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Level of Harm - Actual harm
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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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Saint Helens Post Acute 75 Shore Drive
Saint Helens, OR 97051

F 0600

Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview and record review it was determined the facility failed to protect the 
resident's right to be free from physical abuse by Resident 3 for 1 of 5 (#2) sampled residents for abuse. This 
failure to prevent abuse resulted with Resident 2 experiencing severe pain. Findings include:The facility's 
abuse policy titled Prevention and Reporting; Resident Mistreatment, Neglect, Abuse, Including Injuries of 
Unknown Source, and Misappropriation of Resident Property, last update 8/2022, revealed residents has the 
right to be free from abuse. The policy defined physical abuse as a willful inflection of injury which resulted in 
physical harm, pain or mental anguish. Willful was defines as the individual must have acted deliberately, not 
that the individual must have intended to inflict injury or harm. Resident 2 admitted to the facility in 1/2025 
with diagnoses including neuromuscular dysfunction of the bladder and kidney disease. Resident 3 admitted 
to the facility in 3/11/25 with diagnoses including dementia with agitation and cognitive communication deficit. 
On 4/5/25 at 7:45 PM a Physical Aggression Received incident report was initiated by Staff 14 (Former LPN) 
between Resident 3 and Resident 2 which occurred at 7:00 PM. The report revealed Staff 14 was notified 
Resident 3 pulled on Resident 2's indwelling catheter (tube inserted into bladder through the urethra to allow 
urine to drain and held in place by tubing called a balloon) while Resident 2 was sleeping in her/his bed. A 
CNA heard Resident 2 yelling, entered the room and observed Resident 3 holding onto Resident 2's catheter 
urine collection bag. Resident 3 was noted to be confused and told the CNA she/he thought Resident 2 was 
going to pull on it' when asked why she/he did it. Staff 14 responded to the room and assessed Resident 2 
who was in tears. Resident 2's 4/19/25 and 7/20/225 Quarterly MDS's assessed her/him as cognitively intact 
and had an indwelling catheter. On 10/14/25 at 1:43 PM Resident 2 recalled the 4/5/25 incident with 
Resident 3. Resident 2 stated her/his roommate, Resident 3 experienced confusion most of the time. 
Resident 2 stated on 4/5/25 she/he was sleeping and woke to Resident 3 pulling on her/his catheter tubing. 
Resident 2 then grabbed the tubing from being pulled out of the tubing entry cite. Resident 2 stated it felt like 
a game of tug-a-war with Resident 3 pulling on the tubing. Resident 2 stated Resident 3 was confused and 
when she/he asked Resident 3 what they were doing, she/he said they thought she/he was going to pull on it 
(catheter tubing). The surveyor observed Resident 2 demonstrate where the catheter tubing broke off when 
Resident 3 pulled it. Resident 2 stated the catheter tubing did not come all the way out because she/he 
grabbed it. Resident 2 stated it was painful and it hurt for several days following the incident. On 10/15/25 at 
3:34 PM Staff 7 (CNA) stated they recalled the 4/5/25 incident when Resident 3 pulled and broke Resident 
2's catheter tubing off. They recalled Resident 2 was definitely in pain for several days after. They recalled 
Resident 3 was confused. On 10/15/25 at 3:34 PM Staff 11 (CNA) stated they recalled the 4/5/25 incident 
when Resident 3 pulled and broke Resident 2's catheter tubing off. Staff 11 stated they overheard Resident 2 
yelling and went into the room. Staff 11 saw Resident 2 holding her/his groin area and Resident 3 was 
holding Resident 2's catheter drainage bag. The catheter bag was torn off from Resident 2 and in Resident 
3's hand. Staff 11 stated Resident 3 experienced confusion. On 10/15/25 at 4:41 PM Staff 13 (CNA) stated 
they recalled the 4/5/25 incident when Resident 3 pulled and broke Resident 2's catheter tubing off. Staff 13 
stated they sat with Resident 2 for a long time after the incident, until the resident received her/his next 
scheduled pain medication, held her/his hand and provided an ice pack while Resident 2 cried hard. Staff 13 
stated they cried with Resident 2 because it was so painful for the resident. Staff 14, who was the charge 
nurse that initiated the Physical Aggression Received incident report and responded to the 4/5/25 incident 
was unavailable for an interview. On 10/17/25 at 12:05 PM Staff 1 (Administrator) stated he expected all 
residents to be free from abuse while in the facility. Staff 1 acknowledged the 4/5/25 incident between 
Resident 2 and Resident 3.
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