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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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F 0600

Level of Harm - Actual harm

Residents Affected - Few

Based on interview and record review, the facility failed protect one sampled resident's (Resident #1) right to 
be free from physical abuse when Resident #2 grabbed Resident #1 by his/her arms and pushed him/her 
backwards causing Resident #1 to fall and sustain a skin tear approximately 3 inches in length to the 
underside of the resident's left arm. The facility census was 44.On 7/30/25, the Administrator was notified of 
the past noncompliance which began on 7/23/2025. The facility administration immediately conducted an 
investigation and corrective actions were implemented. The noncompliance was corrected on 7/28/25. 
Review of the facility's Abuse Policy, revised April 2021.,showed: -The residents have the right to be free 
from abuse. -The facility's abuse, policy consists of a facility-wide commitment and resource allocation to 
support protecting residents from abuse, from other residents, staff, or any individual. -The facility will 
develop and implement policies and protocols to prevent and identify abuse or mistreatment of residents. - 
Ensure adequate staffing and oversight. -Provide staff orientation and training programs to include abuse 
prevention and the management of verbally or physically aggressive resident behaviors.1.Review of 
Resident #1's admission face sheet., showed: The resident resided on secured memory care unit. Diagnoses 
included: Alzheimer's dementia, history of spinal fractures, and weakness.Review of Resident #2's admission 
face Sheet showed the resident was a new admission as of 7/3/25 with a diagnoses of severe dementia, and 
delusional disorders. The resident was under guardianship, and resided on the secured memory unit. 
Observation of the resident on 7/30/25 at 2:25 P.M., showed resident lying in bed, awake with significant 
confusion, not alert to surroundings or self. Left underside of forearm showed a healing skin tear 
approximately 3 inches in length. Resident was unable to explain how it happened.Review of Resident #1's 
Nursing Progress notes., showed that on 7/23/25 around 2:14 P.M. resident was found sitting on the floor in 
the hallway with legs out in front of him/her. Resident #1 sustained a skin tear when resident #2 pushed 
resident backwards out of his/her room. Resident #2 admitted to removing the resident out of his/her room. 
Resident #1's skin tear was treated with triple antibiotic ointment and a Band-Aid, family and physician had 
been notified.Review of the facility's abuse investigation report dated 7/28/25, showed the abuse of the 
resident occurred on 7/23/25, the report does not have a time indicated as to when it happened. The resident 
was identified as independent with ambulation and had been ambulating on 7/23/25 on the hallway of the 
secured unit. The resident entered into Resident #2's room, and Resident #2 placed his/her hands on 
Resident #1 and guided the resident backwards out of the room's doorway causing Resident #1 to fall and 
sustained a skin tear to left arm. Resident #2 reported that Resident #1 should not have been in his/her 
room. Resident #1 was treated for the skin tear and Resident #2 was placed on 1:1 monitoring (one staff 
person is assigned to monitor the resident continually). No witnesses were indicated on the facility 
investigation report. A Velcro stop sign was placed on Resident #2's door to detour Resident #1 from 
entering Resident #2's room again.During an interview on 7/30/25 at 11:30 A.M., CNA-A said on 7/23/25 
he/she heard resident #2 yelling down the hall, and saw resident #1 on the floor. Resident #1 had a new skin 
tear to the left arm. CNA-A called for the nurse. Resident #2 was cussing and yelling and punching his fists 
and shaking them at people. CNA A said resident #2 had a short fuse and can become agitated and 
aggressive easily. Resident #2 was placed on 1:1 monitoring on 7/23/25 after resident #1 was picked up off 
the floor. CNA A reported that Resident #2 had to be sent out to the hospital earlier in the month for hitting, 
kicking at staff, and threatening others on the unit. CNA A stated he/she had not received any training on 
how to de-escalate resident #2's behaviors.Observation on 7/30/25 at 1:11 P.M., showed the resident up and 
independent with ambulation on the secured memory unit walking closely next to others on the hall. He/she 
was alert, with extreme confusion, and an unsteady gait. Velcro stop sign hanging off the door frame and not 
up to detour confused resident's on the memory care unit from wondering into the resident #2's room.Review 
of resident's nursing progress note records showed that on 7/3/25 day of admission resident was verbally 
abusive towards others, using foul language and exit seeking. Then, 2 days later on 7/5/25 at 10:32 A.M., the 
resident was verbally abusive, screaming at staff, slamming doors continually, and frightening other 
residents. Local law enforcement was called and arrived at the facility around 10:40 A.M., resident begun 
hitting, kicking, and punching at law enforcement. The resident was removed from the facility in hand cuffs 
and taken to local ER (Emergency Room) for a mental health evaluation. On 7/6/25 the resident was 
returned to the secured unit at the facility with new order for prescription Seroquel (an anti-psychotic used to 
treat behaviors). On 7/13/25 nursing notes showed that the resident was agitated, belligerent, verbally 
abusive and refusing medications. On 7/23/25 at 2:19 P.M. Nursing notes showed charge nurse was 
informed that resident had pushed another resident out of his/her room, causing resident #1 to fall on the 
ground. Resident #2 told nursing staff he/she had pushed resident #1 and that resident #1 fell. Resident #2 
was escorted to his/her room and 1:1 monitoring initiated. Police contacted and came to the facility. Guardian 
and physician notified. DON (Director of Nursing) and the Administrator notified. Review of resident #2's care 
plan, dated 7/21/25 showed the resident required the memory care unit for dementia care and elopement 
risks. On 7/24/25 the day after Resident #1 was pushed down, the care plan was updated to show that 
resident could become physically aggressive towards others and interventions included placing resident on 
1:1 monitoring and to guide the resident away from the source of the distress and if resident's response is 
aggressive, staff are to walk away and re-approach later. The care plan did not address interventions for the 
staff to take with the resident when the resident physically assaults others. The care plan was not updated 
with interventions when witnessed behaviors initially began on 7/5/25.Review of resident's physician ordered 
behavior monitoring was initiated on 7/21/25 and showed the resident's behavior monitoring record was not 
completed accurately on 7/23/25 when the resident pushed another resident down. The staff documented 
that the resident had no behaviors that day. On 7/24/25 the behavior record indicated no behavior, however 
the nurses notes indicated the resident did have behaviors that day. On 7/27/25 the behavior monitoring 
documentation was omitted.During an interview 7/30/25 at 10:58 A.M., CMT A said Resident #2 was 
unpredictable and had witnessed violent behaviors with the resident starting on 7/5/25 with hitting, punching 
and throwing things over anything that might upset him/her. CMT A said he/she had no training on how to 
manage behaviors like that while working on the secured unit. CMT A worries about the safety of other 
residents because of this resident's history since admission to the facility. On 7/23/25 CMT A observed 
resident #1 requiring assistance off the floor outside of resident #2's room, and the nurse was taking care of 
resident #1's skin tear of the arm. Observed resident #2 saying he/she wanted resident #1 out of his/her 
room. The resident was placed on 1 on 1 monitoring after the event.During an interview on 7/30/25 at 11:40 
A.M., CNA B said Resident #2 becomes easily agitated at other residents. CNA B heard resident #2 yelling 
went to investigate and saw Resident #1 sitting on the floor outside of Resident#2's room in the hallway. 
Resident #1 had a skin tear and nurse cared for the skin tear. Resident #2 was placed on 1 on 1 monitoring 
with a stop sign hooked to the door to hopefully stop other residents from going into Resident #2's room.
During an interview on 7/30/25 at 1:15 P.M. the Administrator and the Regional Director of Operations said 
the facility failed to assess, identify, and care plan for behavioral risk, resulting in physical harm to another 
resident. Immediate actions were being implemented to include staff training and monitoring ongoing for 90 
days and through Quality Assurance (QAPI) oversight.Intake 2570182
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