident 
was assisted to the floor instead. -There was never a time when the Hoyer should be used alone. -A resident 
should never be placed on their right side at the edge of the bed with their head hanging over the bolster and 
right leg hanging off the bed. -Staff should not remove their hands from the resident in that position and be 
out of arms reach when positioned at the edge of the bed. During an interview on 12/2/25 at 2:50 P.M., the 
Director of Nursing (DON) said: -The staff should not have picked him/her up without a sheet, blanket or lift 
after the fall. -There have been some complaints about staff using the lift with only oner person. -He/She 
expected two people when using the Hoyer at all times. -The resident should be placed in the center of the 
bed while doing cares. -He/She expected CNA C to be honest about what happened to ensure the resident 
was assessed and treated appropriately. -There was a skills checklist for Hoyer lift use for staff to complete. 
-Knowing now the resident fell from the bed to the floor, the staff should have never moved him/her from the 
floor until the Hoyer was available and the ambulance arrived. -There should not have been only two staff 
attempting to lift the resident without a lift sheet/blanket or Hoyer. 2667054 and 2671947
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