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Curry Village Health and Rehab of Cascadia 1 Park Avenue
Brookings, OR 97415

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.

Based on interview and record review it was determined the facility failed to honor the resident's right to be 
free from physical abuse from another resident for 1 of 2 sampled residents (#2) reviewed for abuse. 
Resident 2 was sent to the emergency room with facial injuries inflicted by Resident 1. The facility identified 
an avoidable accident related to a failed mandated resident relocation. The facility relocated Resident 1 and 
2 to another room, staff were trained and care plans were updated. Corrective actions were completed on 
9/26/25. This failed practice was identified as past noncompliance. Findings include: Resident 1 was 
admitted to the facility in 7/2025 with diagnoses including stroke and lack of coordination. Resident 1's 
7/22/25 admission MDS revealed a BIMS assessment with a score of 14 (cognitively intact).Resident 2 was 
admitted to the facility in 8/2025 with diagnoses including cognitive impairment and cancer. Resident 2's 
8/10/25 admission MDS revealed a BIMS assessment with a score of 15 (cognitively intact).A 9/26/25 
Facility Investigation Summary and Conclusion revealed on the morning of 9/26/25, Resident 1 and Resident 
2 were in their shared room asleep when Resident 1 woke up and was found hitting Resident 2 with a book 
and her/his fists. Resident 1 fell and hit her/his head. Emergency Services and the Police were called. Both 
residents were sent to the hospital.Prior to the incident, Resident 1 was placed on intensified monitoring 
(15-minute checks) due to a statement she/he made regarding hurting her/his roommate. A room change 
request was submitted to Social Services by Victim's Advocate Staff on 9/22/25, but there was no follow up 
regarding the room change.The facility identified a room change was requested on 9/22/25 and scheduled to 
occur on 9/24/25 due to Resident 1's statement of intent to harm Resident 2. The facility did not adhere to 
the policy related to room change or the urgency necessitated by the potential for resident-to-resident 
aggression.Based on witness statements Resident 1 struck Resident 2 with a book and her/his fists. The 
facility identified a room change was requested on 9/22/25. The room change was to occur on 9/24/25 due to 
Resident 1's statement of her/his intention to harm Resident 2. The facility did not follow the policy related to 
room change or the urgency needed when there was potential the residents could become aggressive.The 
deficient practice was identified as Past Noncompliance. The facility identified and corrected the deficient 
practice on 9/26/25 by implementing the following measures to mitigate risk and prevent further incidents of 
resident-to-resident abuse:-Resident 1 and Resident 2 were separated.-The facility implemented auditing 
through alert charting.-The facility reviewed and updated Resident 1's care plan.On 10/16/25 at 12:45 PM 
Staff 1 (Administrator) acknowledged when a room change was requested it was mandated to be completed, 
and when a resident threatens to harm another resident, immediate relocation and physician notification 
were required. Staff 1 concluded the incident met the definition of abuse.
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