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F 0600

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Based on record review, staff interview, and family interview, the facility failed to protect the resident's right to 
be free from abuse for one (Resident #1) of three residents reviewed for physical abuse. Resident #1, a 
severely cognitively impaired resident, was hit with a belt by a family member resulting in three whip-like 
marks on her left upper thigh and abdomen. A reasonable person would be traumatized by being hit with a 
belt. Findings included:

Resident #1 was admitted to the facility on [DATE] and had diagnoses of a genetic-related intellectual 
disability and a neurological condition. 

Documentation on a quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #1 
was severely cognitively impaired and was dependent on staff for all activities of daily living. Resident #1 was 
not coded as having any moods or behaviors on the MDS assessment. 

Documentation on a care plan dated as initiated [DATE] revealed Resident #1 had an activity of daily living, 
self-care performance deficit relative to muscle weakness and malignant neuroleptic syndrome, a rare and 
life-threatening reaction to the use of antipsychotic medication. One of the interventions under this focus area 
was Resident #1's total dependence on staff for repositioning and turning in bed. 

There were no focus areas for behaviors on the care plan for Resident #1 before [DATE].

Documentation in a nursing progress note dated [DATE] at 7:18 PM written by Nurse #2 stated, This nurse 
was standing in (the) hallway in front of [readmission] patient room. As this nurse was standing there, I 
overheard [Resident #1] yelling. This nurse then overheard the sound of someone hitting someone, and then 
I overheard [Resident #1] yelling again. This nurse then went to inform, (the) unit manager of what was going 
on.

(continued on next page)
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F 0600

Level of Harm - Actual harm

Residents Affected - Few

Nurse #2 was interviewed on [DATE] at 12:02 PM. Nurse #2 confirmed she was assigned to Resident #1 on 
[DATE] for the 7:00 AM to 7:00 PM shift. Nurse #2 provided the following information. Nurse #2 was in a 
room near Resident #1's room with another resident when she heard a sound like someone was being hit 
with a whip and someone calling out in pain. Nurse #2 stopped to listen, and she heard it again, the whipping 
sound and a cry of pain. Nurse #2 went out into the hallway, and she saw that two of the nurse aides (NA #1 
and NA #2) had come out of the resident rooms they were in. Nurse #2 asked the two nurse aides if they had 
heard that too. Nurse #2 then heard the whipping sound and a cry of pain coming from Resident #1's room 
for a third time. One of the nurse aides stuck their head into Resident #1's room but then both nurse aides 
turned around and went back to care for other residents. Nurse #2, without going into Resident #1's room, 
went down the hall to get the Unit Manager. Nurse #2 found the Unit Manager and told her Resident #1 was 
getting whooped. Nurse #2 stated she let the Unit Manager handle the situation because she knew it was 
Resident #1's family member in the room. Nurse #2 stated that the Unit Manager spoke with Resident #1's 
family member and the family member came out of the room to be escorted off the premises. Nurse #2 
entered Resident #1's room and assisted the Unit Manager with a skin assessment. Resident #1 was lying 
on her right side and had 3 marks on her left hip. Nurse #2 completed a pain assessment and a skin 
assessment. Nurse #2 explained the red raised marks did not require treatment and Resident #1 did not 
appear to be in pain. Nurse #2 explained that she did not immediately go into Resident #1's room when she 
heard the whipping sound because there was a family member in the room. Nurse #2 further explained that 
she had been a nurse for a long time and had numerous training sessions on abuse, but she was in shock, 
and she had never encountered a family member hitting a resident. 

NA #1 was interviewed on [DATE] at 12:42 PM. NA #1 confirmed she was in a resident's room during the 
evening mealtime on [DATE] when she heard clapping and hollering. NA #1 stated she went out into the 
hallway to see what the noise was and along with NA #2 peaked into Resident #1's room. NA #1 indicated 
the curtain was pulled so she could not see Resident #1 in the first bed but saw the back of what she 
assumed was a family member in the room. NA #1 reiterated she did not know what was happening, so she 
returned to assisting another resident with eating. 

NA #2 was interviewed on [DATE] at 1:54 PM. NA #2 stated she was assigned to care for Resident #1 for 
the 3:00 PM to 11:00 PM shift on [DATE]. NA #2 stated she was in the room next door assisting a resident in 
eating the evening meal when she heard a smacking or clapping sound. NA #2 indicated she stuck her head 
out of the room because it was an unusual sound and looked into the doorway of Resident #1's room. NA #2 
said the curtain was pulled but Resident #1's family member peaked around the curtain and looked at her. 
NA #2 said she saw Nurse #2 in the hallway and Nurse #2 said she thought the family member was 
spanking Resident #1. NA #2 said she reentered the room next door to assist the other resident with eating. 
NA #2 revealed she did not hear any more noises from Resident #1's room. NA #2 confessed she did not 
know that the family member hitting Resident #1 was considered abuse. NA #2 was later told that it was 
considered abuse because it happened within the walls of the facility. NA #2 stated that Resident #1 
sometimes resisted care but in general she was a sweet person. 

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

The family member of Resident #1 was interviewed on [DATE] at 3:01 PM. The family member revealed the 
following information. Someone from the facility called the family member and told her Resident #1 was 
exposing herself. The family member did not want to reveal who called her. The family member did not plan 
to go to the facility that day, but she went to the facility to discipline Resident #1. The family member 
confirmed she hit Resident #1 with her belt three to five times. The Assistant Director of Nursing (ADON) 
explained to the family member of Resident #1 that she was not allowed to do that in the facility. The family 
member stated she did not know it was wrong and considered abuse. If the family member had known 
disciplining Resident #1 with a belt would have the consequence of having the police called, it wouldn't have 
happened. The family member stated she was interviewed by the police and explained to them that she 
loved Resident #1, goes with her to every medical appointment, and stayed with her in the hospital when she 
almost died . The family member said she told the police she was not out to hurt Resident #1, but she 
needed to stop the behavior of undressing. The family member was sorry it happened, but she felt she 
needed to discipline Resident #1 when she entered the room and found her with her arm out of her gown. 
The family member confirmed Nurse #1 came into Resident #1's room, asked her what she was doing, and 
requested she leave. The family member stated other family members have been visiting Resident #1 but 
that she would not visit Resident #1 until all of this blows over. The family member confirmed she was told 
she could have supervised visits, but she did not want to do that.

Documentation in the nursing progress notes dated [DATE] at 7:12 PM by the Unit Manager stated, This 
nurse was notified around 6:00 PM by the floor nurse that [Resident #1's family member] was whooping her. 
This nurse immediately went to [Resident #1's] room and observed [Resident #1] laying in the bed, kind of on 
her right side and [Resident #1's family member] standing beside the bed with her hands on her hips and a 
belt in her left hand. I immediately asked what was going on and [Resident #1's family member] responded 
back to me by repeating what I had just asked her. I then asked her if she was hitting her (Resident #1) with 
the belt that she was holding and [Resident #1's family member] responded that she (Resident #1) was 
acting out with behaviors. I then proceeded to tell [Resident #1's family member] that she cannot beat/hit her 
and that while she is here in this facility, she (Resident #1) is our responsibility. I then asked [Resident#1's 
family member] what behaviors she is referring to and [Resident #1's family member] stated that [Resident 
#1] had took her gown off and was naked in the bed. I asked [Resident #1's family member] to step out of the 
room and then I walked to the nursing station and called my DON (Director of Nursing) and Administrator 
and was informed to tell [Resident #1's family member] to leave and to call 911. 911 was called and 
[Resident #1's family member] was walked to the front door by staff.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

The Unit Manager was interviewed on [DATE] at 11:20 AM. The Unit Manager described the following events 
as happening on the evening of [DATE]. The Unit Manager was coming up to the nursing station from 
another hallway when Nurse #2 approached her at the nursing station stating, Her [family member] is 
whopping her. The Unit Manager was confused and asked Nurse #2 who and what was going on. Nurse #2 
described Resident #1's location and that it sounded like Resident #1 was being whopped. Nurse #2 
explained to the Unit Manager she did not go into the room but described what it sounded like. The Unit 
Manager went down the hall and entered Resident #1's room to see the family member with her hands on 
her hips and her belt in one of her hands. The Unit Manager asked the family member what was going on 
and the family member responded by repeating what she said. The Unit Manager asked the family member if 
she was hitting Resident #1 and the family member responded that Resident #1 was acting out. The Unit 
Manager explained to the family member of Resident #1 that although they were family members, she was 
not allowed to hit her with a belt in the facility because the residents were under their care. The Unit Manager 
asked her to step out. The Unit Manager observed that Resident #1 was on her right side in bed and when 
she lifted her gown there were raised red marks like she was hit with a belt. The family member stood in the 
hallway and the ADON was talking to her. The Unit Manager then called the Administrator and the Director of 
Nursing, who were not in the building. The Administrator told the Unit Manager to inform the family member 
of Resident #1 to leave the building and to call 911. The Unit Manager had the ADON walk the family 
member of Resident #1 to the front door and instruct her not to return to the building until the Administrator or 
DON called her. The police came to the building to conduct interviews with Nurse #2, NA #1, NA #2, and 
herself. Resident #1's family left the facility before the police arrived. The police took pictures of the red 
marks on Resident #1. The Unit Manager was not told by the family member of Resident #1, but it was 
assumed she hit her with her belt because of the noise described by Nurse #2. The Unit Manager stated this 
was an unexpected action from the family member and she had never indicated before this that she would 
do anything like this to Resident #1. 

The ADON was interviewed on [DATE] at 12:50 PM. The ADON stated on [DATE] she overheard someone 
talking in the hallway about the family member of Resident #1 whipping Resident #1 with a belt. The ADON 
revealed she went down the hallway and saw the family member in the hallway. The ADON asked the family 
member what happened, and she was told by the family member she was spanking her with a belt to 
discipline her. The ADON revealed she had to explain that she was not allowed to do that in the facility and 
walked her to the building door so she could leave. 

An attempt to interview Resident #1 was made on [DATE] at 12:36 PM. Resident #1 was not able to express 
her recollection of the events of [DATE]. 

Documentation on a weekly skin assessment dated [DATE] at 6:54 PM revealed Resident #1 as assessed 
as having Slight redness and whip-like marks to front of left thigh. Small, red whip-like marks to left upper 
abdomen area. 

Documentation on a pain interview dated [DATE] at 7:04 PM revealed Resident #1 was in no pain and had 
no indicators of pain. 

Documentation in a nursing progress note dated [DATE] at 8:35 PM revealed the nurse practitioner was 
made aware of the incident with Resident #1 and requested she be sent out to the emergency room for 
evaluation.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

Documentation in the nursing progress notes dated [DATE] at 4:04 AM stated, Resident [#1] left the facility 
via stretcher at [8:50 PM] on [DATE] and returned to the facility by stretcher at [9:50 PM] with no new orders. 
Skin assessment by the writer noted to be [within normal limits]. No break in skin. Resident alert and 
oriented. Pleasant mood. No distress noted.

Documentation in Resident #1's care plan was updated on [DATE] with the focus area for the potential for 
harm injury from others relative to cognitive loss and behaviors of undressing. The goal was for Resident #1 
to have no injuries due to harm from others and will remain in a safe environment through the next review. 
The intervention was supervised visits with a family member in a common area with a staff member present.

An interview was conducted with the facility Social Worker on [DATE] at 12:08 PM. The Social Worker 
revealed Resident #1's family member was very involved in her care both attending medical appointments 
with her and attending care plan conferences. The Social Worker stated she was shocked when she heard 
Resident #1's family member hit her with a belt. The Social Worker revealed the Administrator requested she 
call Resident #1's family member on [DATE] to notify her she would only be allowed to have supervised visits 
with Resident #1 for a period of time. The Social Worker indicated that to her knowledge Resident #1's family 
member had not been back to the facility.

An interview was conducted with the facility Administrator on [DATE] at 1:36 PM. The facility administrator 
revealed that Resident #1 tried to get the staff's attention without understanding what she was doing 
because she had a childlike mind. The Administrator indicated the family member of Resident #1 would say 
things jokingly that would insinuate she would stop Resident #1 from acting out but family dynamics were not 
seen as an issue. The Administrator explained Resident #1's family member, who struck her with a belt, 
would often bring Resident #1's young daughter to the facility to visit her. The police and the facility 
explained to Resident #1 after the incident that the family member would not be allowed to visit her for a 
while. Resident #1 became inconsolable on the day of the event because in her mind it meant she would not 
be able to see her daughter and the family member ever again. The Administrator confirmed the Social 
Worker called the family member to notify her she would only be allowed 20-minute supervised visits with 
Resident #1 until it was deemed she was safe. The Administrator stated she expected the staff to intervene 
immediately if abuse occurred in the facility no matter the source or situation. 
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Level of Harm - Actual harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Based on record review, and staff and family interviews, the facility failed to immediately identify abuse and 
respond to intervene to protect a resident from physical abuse. Facility staff delayed intervention when 
Resident #1, a severely cognitively impaired resident, was hit with a belt by a family member resulting in 
three whip-like marks on her left upper thigh and abdomen and a visit to the emergency room . The facility 
also failed to notify the state agency within two hours of physical abuse that occurred in the facility. This 
occurred for 1 (Resident #1) of 3 residents reviewed for adherence to abuse policies and procedures during 
physical abuse investigations. Findings included:

a. Documentation on the undated facility abuse policies and procedures revealed under the heading of 
identification of abuse, neglect, and exploitation, the facility will identify events, occurrences, patterns, and 
trends that may constitute: . Abuse: The willful infliction of injury, unreasonable confinement, intimidation, or 
punishment with resulting physical harm, pain, or mental anguish. 

Documentation on the undated facility abuse policies and procedures also revealed in part, When suspicion 
of abuse/neglect/exploitation or reports of abuse/neglect/exploitation occurs, the following procedure will be 
initiated: All staff, where applicable will: Respond to the needs of the resident and protect him/her from 
further incident. 

Resident #1 was admitted to the facility on [DATE] and had diagnoses of a genetic-related intellectual 
disability and a neurological condition. 

Documentation on a quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #1 
was severely cognitively impaired and was dependent on staff for all activities of daily living. Resident #1 was 
not coded as having any moods or behaviors on the MDS assessment. 

Documentation in a nursing progress note dated 4/23/2025 at 7:18 PM written by Nurse #2 stated, This 
nurse was standing in (the) hallway in front of [readmission] patient room. As this nurse was standing there, I 
overheard [Resident #1] yelling. This nurse then overheard the sound of someone hitting someone, and then 
I overheard [Resident #1] yelling again. This nurse then went to inform, (the) unit manager of what was going 
on.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

Nurse #2 was interviewed on 5/6/2025 at 12:02 PM. Nurse #2 confirmed she was assigned to Resident #1 
on 4/23/2025 for the 7:00 AM to 7:00 PM shift. Nurse #2 provided the following information. Nurse #2 was in 
a room near Resident #1's room with another resident when she heard a sound like someone was being hit 
with a whip and someone calling out in pain. Nurse #2 stopped to listen, and she heard it again, the whipping 
sound and a cry of pain. Nurse #2 went out into the hallway, and she saw that two of the nurse aides (NA #1 
and NA #2) had come out of the resident rooms they were in. Nurse #2 asked the two nurse aides if they had 
heard that too. Nurse #2 then heard the whipping sound and a cry of pain coming from Resident #1's room 
for a third time. One of the nurse aides stuck their head into Resident #1's room but then both nurse aides 
turned around and went back to care for other residents. Nurse #2, without going into Resident #1's room, 
went down the hall to get the Unit Manager. Nurse #2 found the Unit Manager and told her Resident #1 was 
getting whooped. Nurse #2 stated she let the Unit Manager handle the situation because she knew it was 
Resident #1's family member in the room. Nurse #2 stated that the Unit Manager spoke with Resident #1's 
family member and the family member came out of the room to be escorted off the premises. Nurse #2 
explained that she did not immediately go into Resident #1's room when she heard the whipping sound 
because there was a family member in the room. Nurse #2 further explained that she had been a nurse for a 
long time and had numerous training sessions on abuse, but she was in shock, and she had never 
encountered a family member hitting a resident. Nurse #2 admitted that if she saw or heard another resident 
whipping Resident #1 with a belt she would have gone into the room and intervened immediately. 

NA #1 was interviewed on 5/6/2025 at 12:42 PM. NA #1 disclosed that she was not assigned to care for 
Resident #1 on the evening shift on 4/23/2025. NA #1 confirmed she was in a resident's room during the 
evening mealtime on 4/23/2025 when she heard clapping and hollering. NA #1 stated she went out into the 
hallway to see what the noise was and along with NA #2 peaked into Resident #1's room. NA #1 indicated 
the curtain was pulled so she could not see Resident #1 in the first bed but saw the back of what she 
assumed was a family member in the room. NA #1 reiterated she did not know what was happening, so she 
returned to assisting another resident with eating. 

NA #2 was interviewed on 5/6/2025 at 1:54 PM. NA #2 stated she was assigned to care for Resident #1 for 
the 3:00 PM to 11:00 PM shift on 4/23/2025. NA #2 stated she was in the room next door assisting a resident 
in eating the evening meal when she heard a smacking or clapping sound. NA #2 indicated she stuck her 
head out of the room because it was an unusual sound and looked into the doorway of Resident #1's room. 
NA #2 said the curtain was pulled but Resident #1's family member peaked around the curtain and looked at 
her. NA #2 said she saw Nurse #2 in the hallway and Nurse #2 said she thought the family member was 
spanking Resident #1. NA #2 said she reentered the room next door to assist the other resident with eating. 
NA #2 revealed she did not hear any more noises from Resident #1's room. NA #2 confessed she did not 
know that the family member hitting Resident #1 was considered abuse. NA #2 was later told that it was 
considered abuse because it happened within the walls of the facility. 

The family member of Resident #1 was interviewed on 5/6/2025 at 3:01 PM. The family member revealed 
the following information. Someone from the facility called the family member and told her Resident #1 was 
exposing herself. The family member did not plan to go to the facility that day, but she went to the facility to 
discipline Resident #1. The family member confirmed she hit Resident #1 with her belt three to five times. 
The Assistant Director of Nursing (ADON) explained to the family member of Resident #1 that she was not 
allowed to do that in the facility. The family member stated she did not know disciplining Resident #1 with a 
belt was wrong and considered abuse. 

(continued on next page)
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The Unit Manager was interviewed on 5/6/2025 at 11:20 AM. The Unit Manager described the following 
events as happening on the evening of 4/23/2025. The Unit Manager was coming up to the nursing station 
from another hallway when Nurse #2 approached her at the nursing station stating, Her [family member] is 
whopping her. The Unit Manager was confused and asked Nurse #2 who and what was going on. Nurse #2 
described Resident #1's location and that it sounded like Resident #1 was being whopped. Nurse #2 
explained to the Unit Manager she did not go into the room but described what it sounded like. The Unit 
Manager went down the hall and entered Resident #1's room to see the family member with her hands on 
her hips and her belt in one of her hands. The Unit Manager asked the family member what was going on 
and the family member responded by repeating what she said. The Unit Manager asked the family member if 
she was hitting Resident #1 and the family member responded that Resident #1 was acting out. The Unit 
Manager explained to the family member of Resident #1 that although they were family members, she was 
not allowed to hit her with a belt in the facility because the residents were under their care. The Unit Manager 
asked her to step out of the room. The Unit Manager observed that Resident #1 was on her right side in bed 
and when she lifted her gown there were raised red marks like she was hit with a belt. The Unit Manager was 
not told by the family member of Resident #1, but it was assumed she hit her with her belt because of the 
noise described by Nurse #2. 

The ADON was interviewed on 5/6/2025 at 12:50 PM. The ADON stated on 4/23/2025 she overheard 
someone talking in the hallway about the family member of Resident #1 whipping Resident #1 with a belt. 
The ADON revealed she went down the hallway and saw the family member in the hallway. The ADON 
asked the family member what happened, and she was told by the family member she was spanking her with 
a belt to discipline her. The ADON revealed she had to explain that she was not allowed to do that in the 
facility and walked her to the building door so she could leave. 

Documentation on a weekly skin assessment dated [DATE] at 6:54 PM revealed Resident #1 as assessed 
as having Slight redness and whip-like marks to the front of left thigh. Small, red whip-like marks to the left 
upper abdomen area. 

Documentation in a nursing progress note dated 4/23/2025 at 8:35 PM revealed the nurse practitioner was 
made aware of the incident with Resident #1 and requested she be sent out to the emergency room for 
evaluation.

Documentation in the nursing progress notes dated 4/24/2025 at 4:04 AM indicated Resident #1 was 
transported to the emergency room at 8:50 PM on 4/23/2025 via a stretcher for evaluation and returned to 
the facility at 9:50 PM on 4/23/2025 with no new orders. A skin assessment performed upon her return to the 
facility revealed Resident #1 did not have any broken or open skin areas. 

Documentation in the nursing progress notes dated 4/24/2025 at 4:04 AM stated, Resident [#1] left the 
facility via stretcher at [8:50 PM] on 4/23/25 and returned to the facility by stretcher at [9:50 PM] with no new 
orders. Skin assessment by the writer noted to be [within normal limits]. No break in skin. Resident alert and 
oriented. Pleasant mood. No distress noted.

An interview was conducted with the facility Administrator on 5/6/2025 at 1:36 PM. The Administrator stated 
she expected the staff to intervene immediately if abuse occurred in the facility despite the source or 
situation. 
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b. Documentation on the undated facility abuse policies and procedures revealed in part, The Director of 
Nursing, Administrator, or designee will notify the appropriate agencies within specified timeframes: 
Immediately, but no later than 2 hours after the allegation is made if the events that cause the allegation 
involve abuse or result in serious bodily injury, .

Documentation on an initial allegation report revealed the facility became aware of an incident of abuse on 
4/23/2025 with the allegation details, It was alleged by staff that [Resident #1's family member], [Family 
Member Name], physically abused her by beating her with a belt. Details of the physical or mental 
injury/harm were, [Resident #1] sustained whelps to her lower extremity as a result of the incident. The faxed 
initial allegation report was sent to the state agency on 4/24/2025 at 10:41 AM. 

An interview with the facility Administrator was conducted on 5/6/2025 at 3:14 PM. The Administrator stated 
she was not in the facility when she was called by the Unit Manager notifying her of the allegation Resident 
#1's family member hit Resident #1 with a belt. The Administrator thought notifying the local police 
department immediately fulfilled the obligation of notifying the appropriate agencies within 2 hours. The 
Administrator admitted she came into the facility the next day, 4/24/2025, to fax the state agency of the 
abuse allegation regarding Resident #1. The Administrator confirmed her first attempt to contact the state 
agency was on 4/24/2025 at 10:41 AM. 
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